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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  horizons 

This  agent  “...has  brought  new  hope 
to  arj  entire  generation  of  seizure  pa- 
tients...  .With  judicious  use,  it  may  be 
said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containing  0. 1 Gm.  and  0.03  Gm. 

*Roseman,  E.:  Neurology  1 1:912,  1961.  33664 


PARKE-DAVIS 


PARKE.  DAVIS  l COMPANY.  Dttreit,  Michi9tn  48232 


BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  "unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25’s. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 
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This  picture  of  Virginia  City,  with 
“St.  Marys  in  the  Mountains”  in 
the  center,  was  taken  in  the  Fall  of 
1955,  4:00  a.m.,  with  illumination  pro- 
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A rhinologic  approach  to  the  sinuses 
Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2°/o) 
and  children  (V«%),  in  solutions  of  V*.  V«  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


(1839M) 
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Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 
and  literature 


CUSTOM-FITTED  BRASSIERES 

7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores: 

MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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lew  at  Geigy?  Regroton,  Doctor. 
I blood  pressure. 


Not  another  reserpine-diuretic 
combination! 


Certainly.  Regroton  has  outperformed 
other  combinations. 


vrattfiy  hypert«&nsue>n>  pfeviouVy  >nf- 

Says  this  2-year  study  by  Finnerty. 


What’s  the  dosage? 


3 tablet  with  breakfast. 


ion:  Each  tablet  contains  chlorthalidone, 
nd  reserpine,  0.25  mg. 
lications:  History  of  mental  depression, 
sitivity,  and  most  cases  of  severe  renal 
c diseases. 

Discontinue  2 weeks  before  general 
ia,  1 week  before  electroshock  therapy, 
pression  or  peptic  ulcer  occurs. 
ons:  Reduce  dosage  of  concomitant  anti- 
sive  agents  by  one-half.  Discontinue  if 
rises  or  liver  dysfunction  is  aggravated, 
te  imbalance  and  potassium  depletion 
ur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3268 


sgroton 


the  idea!  treatment  for 
most  patients  with  moderately 
severe  hypertension”* 


Geigy 


Colorado  National  Bank  announces  Medac 


New  automated 
bookkeeping  and  billing 
system  for  doctors 


The  million-dollar  computer  center  at  CNB 
is  now  available  to  do  your  bookkeeping 
and  billing  for  you  on  the  “Medac”  system. 
Although  in  use  in  many  cities,  Medac  is 
now  available  in  this  region  only  through 
the  Colorado  National. 

Medac  connects  your  office  telephone  to  our 
computer  center  through  an  IBM  trans- 
mitter. Long  distance  is  no  problem.  Trans- 


actions of  the  average  practice  require  only 
15  minutes  of  input  time  daily. 

A special  feature  of  Medac  is  its  built-in 
collection  system  which  greatly  speeds  up 
collections  and  increases  cash  income  flow. 
Your  personnel  can  operate  Medac  without 
special  training — changeover  is  made  with- 
out interruption  of  your  billing  routine. 
Medac  is  ready  to  help  you  now. 


For  full  details,  please  write  or  call  Charles  Carroll  on  ext.  479  at  222-9311.  Medac  is  another  exclusive  service  of  the: 


COLORADO  NATIONAL  BANK 


1 7TH  & CHAMPA 


DENVER,  COLO. 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

<EMPRAZILr 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  'Emprazil'. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 

‘EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

U BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


for  January,  1965 
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ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


Y 

. - * 



ui 

...but  if  your  patient  can’t  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 


ORNADE@Trademark  SPANSULE  release  capsules 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  SO  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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Tour  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 


Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  % gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  ‘SOMA’  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  ‘Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin- May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Code/ne-Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol-Uke  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Codeine— Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol- The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  aflergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma’  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  'Soma'  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
'Soma'  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

# WALLACE  LABORATORIES 
, Cranbury,  N.  J. 


for  January,  1965 
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Cardiac  Symposium 

The  Eighth  Annual  Cardiac  Symposium,  sponsored 
by  the  Arizona  Heart  Association,  will  be  held  Jan- 
uary 29  and  30,  1965  at  the  Arizona  Biltmore  Hotel 
in  Phoenix.  The  following  papers  will  be  presented: 


University  of  Utah  College  of  Medicine—- 
Postgraduate  Medical  Education 

General  Practice  Review  March  1-4,  1965 

Common  problems  in  practice  will  be  the  theme  of 
the  annual  General  Practice  Review.  Lectures,  panel 
discussions,  case  presentations,  question  and  answer 
sessions,  motion  pictures  and  demonstrations  will  be 
methods  used  in  presenting  the  material.  Participating 
departments  include  surgery,  medicine,  obstetrics  and 
gynecology,  pediatrics  and  psychiatry.  An  outstand- 
ing visiting  speaker  will  assist  each  department  in 
presenting  their  portion  of  the  program.  C.  Hilmon 
Castle,  MD,  is  program  coordinator. 

The  General  Practice  Review  has  been  planned  in 
cooperation  with  the  Utah  Chapter  of  the  American 
Academy  of  General  Practice.  Their  annual  scientific 
program  will  follow  on  March  5 and  6. 

Registration:  Limited  to  100  Tuition:  $45 

American  Academy  of  Physical 
Medicine  and  Rehabilitation 

The  Annual  Meeting  of  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation  will  be  held 
on  August  22-27,  1965,  at  the  Sheraton  Hotel,  in 
Philadelphia.  It  will  consist  of  formal  lectures,  as 
well  as  educational  seminars  in  the  field  of  Hyper- 
tonia, Hypotonia  and  Forensic  Physiatry  (Work- 
men's Compensation). 

For  further  information  contact  Max  K.  Newman, 
MD,  Publicity  Chairman,  American  Academy  of 
Physical  Medicine  and  Rehabilitation,  30  No.  Michi- 
gan Ave.,  Chicago,  Illinois  60602. 


Friday,  January  29 

The  Use  and  Abuse  of  the  Technique  of  Cardio- 
version— Dr.  Gilbert  Blount,  Denver. 

The  Value  of  Coronary  Arteriography  in  the  In- 
vestigation of  Ischemic  Heart  Disease — Dr.  Aubrey 
Leatham,  London,  England. 

Progress  in  Cardiac  Surgery  in  Pediatric  Patients— 
Dr.  C.  Walton  Lillehei,  Minneapolis. 

The  Patient  with  Coronary  Disease  as  a Surgical 
Risk — Dr.  Thomas  W . Mattingly,  Washington,  D.  C. 

Saturday,  January  30 

Results  of  Surgical  Treatment  of  Cardiac  Disease 
in  Adults — Dr.  C.  Walton  Lillehei. 

The  Post-Exercise  Electrocardiogram — Dr.  Thomas 
W.  Mattingly. 

The  Principles  of  Auscultation  Illustrated  in  Con- 
genital Heart  Disease — Dr.  Aubrey  Leatham. 

The  Clinical  Evaluation  of  the  Severity  of  Valvular 
Pulmonary  Stenosis — Dr.  Gilbert  Blount. 

Michael  Reese  Hospital  Staff 
Alumni  Association 

The  Annual  Reunion  will  be  held  on  Wednesday, 
June  2,  1965.  The  program  will  include  Morning 
Clinics  and  Lunch  at  the  Michael  Reese  Hospital  and 
Medical  Center,  and  a Banquet  at  the  Furniture  Club 
in  the  evening.  (Cocktail  party  at  6:30  p.m.) 

Former  House  Staff  and  present  Attending  Staff 
members  are  urged  to  make  their  reservations  at  once. 
Michael  Reese  Hospital  Alumni  Association,  29th 
Street  and  Ellis  Avenue,  Chicago  16,  Illinois. 


Colorado  Medical  Society  Scientific  Exhibits 

Applications  for  exhibit  space  are  now  available  to  any  wishing  to  have  a scientific  exhibit 
at  the  Colorado  Medical  Society’s  30th  Midwinter  Clinical  Session,  to  be  held  February  23 
through  26  at  the  Denver  Hilton  Hotel. 

Application  blanks  may  be  obtained  by  writing  or  calling  the  Society’s  executive  offices,  1809 
East  18th  Avenue,  Denver,  telephone  399-1222.  Dr.  Jess  Humphries  is  in  charge  of  scientific 
exhibits  for  the  February  meeting. 
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Laryngology  and  Bronchoesophagology 

The  Department  of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at  the  Medical 
Center,  Chicago,  will  conduct  a postgraduate  course 
in  Laryngology  and  Bronchoesophagology  from 
March  29  through  April  10,  1965.  This  course  lim- 
ited to  fifteen  physicians,  will  be  under  the  direction 
of  Paul  H.  Holinger,  MD,  and  will  be  held  at  the 
new  Illinois  Eye  and  Ear  Infirmary,  1855  West 
Taylor  Street,  Chicago.  Instruction  will  be  provided 
by  means  of  animal  demonstrations,  and  practice  in 
bronchoscopy  and  esophagoscopy,  diagnostic  and 
surgical  clinics,  as  well  as  didactic  lectures. 

Interested  registrants  will  please  write  directly  to 
the  Department  of  Otolaryngology,  College  of  Medi- 
cine of  the  University  of  Illinois  at  the  Medical  Cen- 
ter, 1853  West  Polk  Street,  Chicago,  Illinois  60612. 

Mid-Central  States  Orthopaedic  Society 

The  12th  Annual  Meeting  of  the  Mid-Central 
States  Orthopaedic  Society  will  be  held  March  25-27, 
1965,  at  the  Velda  Rose  Towers,  Hot  Springs, 
Arkansas. 

For  further  information  contact  Mid-Central  States 
Orthopaedic  Society,  4101  Westport,  Wichita,  Kansas 
67212. 


American  Academy  of  General  Practice 

The  Utah  chapter  of  the  American  Academy  of 
General  Practice  will  be  holding  their  seventeenth 
annual  symposium  March  5-6,  1965  at  the  Hotel 
Utah  in  Salt  Lake  City,  Utah. 

The  symposium  will  be  on  pediatrics  and  will  fea- 
ture the  following  speakers:  Walter  P.  Blount,  MD, 
Milwaukee,  Wisconsin;  Robert  Izant,  MD,  Cleveland, 
Ohio;  Wm.  C.  Deamer,  MD,  San  Francisco,  Cali- 
fornia; Harris  D.  Riley,  Jr.,  MD,  Oklahoma  City, 
Oklahoma;  Robert  M.  Blizzard,  MD,  St.  Louis,  Mis- 
souri; Wm.  M.  Clark,  Jr.,  MD,  Portland,  Oregon. 

Cardiology 

A nine  month  tutorial  program  in  Cardiology, 
September  15,  1965  to  June  15,  1966,  will  be  offered 
by  the  Institute  for  CardioPulmonary  Diseases, 
Scripps  Clinic  and  Research  Foundation,  La  Jolla, 
California.  This  will  be  an  intensive  program  cover- 
ing the  field  of  cardiovascular  diseases  and  is  especial- 
ly designed  for  the  physician  in  private  practice  who 
wants  an  academic  year  of  organized  instruction  with 
freedom  from  direct  patient  responsibility.  For  de- 
tails, write:  E.  Grey  Dimond,  MD,  Institute  for 
CardioPulmonary  Diseases,  Scripps  Clinic  and  Re- 
search Foundation,  La  Jolla,  California. 


PSYCHIATRY  FOR  THE  MEDICAL  PRACTITIONER 

New  Orleans,  Louisiana 
March  4-6,  1965 

Sponsored  by  the  DIVISION  OF  NEUROLOGY  AND  PSYCHIATRY  OF 
TOURO  INFIRMARY  under  a National  Institute  of  Mental  Health  Grant 


GUEST  LECTURERS  INCLUDE: 

Jack  Ewalt,  M.D.,  Prof,  of  Psychiatry,  Harvard  Med. 
School,  Past  Pres,  of  American  Psychiatric  Association, 
Boston,  Mass. 

John  Lambert,  M.D.,  Medical  Director,  Four  Winds  Hos- 
pital, Katonah,  N.  Y. 

Zigmond  Lebensohn,  M.D.,  Chief,  Dept,  of  Psychiatry, 
Sibley  Memorial  Hospital,  Washington,  D.  C. 

William  Sheeley,  M.D.,  Director  of  Psychiatry  & Medical 
Practice  Project  of  the  A.P.A.,  Washington,  D.  C. 

Philip  Solomon,  M.D.,  Chairman,  A.P.A.  Committee  on 
Medical  Practice,  Boston,  Mass. 


Course  will  be  given  at  Jung  Hotel,  1500  Canal  Street, 
New  Orleans,  La.  Hotel  reservations  to  be  made  directly 
with  the  Jung  or  hotel  of  your  choice.  Registrants  who 
would  like  to  enjoy  Mardi  Gras  (March  2)  are  urged  to 
make  hotel  reservations  immediately. 


Guest  speaker  for  the  luncheon  on  March  4 will  be  George 
Burch,  M.D.,  Henderson  Professor  and  Chairman,  Dept,  of 
Medicine,  Tulane  Medical  School.  Subject:  “Emotions  and 
Cardiovascular  Disease.”  Cost  of  luncheon  included  in 
registration  fee.  At  the  end  of  Friday’s  session,  there  will 
be  a dutch  treat  two-hour  cocktail  party  with  George 
Lewis  and  his  band  from  Preservation  Hall  entertaining. 


AMONG  TOPICS  TO  BE  DISCUSSED: 

"Detection  of  Incipient  Psychiatric  Disorders  During  a 
General  Medical  Examination” 

“Medical  Practitioners  and  Supportive  Handling  of  Schizo- 
phrenia” 

"Adolescents — Disturbed  and  Disturbing” 

"The  Physician  and  His  Reaction  to  the  ‘Crock’  ” 

"Newer  Thoughts  About  the  Therapy  of  Alcoholism” 
"Medical  Conditions  with  Psychiatric  Manifestations” 
“Recognition  and  Treatment  of  Depressive  Reactions  by 
Medical  Practitioners” 

"Treatment  of  Emotional  States  by  the  Medical  Prac- 
titioner” 


Gene  L.  Usdin,  M.D.,  Chief 
Division  of  Neurology  & Psychiatry 
Touro  Infirmary 
3516  Prytania  Street 
New  Orleans,  La.  70115 

Enclosed  is  my  registration  fee  of  $20  for  the  “Psychiatry 
for  the  Medical  Practitioner”  course  to  be  given  March 
4-6,  1965,  at  the  Jung  Hotel.  (Checks  should  be  made  pay- 
able to  Touro  Infirmary.) 

Name  

Address  
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W A S H I 

A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

The  Food  and  Drug  Administration  has  started  en- 
forcing the  prescription  drug  advertising  provisions 
of  the  new  law. 

Sales  of  ethical  drugs  are  now  exceeding  $2  billion 
a year  in  the  United  States.  The  Bureau  of  the  Census 
reported  ethical  drug  sales  at  $2.05  billion  in  1963, 
the  first  year  that  they  had  gone  over  the  $2  billion 
mark.  The  Pharmaceutical  Manufacturers  Associ- 
ation’s figure  was  $2.39  billion. 

The  law  requires  that  prescription  drug  advertise- 
ments show: 

— The  “established  name’’  of  the  drug,  if  one 
exists,  in  type  at  least  half  as  large  as  that  used  for 
the  brand  name; 

— The  drug’s  quantitative  formula,  and 

- — A true  and  non-misleading  brief  summary  of 
information  about  adverse  side  effects,  contraindi- 
cations, and  effectiveness  of  the  drug  for  the  guidance 
of  physicians. 

In  enforcing  these  requirements,  FDA  said  it 
would  seek  to  determine  whether  a fair  balance 
exists  between  the  information  on  effectiveness  and 
that  on  side  effects  and  contraindications. 

The  FDA’s  Bureau  of  Medicine  has  started  moni- 
toring professional  journal  advertising  for  prescrip- 
tion drugs.  It  will  forward  violative  advertisements 
with  appropriate  recommendations  to  the  FDA  Bu- 
reau of  Regulatory  Compliance. 

Dr.  Joseph  F.  Sadusk,  Jr.,  Medical  Director  of 
FDA,  said  that  it  is  the  duty  of  physicians  to  keep 
fully  informed  of  the  composition,  mode  of  action, 
efficacy  and  potential  toxicity  of  drugs  because  as 
the  potency  of  drugs  increases,  “so  generally  does 
their  complexity  and  their  potentiality  for  harm.” 

Violations  of  prescription  drug  advertising  will  be 
evaluated  in  two  categories: 

— Positive  claims  or  omissions  concerning  the 
product  which  present  potential  danger  to  the  patient 
in  varying  degrees.  Examples  include  omission  of 
some  of  the  pertinent  side  effects,  precautions  or 
contraindications;  improper  statements  about  the 
effectiveness  of,  or  indications  for,  the  drug  or  anti- 
biotic; omission  of  some  of  the  information  on  vari- 
ous dosage  forms,  ingredients,  or  directions  for  use 
where  required. 

— Claims  which  may  or  may  not  involve  danger  to 
patient  health  but  which,  in  the  selling  message,  can 
seriously  mislead  as  to  the  proper  place  of  the  drug 
or  antibiotic  in  the  total  spectrum  of  products  avail- 
able to  meet  a specific  disease  situation. 

* * * 

The  American  Medical  Association  and  the  Food 
and  Drug  Administration  have  warned  that  two  fever 
and  pain-relieving  drugs  are  causing  fatal  agranulocy- 
tosis, a blood  disorder,  in  some  patients. 

( Continued  on  page  50) 


Hygrotoir 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

0 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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How  does 
Hygrotorr 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high,  in  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work  •• 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone,  it  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’il 
stack  it  up  against  any  diuretic. 


Geigy 


Shadow  or  substance 


Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


A pothegm 

“The  prejudiced  viewpoint,  or  ‘blind  spot,’  led  to  a 
misdiagnosis.  . . . The  most  common  mistake  was  ac- 
cepting a previous  diagnosis  to  explain  the  present 
illness”  (Gruver  and  Fries1). 

Clinical  data 

A 65-year-old  lady  was  hospitalized  for  the  sixth 
time  in  four  years  for  evaluation  of  complaints  of 
chronic,  intermittent,  severe  right  upper  quadrant 
and  epigastric  pain.  Four  years  before,  a mass  had 
been  equivocally  palpated  in  the  right  midabdomen, 


Fig.l 


Fig.  2 


but  never  substantiated,  although  x-rays  at  the  time 
had  demonstrated  an  “ovoid  soft  tissue  shadow” 
overlying  the  crest  of  the  ilium.  A diseased  gallblad- 
der was  demonstrated  and  removed.  A year  later,  the 
symptoms  recurred,  and  continued  intermittently  to 
the  present  admission.  Often,  these  symptoms  were 
relieved  by  ulcer  management  (and  self-administered 
herbs).  At  the  present  admission,  the  mass  was  again 
felt  in  the  right  side  of  the  abodmen,  and  more  dis- 
tinctly with  the  patient  standing.  There  were  no  other 
pertinent  findings. 

(Continued  on  page  51) 


14 


Rocky  Mountain  Medical  Journal 


HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 


The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  lM  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 


A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SuBSTERNAL 


MILT  RATE 

meprobamate  200  mg.  + pentaerythrltol  tetranitrate  10  mg. 


Effective  tranquilization 

plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 
the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — The  most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  — May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 
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CML-4Q87 


PERCODAN 


in  moderate  to 
moderately  severe  pain... 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  Counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  l 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMI,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628,185  and  2,907,768  I 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  NewYork  I 
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DENVER'S  FINEST 

RESIDENT  AND  NURSING  HOME  FACILITY 


BELLA  VITA’S  design  and  architecture  are  a picture  of 
elegance.  With  a floor  area  of  more  than  50,000  square  feet 
its  rooms,  lobby  and  lounge  areas  are  spacious,  magnifi- 
cently decorated  and  luxuriously  furnished. 

BELLA  VITA’S  planners  were  safety-conscious  and  put 
every  conceivable  safety  device  and  appliance  into  the 
building  for  the  protection  of  its  guests.  The  building  is 
completely  fireproof  and  contains  an  ultra-modern  fire 
protection  system  with  automatic  alarm  in  direct  com- 
munication with  the  Denver  Fire  Department. 

BELLA  VITA’S  novel  and  functional  floor  plan,  its  fully 
automatic  elevators,  its  chapel  permitting  services  for  all 
faiths,  its  stainless  steel  kitchen  and  pleasant  dining  areas, 
add  to  the  comfort  and  happiness  of  the  guests. 

BELLA  VITA’S  enchanting  lounges,  colored  television 
rooms,  extensive  recreational  facilities,  paved  parking 
areas,  immense  lawn  and  shrubbery  areas  and  expansive 
patio  areas  are  unsurpassed. 

BELLA  VITA  has  the  newest  occupational  and  physical 
therapy  equipment,  skilled  and  experienced  personnel  and 
management,  rendering  service  with  a friendly  and  per- 
sonal touch. 


4450  E.  JEWEL 

EAST  OF  COLORADO 
BOULEVARD 


I NQU  IRIES 
INVITED 


Telephone  757-7438 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body  [ Each  capsule  contains: 

, . . .!  „ Vitamin  Bj  (as  Thiamine  Mononitrate)  10  mg. 

mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy  Vitamin  B2  (Riboflavin)  10  mg. 

The  patient  with  a severe  infection,  and  many  others  undergoing  physio-  ^“JscorbicAcid) 

logic  stress,  may  benefit  from  STRESSCAPS.  vitamin b6 (Pyridoxine  hcij  2ma- 

^ 1 J Vitamin  Bi 2 Crystalline  4mcgm. 

— rw  Mk  mmm.  Calcium  Pantothenate  20  mg. 

BB  J'  | Recommended  intake:  Adults,  capsuie 

B B^^r  Hm  BBBk  BIBBS  Bpf  ^fegj.  ■ mfi  I daily,  for  vitamin  deficien- 

^k_TZL  '^B  ML  ~W  ■ | 1 ■ cies.  Supplied  in  decorative  "reminder” 

ff  BkjB  B B B BB1  ■ U I jars  of  30  (one  month’s  supply)  and  100 

Stress  Formula  Vitamins  Lederle  B JJ  (three  months'  supply). 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 


Each  capsule  contains: 

Vitamin  B , (as  Thiamine  Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  85  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  (one  month’s  supply)  and  100 
(three  months'  supply). 


because  food  is  a factor 

in  oral  penicillin  therapy . . . 


This  is  the  breakfast  used  in  the  Griffith  and  Black  study  reported  here. 

consider  V-CILLIN  K® 

POTASSIUM  PHENOXYMETHYL  PENICILLIN 


Acid-stable  V-Cillin  K is  much  less  affected  by  gastric  acids  than  is  oral  penicillin  G. 
In  fact,  comparative  data  show  that  V-Cillin  K given  with  meals  produces  blood 
levels  twice  as  high  with  just  half  the  dose.  Such  pharmacologic  characteristics 
provide  your  patients  consistently  dependable  therapy.  In  addition,  significant  econ- 
omy is  achieved,  since  three  to  four  times  as  much  oral  penicillin  G is  required  to 
assure  equivalent  antibacterial  activity.1 
i.  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6:253,  1964. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  penicillin.  As  with  any  antibiotic,  observation  for 
the  treatment  of  streptococcus,  pneumococcus,  overgrowth  of  nonsusceptible  organisms  during 
and  gonococcus  infections  and  infections  caused  treatment  is  important. 

by  sensitive  strains  of  staphylococci.  Usual  Dosage  Range:  125  mg.  (200,000  units) 

Precautions:  Although  sensitivity  reactions  are  three  times  a day  to  250  mg.  every  four  hours, 
much  less  common  after  oral  than  after  parenteral  Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
administration,  V-Cillin  K should  not  be  admin-  and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  tea- 
istered  to  patients  with  a history  of  allergy  to  spoonful,  in  40,  80,  and  l50-cc.-size  packages. 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Important  Questionnaire 
— Your  Prompt 
Attention,  Please! 


lsewhere  in  this  Journal  (page  17)  appears 
a questionnaire  of  utmost  importance  to  our 
present  and  future  advertising  progress.  Thirty- 
four  state  and  regional  journals  affiliated  in  the 
State  Medical  Journal  Advertising  Bureau,  head- 
quartered in  Chi- 
cago, request  your 
early  attention  and 
careful  thought  in 
this  important 
project. 

The  readership  survey  is  to  collect  data  which 
will  assist  in  selling  advertising  space  for  all  par- 
ticipating journals.  The  information  will  enable 
your  editor  and  the  staff  at  the  Rocky  Mountain 
Medical  Journal’s  headquarters  to  produce  a bet- 
ter journal,  with  more  scientific  articles  and  spe- 
cial features  that  the  readers  most  desire.  We 
hope  it  will  attract  more  advertising,  enabling  us 
thereby  to  include  more  desired  features.  In- 
creased advertising  will  provide  new  and  better 
information  on  products  and  services  available  to 
all  physicians  in  these  Rocky  Mountain  states. 

Please  give  us  a good  response  to  this  construc- 
tive project.  It  is  vital  to  state  and  regional  medi- 
cal journals,  the  primary  publications  of  organ- 
ized medicine.  Even  if  you  do  not  find  the  time  to 
answer  all  of  the  questions,  send  it  in  anyway  so 
we  may  record  you  as  an  interested  reader! 


JL  he  recent  article  by  Dr.  Chris  Mengis  en- 
titled “Lactic  Acidosis  and  Phenformin”*  merits 
further  discussion  with  emphasis  on  certain  points. 
The  following  should  be  considered  in  establish- 
ing the  clinical  diagnosis  of  fatal  lactic  acidosis: 

(1)  An  abnormal  lactate/ 


Lactic  Acidosis  in 
Diabetes  Mellitus 


pyruvate  ratio  (greater 
than  10-13:1)  or  the 
presence  of  excess  lactate 
according  to  the  formula 
of  Huckabee  should  be  demonstrated.  (2)  The 
patient  should  have  significant  depression  of  C02 
combining  power  which  cannot  be  explained  by 
any  other  metabolic  abnormality  (uremia,  sali- 
cylate ingestion,  ketoacidosis,  etc.).  (3)  The 


blood  sampling  technic  must  be  careful.  Although 
venous  blood  may  be  used,  arterial  blood  is  pre- 
ferred. The  blood  must  be  free-flowing,  obtained 
without  a tourniquet  and  precipitated  immediately 
with  perchloric  or  trichloracetic  acid.  (4)  No 
cyanosis,  anoxia,  shock  or  peripheral  vascular  col- 
lapse must  be  evident  as  these  will  cause  abnormal 
pyruvic-lactic  acid  metabolism.  This  latter  point 
is  controversial  and  deserves  further  study,  since 
it  is  possible  that  lactic  acidosis  of  itself  may  be 
manifest  by  significant  hypotension.  It  is  difficult 
to  determine  which  is  cause  and  effect  in  any 
given  case.  (5)  Certain  pharmacologic  agents  will 
cause  excess  lactate  production — epinephrine, 
norepinephrine  and  other  sympathomimetic 
amines.  The  patient  must  not  be  receiving  any  of 
these  drugs  at  the  time  of  blood  sampling.  (6) 
The  chemical  methods  for  determination  of  py- 
ruvic and  lactic  acids  will  measure  other  sub- 
stances (i.e.,  alpha-ketoglutarate)  and  it  is  pos- 
sible to  obtain  falsely  elevated  values.  The  enzy- 
matic procedure  for  measurement  of  pyruvic  and 
lactic  acids  is  very  specific,  relatively  easy  to 
perform  and  thus  is  preferred  to  the  chemical 
methods. 

Employing  the  above  rather  stringent  criteria, 
it  has  been  difficult  to  prove  that  lactic  acidosis 
per  se  has  been  a cause  of  death  in  patients  hav- 
ing diabetes  mellitus.  Non-ketotic  acidosis  in  dia- 
betes mellitus  seems  to  be  related  to  hyperosmo- 
larity  due  to  elevated  blood  glucose  levels  rather 
than  to  lactic  acidosis.  Although  Phenformin 
(DBI)  has  been  implicated  in  causing  fatal  lactic 
acidosis,  many  if  not  all  the  patients  described 
have  had  severe  associated  cardiac,  renal  or 
hepatic  disease.  That  Phenformin  does  promote 
anaerobic  glycolysis  seems  to  be  fairly  well  es- 
tablished. This  will,  of  course,  lead  to  elevated 
blood  lactate  levels.  However,  it  is  important  to 
note  that  even  the  administration  of  insulin  to  the 
uncontrolled  diabetic  causes  an  increase  of  blood 
lactate,  values  up  to  2. 0-2. 5 micromoles/liter  hav- 
ing been  measured  in  this  laboratory;  the  effect 
again  being  on  anaerobic  glycolysis. 

Nevertheless,  certain  rules  must  be  followed  in 
giving  Phenformin  or  any  other  oral  hypogly- 
cemic agent  to  patients  with  diabetes  mellitus. 


* Rocky  Mountain  Medical  Journal,  61:11,  39,  1964. 
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The  drugs  may  be  given  to  any  older  patient 
(above  age  40  years)  in  whom  the  daily  insulin 
requirement  is  less  than  20-30  units.  In  an  oc- 
casional case  of  particularly  brittle  diabetes,  Phen- 
formin  may  be  used  to  supplement  insulin  therapy. 
The  oral  hypoglycemic  agents  should  not  be  used 
in  the  setting  of  acute  intercurrent  illness  or  any 
other  stress  (surgery,  myocardial  infarction).  In 
general,  one  must  exercise  considerable  caution  in 
giving  any  of  the  oral  hypoglycemic  drugs  to  pa- 
tients with  significant  cardiac,  renal  or  hepatic  dis- 
ease. It  is  our  practice  to  employ  insulin  in  these 
particular  situations. 

Karl  E.  Sussman,  M.D. 

Asst.  Professor  of  Medicine  and 

Asst.  Director,  Clinical  Research  Center  at 

the  Univ.  of  Colo.  Medical  Center. 


The  World  Is  Poorer 


X he  world  is  shocked  and  saddened  by  the 
murder  of  Dr.  Paul  Carlson  in  the  Congo.  Cruel- 
ty and  inhumanity  toward  a dedicated  medical 
man  cannot  be  understood  by  civilized  people. 
His  hospital  at  Wasalo  in  the  northern  Congo 

had  been  looted  and 
damaged  by  the  reb- 
els. Smith  Kline  and 
French  Laboratories 
had  pledged  financial 
support  to  re-establish  its  operations,  and  it 
planned  to  re-stock  the  drug  supplies  with  what- 
ever might  be  required  of  its  own  products. 

Dr.  Carlson  sponsored  an  American  medical 
student  at  Wasalo  through  the  drug  firm’s  Foreign 
Fellowships  for  Medical  Students  program.  The 
student,  Philip  Littleford  of  Baltimore  and  Johns 
Hopkins,  was  forced  to  flee  when  rebels  closed  in 
last  August. 

The  mission  hospital  was  performing  great  hu- 
manitarian service;  it  was  the  only  one  with  a 
doctor  in  an  area  the  size  of  the  state  of  Maryland. 
Contrasted  with  America,  Africa  alone  could 
readily  absorb  and  put  to  work  twice  as  many 
doctors  of  medicine  as  are  now  being  graduated! 
Other  continents  need  food,  fuel,  clothing,  and 
education  along  with  medicines  and  the  physicians 
to  live  with  and  serve  their  people. 

Affection  for  the  medical  men  and  gratitude  for 
their  ministrations  have  been  foremost  among  the 
rewarding  expressions  of  our  colleagues  who  have 
dedicated  all  or  part  of  their  professional  lives 
beyond  the  comforts  of  America.  Church  organi- 
zations such  as  The  Evangelical  Covenant  Church 


of  America,  pharmaceutical  firms,  universities, 
medical  and  surgical  societies  of  advanced  coun- 
tries, have  all  contributed  beyond  estimation  to 
the  health,  welfare  and  lives  of  people  throughout 
the  world. 

The  tragedy  of  wanton  destruction  of  a great 
and  generous  life — whether  by  rifle  fire  or  destruc- 
tion by  cancer  as  in  the  case  of  Tom  Dooley — 
leaves  the  world  more  poor! 


E, 


ilsewhere  in  this  issue  (page  25)  appears  a 
report  based  upon  over  three  years  of  further  and 
controlled  investigation  of  the  treatment  of  warts 
with  chloraquine,  subsequent  to  an  article  we  pub- 
lished in  1961.  Long  the  subject  of  curious  super- 
stitions, warts  have  been  treat- 
ed with  everything  that  med- 
Retraction  icine  men,  witches,  grand- 

mothers and  doctors  have 
dreamed  up — and  often  with 
unbelievable  success.  We  are  reminded  of  a ques- 
tion and  answer  period  following  an  address  to 
his  colleagues  by  the  late  distinguished  English 
plastic  surgeon,  Sir  Archibald  Mclndoe.  When 
asked  how  warts  are  treated  in  the  British  Isles, 
Sir  Archibald  said  probably  about  like  everywhere 
else  in  the  world.  But,  as  for  him,  he  referred  all 
his  cases  to  an  old  fisherman  who  plied  his  trade 
along  the  southwest  coast  of  England  near  Bristol. 
The  ancient  fishmonger  applied  an  unctuous  sub- 
stance— secret,  of  course — and  his  rate  of  cure 
greatly  exceeded  that  of  the  eminent  surgeon. 
Thus  his  fame  had  spread,  and  fishing  had  become 
merely  his  hobby.  Perhaps  the  noxious  effluvia 
would  cure  most  anything,  warts  disappearing 
rather  than  risking  another  attack. 

Be  that  as  it  may,  Dr.  Murphy  deserves  credit 
for  his  investigation  which  counteracted  the  earlier 
enthusiasm.  Retractions  in  journals  are  indeed  in- 
frequent. They  should  appear  more  often! 


ERRATUM 

Dr.  J.  Thomas  Johnston  of  Pinedale, 
Wyoming,  who  compiled  the  material  on 
Penicillin  in  our  November  issue,  states  that 
under  the  column  “Acid  Hydrolysis”  for 
Methicillin  there  should  be  “yes”  instead  of 
“no”  (page  43). 
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Chloroquine  treatment  of  warts 

A Double-Blind  Clinical  Study 

John  C.  Murphy,  MD,  and  Sadie  Petty,  RN,  Albuquerque,  New  Mexico 


This  article  is  a retraction  of  an  original 
article  by  the  same  authors  which  we 
published  in  July,  1961.  At  that  time, 
guarded  but  enthusiastic  recommendation 
was  made  on  behalf  of  chloroquine 
treatment  of  warts.  Over  three  years  later, 
this  negative  report  follows  a controlled 
subsequent  investigation. 

During  the  past  ten  years,  a number  of  re- 
ports1— some  enthusiastic,  some  discouraging, 
and  some  equivocal — have  discussed  treatment  of 
the  virus  wart  with  oral  quinacrines.  In  1961,  we- 
published  a cure  rate  of  64  per  cent  in  258  pa- 
tients. My  teacher,  the  late  Stephen  Rothman, 
chided  me  with  the  remark,  “With  your  acting 
ability,  Jack,  you  could  charm  the  warts  off  of  64 
per  cent  of  anyone.  You  must  do  a carefully  con- 
trolled study.”  In  the  meantime,  some  negative 
reports  have  appeared.3  Reasonable  doubt  has 
been  raised  about  the  justification  for  using  quin- 
acrines systemically  to  treat  warts  because  of 


For  editorial  comment  see  page  24 


some  reported  undesirable  side  effects  from  these 
drugs. 

A controlled  double-blind  study  was  conducted 
over  a period  of  eighteen  months.  Ninety  patients 
with  multiple  warts,  chosen  at  random  from  a 
busy  office  practice,  were  treated  with  oral  tablets 
of  hydroxychloroquine  sulfate  (Plaquenil®)  200 
mg.  or  with  indistinguishable  unlabeled  lactose 
placebo  tablets.  Patients  were  instructed  to  take 
one  tablet  twice  daily  after  meals.  Each  patient 
was  examined  at  three  week  intervals  until  all 

Read  by  title  to  The  Society  for  Investigative  Dermatology, 
San  Francisco,  June,  1964. 


warts  were  gone,  or  for  a maximum  of  nine  weeks 
of  treatment.  All  patients  were  followed  to  a 
known  conclusion.  At  the  conclusion  of  the  study, 
the  tablets  were  identified  to  the  investigators. 

Of  42  patients  treated  with  placebo,  16,  or  39 
per  cent,  were  cured.  Of  48  treated  with  chloro- 
quine sulfate,  18,  or  37.5  per  cent  were  cured. 
There  were  two  patients  with  side  effects  (both 
nausea)  among  those  taking  the  placebo,  and  five 
(four  nausea  and  one  urticaria)  among  those  tak- 
ing chloroquine  sulfate. 

We  believe  that  these  negative  results  should 
be  made  public.  The  work  was  done  by  the  same 
investigators  in  the  same  environment  as  was  the 
earlier  reported  series.  We  used  a larger  dose  of 
quinacrine  than  in  the  other  study  which  reported 
negative  results.  We  feel  to  some  degree  respon- 
sible for  having  encouraged  the  use  of  a possibly 
harmful  drug  to  treat  a benign  skin  lesion. 

It  is  interesting  to  speculate  on  the  fact  that 
both  the  quinacrine  and  the  placebo  cured  as 
many  patients  as  have  many  reported  methods  of 
suggestion  therapy.4  Perhaps  the  “actor”  was  less 
convincing  when  he  knew  that  a placebo  was  be- 
ing used. 

Summary 

A carefully  controlled  double-blind  clinical 
evaluation  of  oral  hydroxychloroquine  sulfate  as 
compared  with  a placebo  in  treatment  of  the  com- 
mon or  virus  wart  contradicts  former  non-control- 
led  studies.  The  placebo  was  as  effective  as  the 
active  drug.  It  is  recommended  that  the  quin- 
acrines, drugs  with  some  possible  harmful  side  ef- 
fects, not  be  used  systemically  in  treating  the  be- 
nign virus  wart.  It  appears  that  enthusiastic  sug- 
gestion therapy  is  equally  effective.  • 
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Skimania 

Ian  Rose,  MB,  BS,  LRCP,  MRCS  (Lond. ),  Kamloops,  B.C. 


This  very  original  article  is  reprinted 
from  the  Canadian  Medical  Association 
Journal.  * Since  there  are  many  ski 
areas  in  our  Rocky  Mountain  states,  many 
doctors  and  their  families  are  afflicted. 

Enjoy  with  us  this  entertaining  “Case 
Report”  by  a Canadian  man  of  letters.  It 
is  more  timely  now  than  when  first 
published. 

Skiing  is  not  a sport  but  a form  of  madness. 
Under  ordinary  circumstances,  people  suffering 
from  this  disease  are  kindly  and  have  an  intelligent 
appearance,  but  when  they  are  on  a snow-covered 
hill  they  develop  a glassy  stare  and  lose  all  sense 
of  responsibility.  Otherwise  conscientious  fathers 
have  been  known  to  leave  children  to  the  hazards 
of  exposure  to  cold  and  marauding  wolves  rather 
than  interrupt  a Schuss  descent.  Normally  loving 
mothers  can  be  seen  abandoning  their  screaming 
children  at  the  door  of  any  ski  lodge. 

Clinical  Picture 

Skimania  is  a highly  infectious  disease  which 
has  one  unique  and  terrible  feature.  With  most 
contagious  diseases,  such  as  scarlet  fever,  smallpox 
or  plague,  the  victim  realizes  his  own  misfortune 
and  is  the  first  to  agree  to  isolation  or  other  public 
health  measures  that  will  protect  the  general  popu- 
lation and  prevent  the  spread  of  an  epidemic.  The 
victim  of  skimania,  however,  feels  an  almost  evan- 
gelic urge  to  spread  the  contagion.  He  or  she  dis- 
seminates the  dangerous  delusion  with  a zeal  with- 
out parallel  in  medicine  except  for  the  pitiful 
rampagings  of  the  rabid  dog.  Indeed  there  is  a 
terrible  parallelism  between  the  demented  wander- 
ings of  the  hydrophobic  victim  and  the  ski-crazed 

* March  14,  1964,  Vol.  90. 


patient.  The  mad  dog,  frothing  at  the  mouth, 
rushes  around  disseminating  his  disease  without 
rest  until  death  gives  him  final  release.  The  ski- 
maniac  tears  up  and  down  the  mountain  side  also 
without  rest  till  he  is  stopped,  one  hopes,  by  a 
broken  bone  or  two  rather  than  by  a fatality. 

It  is  an  insidious  and  in  some  ways  subtle  dis- 
ease. To  see  them  in  their  natural  habitat  sur- 
rounded only  by  other  unfortunate  victims  of  the 
ski  madness,  they  seem  harmless  to  others.  It  is 
evident  that  they  risk  life  and  limb,  but  it  is  their 
own  life  and  their  own  limbs.  But  upon  the  ad- 
dition of  the  alien  influence  of  a normal  person — 
someone  who  still  has  his  full  sanity  and  does 
not  ski,  does  not  know  how  and  probably  has  no 
morbid  interest  in  learning — the  symptomatology 
bursts  into  full  manifestation.  The  most  obvious 
of  the  symptoms  are  those  that  express  this  burn- 
ing desire  to  infect  the  still-healthy.  It  becomes 
immediately  apparent  that  the  skimaniac  harbours 
an  implacable  hatred  of  the  uncontaminated,  a fear 
of  the  normal:  Now  comes  the  madness  to  the 
eye,  the  flush  to  the  face,  the  generalized  twitch- 
ings  of  the  limbs.  Next  comes  the  encouragement, 
the  pleading,  the  daring,  the  jeer,  the  entreaty 
that  is  so  similar  to  the  tactics  of  the  pusher  of 
marijuana  or  heroin — except  that  the  skimaniac 
has  no  financial  gain  in  his  efforts  but  only  the 
perverse  satisfaction  of  seeing  a perfectly  normal 
individual  start  on  the  terrible  slope  of  Skid 
Mountain.  There  is  a terrible  team  spirit  among 
the  skimaniacs;  unlike  the  solitary  madness  of  the 
rabid  dog,  in  skimania  the  normal  individual  is 
attacked  by  the  whole  pack.  They  all  take  about 
30  seconds  out  between  coming  down  and  going 
up  to  breathe  contagion  over  the  interloper. 

Those  that  are  debarred  from  actual  participa- 
tion in  the  active  pursuit  of  this  addiction  by  in- 
jury, sit  around  their  cold  and  draughty  hut 
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(called  a chalet)  drinking  tepid  instant  coffee  and 
staring  with  demented,  red-rimmed  eyes  at  their 
uninjured  brothers.  It  is  with  fanatical  relief  that 
they  seize  upon  the  diversion  offered  by  the  ar- 
rival of  an  uninfected  individual  who  is  intrepid 
enough  to  venture  into  the  ski  colony. 

One  of  the  most  pitiful  sights  in  the  world  is  to 
witness  withdrawal  symptoms  in  an  injured  skier. 
There  is  a wild  light  in  his  glassy  eyes  as  he  sits 
shivering  in  some  hut,  one  foot  in  a cast,  one  arm 
in  a sling,  bandages  to  protect  his  frozen  fingers. 
Strong  men  have  been  moved  to  tears  on  hearing 
such  an  unfortunate  extol  the  joys  of  skiing  to  a 
perfectly  normal  healthy  visitor.  This  is  probably 
the  ultimate  expression  of  lack  of  insight  which 
characterizes  a mental  disease. 

Treatment 

Treatment  is  most  difficult  and  generally  unsuc- 
cessful. Trauma  may  bring  a brief  respite,  as  has 
been  indicated  above.  The  only  possibility  of  per- 
manent cure  lies  in  a radical  change  of  climate. 
Immigration  to  a country  of  equatorial  latitude 
offers  some  hope.  The  lower  reaches  of  the  Ama- 
zon River  or  the  Persian  Gulf  are  two  suitable 
areas  for  resettlement.  The  first  two  years  are 
hazardous  and  dangerous,  and  relapse  is  likely. 
Withdrawal  symptoms  may  continue  much  longer 
or  indefinitely  in  any  more  temperate  climate.  But 
two  years  in  such  an  environment  as  has  been  sug- 
gested, on  heavy  dosage  of  tranquillizers,  offers 
a hope  that  malaria  and  heat  exhaustion  will  have 
stilled  the  worst  of  the  craving  and  a relatively 
normal  life  may  be  anticipated.  But  it  must  be 
realized  that  this  process  is  not  easy  and  demands 
full  co-operation  of  patient,  physician  and  the  pa- 
tient’s family. 

Prevention 

What  can  be  done  from  a public  health  point  of 
view?  Surprisingly  little.  Even  nature’s  barriers 
of  night  and  summer  are  being  seriously  reduced 
by  flood-lighting  and  artificial  snow.  So  little 
recognized  is  this  disease  that  the  individual  is 
often  pitifully  oblivious  to  the  imminent  dangers. 
The  last  seven  years  have  seen  a rise  from  occa- 
sional and  sporadic  cases  to  what  can  now  only  be 
described  as  a pandemic.  Even  a person  aware  of 
the  contagion  that  surrounds  him  can  do  little  to 
protect  himself  short  of  prophylactic  immigration. 

A few  clever  souls  have  escaped  infection  by 
adopting  a sort  of  protective  colouring,  a skiing 
camouflage.  They  have  taught  themselves  to  blend 


in  with  the  maniacal  landscape.  At  weekends  they 
may  be  seen,  if  the  observer  knows  how  to  spot 
them,  trudging  up  to  some  ski  lodge,  dressed  in 
garish  colors  and  obesity-revealing  clothes,  carry- 
ing a pair  of  skis  on  one  shoulder,  poles  dangling 
from  the  hand,  boots  in  the  other,  socks,  gloves 
and  an  assortment  of  sweaters  draped  ingeniously 
about  their  person  and  a packet  of  sandwiches 
clasped  firmly  in  their  teeth.  They  blend  in  with 
the  true  maniacs  to  such  an  extent  that  they 
cannot  be  spotted  without  long  study.  If  their 
progress  is  followed,  however,  they  can  be  seen 
sitting  in  the  lodge,  eating  their  sandwiches,  put- 
ting on  their  boots,  taking  off  their  boots,  waxing 
their  skis,  drinking  coffee,  commiserating  with  the 
injured,  encouraging  the  madmen,  discussing  the 
advantages  of  parallel  technique  over  the  stem 
Christie,  and  the  relative  merits  of  the  Poma  lift 
and  the  T-bar  tow.  The  one  thing  they  will  not 
be  seen  doing  is  actually  skiing. 

So  long  as  they  are  accepted  they  are  reason- 
ably safe.  There  are  two  inherent  and  mortal 
dangers  in  their  situation.  First,  they  may  be  found 
out  and  torn  to  pieces  by  the  pack.  Second,  they 
may,  in  a weak  moment,  try  skiing.  In  this  even- 
tuality the  worst  is  realized. 

They  will  never  again  be  able  to  look  out  peace- 
fully on  a winter’s  morning  and  say,  “Thank  God, 
I am  normal!”  And,  with  that  benediction  to  them- 
selves and  the  winter,  return  to  the  warm  com- 
forts of  their  beds  and  happily  hibernate  the 
Sabbath  away  in  the  company  of  all  sensible  bears 
and  sane  Christian  people.  No,  these  people  travel 
a very  dangerous  and  difficult  road  but  at  the 
present  stage  of  medical  knowledge,  it  appears  to- 
be  their  only  hope. 

Etiology  ; 

In  considering  the  etiology  of  skimania,  the 
scholar  is  faced  with  a dilemma.  It  is  clearly  con- 
tagious and  yet  there  is  no  evidence  as  to  the 
nature  of  the  infectious  agent.  Certainly  it  has  not 
been  isolated  in  vitro.  Maworthy  and  Edin  in  their 
excellent  monograph,  “Virus:  The  Master  Race,” 
postulates  a small  virus  as  the  causative  agent. 
While  this  is  a tempting  hypothesis,  since  it  might 
explain  the  complete  absence  of  any  immune  re- 
action on  the  part  of  the  host,  they  unfortunately 
present  no  reproducible  experimental  evidence. 
For  this  reason  it  will  not  be  considered  further 
in  this  paper. 

Neral  in  his  “The  Face  of  the  Deep”  is  one  of 
the  few  to  see  this  disease  for  what  it  is,  a major 
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menace  to  mankind.  He  ascribes  it  to  a mass 
mutation  attributable  to  the  bomb  tests.  While  at 
first  glance  this  hypothesis  may  seem  attractive 
when  the  familial  quality  of  the  disease  is  con- 
sidered, it  does  not  stand  up  on  analysis.  Father 
Latter,  who  by  reason  of  his  deep  religious  con- 
victions and  at  great  personal  risk,  has  spent  six 
years  as  a missionary  living  amongst  the  ski- 
maniacs,  bringing  such  comfort  as  he  can  and 
showing  them  as  much  as  possible  of  the  comforts 
of  the  world  they  are  missing,  disproves  the  genetic 
hypothesis  by  identical  twin  studies.  Latter  has 
himself  suggested  that  the  disease  belongs  to  a 
group  of  little  understood  infectious  biological 


states,  such  as  laughter,  mass  hysteria,  panic  and 
the  yawn.  He  refers  to  skimania  as  a reverse  yawn 
and  expresses  the  belief  that  nothing  can  be  done 
to  help  these  unfortunates.  He  suggests  that  their 
colony  should  be  completely  cut  off  from  the  rest 
of  humanity  and  the  disease  dealt  with  in  the 
same  way  that  the  black  plague  was  handled  in 
the  Middle  Ages,  till  such  time  as  medical  science 
can  develop  a cure. 

At  the  present  time  Father  Latter  is  the  best 
and  only  authority  but  that  he  misses  one  essential. 
His  infectious  biological  states,  laughter,  yawning, 
etc.,  are  all  self-limiting.  Skimania  is  absolutely 
permanent.  • 


Cancer  of  the  head  and  neck* 

Joseph  H.  Ogura,  MD,  St.  Louis,  Mo. 


This  is  a good  over-all  discussion  of  the 
problem  of  head  and  neck  cancer.  Not  only 
is  the  surgical  approach  considered,  but 
the  controversial  question  of  the  use  and 
value  of  preoperative  radiation  is 
considered,  alongyivith  correlative  animal 
studies. 

The  present  mode  for  treating  most  advanced 
cancers  of  the  head  and  neck  is  a planned  course 
of  pre-operative  irradiation  followed  by  excisional 
surgery.  Over  the  past  forty  years  we  have  had  the 
experience  that  no  single  method  of  therapy  can 
be  applied  for  all  malignant  tumors  of  this  area. 
Excluding  skin  cancers,  for  most  large  malignant 
tumors  of  the  sinuses,  oral  cavity,  pharynx  and 
larynx,  the  following  modalities  of  therapy  have 
been  less  than  satisfactory  (less  than  50  per  cent 
five  year  cure  rate) : 

1.  Irradiation  alone  (with  or  without  nodes). 

2.  Limited  local  excisional  surgery. 

3.  Primary  composite  radical  surgery  for  those 
cancers  with  large  cervical  nodes. 

4.  Radical  surgery  after  full  irradiation  for  de- 
layed local  recrudescence. 

Cancers  in  the  head  and  neck  all  behave  dif- 
ferently in  terms  of  biological  aggressiveness  and 

* From  the  Department  of  Otolaryngology,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis,  Mo.  Presented  at  61st 
Annual  Meeting,  Wyoming  State  Medical  Society,  Sept.  3, 
1964. 


eventual  outcome.  In  general,  the  infrequency  of 
tumors  in  these  areas,  the  time  delay  before  rec- 
ognition, the  general  opinion  of  hopelessness, 
mutilation  following  any  surgical  procedures,  ac- 
count for  some  of  the  archaic  methods  employed 
today.  While  some  small  superficial  malignant 
tumors  are  treated  solely  by  irradiation  for  cure, 
in  the  majority  of  advanced  cases  preoperative 
low  dose  irradiation  is  given  followed  by  radical 
surgery.  In  other  instances  surgery  is  performed 
that  is  still  radical,  but  with  the  fundamental  con- 
cept of  rehabilitation  and  conserving  vital  func- 
tion of  the  organ. 

S ymptomatology 

In  my  experience  of  handling  over  1,500  cases 
of  malignancies  of  the  head  and  neck,  the  initial 
difficulty  is  delay  in  recognition.  The  following 
symptoms  and  signs  are  important: 

1.  A persistent  sore  in  the  mouth,  tongue  or 
pharnyx,  particularly  if  firm  to  palpation,  should 
be  biopsied. 

2.  A frequent  mistake  is  to  not  palpate  the  area, 
assume  it  to  be  inflammatory,  and  treat  the  case 
with  antibiotics.  (Tongue,  tonsil,  hypopharynx.) 

3.  “Globus”  complaints  regarding  swallowing; 
“glass  in  throat,”  “preference  for  warm  liquids,”  etc. 

4.  Pain  referred  to  one  ear  (nasopharynx,  oro  and 
hypopharynx). 

5.  Hoarseness  (larynx). 

6.  Dysphagia,  slight  (pyriform  sinus  and  esophagus). 

7.  Dyspnea  (subglottis,  trachea  or  larynx). 
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8.  Nasal  obstruction  (unilateral)  (sinus). 

9.  Pain  or  numbness  of  cheek  (infraorbital) 
(maxillary  sinus). 

Diagnosis 

There  is  no  substitute  for  an  adequate  exam- 
ination by  visual  inspection.  The  use  of  a head 
mirror  and  indirect  inspection  is  essential.  There 
are  certain  ancillary  methods  that  can  arouse  sus- 
picion: (1)  palpation  of  mouth,  floor  of  mouth, 
hypopharynx  and  nasopharynx,  (2)  tomograms 
of  sinuses,  (3)  soft  tissue  films  of  hypopharynx 
(with  valsalva),  (4)  laryngograms  and  esopha- 
grams,  (5)  if  there  is  any  material  to  biopsy,  such 
should  be  done,  (6)  a thorough  evaluation  of  the 
primary  lesion  should  be  done  before  any  therapy 
is  instituted. 

Treatment 

The  following  primary  lesions  should  be  treated 
by  external  irradiation  alone : ( 1 ) Small  super- 
ficial malignancies  (one  centimeter  or  less)  in- 
volving only  the  tonsil,  soft  palate,  or  nasophar- 
ynx. If  nodes  are  present,  these  are  evaluated  at 
the  conclusion  of  therapy.  If  nodes  are  still  pal- 
pable at  2 months  and  the  primary  site  is  clear,  a 
neck  dissection  should  be  done.  All  malignant 
lesions  of  the  nasopharynx  are  treated  by  external 
irradiation.  (2)  Small  superficial  cordal  cancers 
with  mobile  cord. 

The  following  primary  lesion  is  treated  by  radi- 
um implant:  (1)  Lesion  of  mobile  portion  of 
tongue,  less  than  2 cm.  in  its  greatest  diameter, 
and  absence  of  palpable  nodes. 

The  following  primary  lesions  are  treated  by 
local  excisional  surgery:  (1)  Cordal  lesion  (that 
crosses  anterior  commissure)  or  extends  on  to 
the  vocal  process  or  subglottis  more  than  4 mm. 
(hemilaryngectomy).  (2)  A small  carcinoma  of 
the  epiglottis  without  palpable  nodes  (supraglottic 
subtotal  laryngectomy). 

The  following  primary  lesions  are  treated  by 
low  dose  preoperative  irradiation  followed  by 
composite  resection  (excision  of  primary  and 
neck  dissection):  (1)  anterior  floor  of  mouth, 
(2)  lateral  floor  of  mouth,  (3)  lateral  tongue,  (4) 
tonsil  and  soft  palate,  (5)  retromolar  trigone,  (6) 
posterior  wall  of  oro  or  hypopharynx  with  or 
without  nodes,  (7)  pyriform  sinus  with  or  without 
nodes,  (8)  epiglottis  with  large  palpable  nodes, 
(9)  large  larynx  lesion,  (10)  post  cricoid,  (11) 
base  of  tongue. 

In  about  6 of  10  larynx  and  hypopharynx  can- 
cers, it  is  possible  to  obtain  a good  result  by  con- 


servation surgery.  One  thus  can  spare  the  larynx 
by  subtotal  surgery  that  includes  a node  dissection 
and  obtain  the  same  end  result  as  one  would  by 
total  laryngectomy.  The  difference  is  that  these 
patients  are  able  to  function  normally  with  good 
voice,  normal  airway  and  good  deglutition,  without 
a permanent  tracheostomy. 

Rationale  for  preoperative  irradiation 
and  surgery 

Compelling  evidence  indicates  that  the  relation 
between  the  dose  of  ionizing  radiation  adminis- 
tered to  a population  of  mammalian  cells  and  the 
inactivation  of  reproductive  survival  of  those  cells 
is  approximately  exponential.  In  this  circumstance 
it  has  been  shown  that  small  doses  of  irradiation 
kill,  inactivate  reproductively,  or  sterilize  the  over- 
whelming proportion  of  irradiated  cells.  As  an- 
other result  of  this  circumstance,  a very  large  dose 
of  radiation  amounting  to  thousands  of  rad  as  a 
single  dose  would  be  required  to  cure  a tumor 
consisting  of  109  to  10n  malignant  tumor  cells. 
In  the  evaluation  of  the  mechanism  of  recurrence 
of  tumors  it  is  the  ability  of  the  tumor  cell  to  re- 
produce indefinitely  which  is  the  significant  char- 
acteristic of  cellular  function  that  is  to  be  de- 
stroyed in  order  to  prevent  continued  growth  of 
the  tumor. 

It  must  be  admitted  that  it  is  impossible  to 
estimate  at  this  time  the  proportion  of  patients 
who  might  profit  from  preoperative  radiation 
therapy.  It  can  be  presumed  that  preoperative 
radiation  therapy  will  be  of  no  value  in  patients 
with  widely  disseminated  tumor  such  as  carcinoma 
of  the  lung  with  metastases,  and  will  be  of  no 
value  in  those  patients  in  whom  no  dissemination 
of  tumor  cells  is  to  occur  and  all  of  the  tumor  is 
surgically  removed  such  as  small  basal  cell 
carcinoma,  of  the  skin.  Thus,  the  preoperative 
therapy  whatever  the  dose,  time  period  of  ad- 
ministration, and  whatever  the  delay  can  only 
be  of  benefit  in  that  population  of  patients  who 
have  remnant  (locally  or  disseminated)  tumor 
cells  in  sufficient  number  to  reinitiate  tumor  and 
in  whom  the  preoperative  irradiation  adminis- 
tered could  reduce  the  number  reproductively 
visible  to  a number  less  than  that  required  to 
reinitiate  a tumor.  Tumor  studies  have  demon- 
strated the  presence  of  remnant  or  disseminated 
cells  at  the  time  of  surgical  therapy,  but  the  inci- 
dence of  recurrence  of  tumors  in  these  populations 
have  been  less  than  would  be  predicted  by  the 
discovery  of  remnant  cells.  It  is  suggested  there- 
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fore  that  some  number  of  cells  will  be  required 
to  reinitiate  a tumor.  If  the  number  of  cells  rem- 
nant is  reduced  by  a factor  of  one  hundred  or 
one  thousand,  the  number  left  may  be  less  than 
that  required  to  initiate  recurrence  of  the  tumor. 

From  the  foregoing  it  is  possible  to  postulate 
that  from  radiation  administered  locally  it  is  pos- 
sible to  inactivate  reproductively  a sufficient  pro- 
portion of  the  remnant  cells  to  cause  a reduction 
in  the  number  of  reproductively  viable  cells  be- 
low that  number  necessary  to  reinitiate  tumor 
growth.  The  dose  of  radiation  required  would 
appear  to  be  dependent  upon  the  (a)  size  of  the 
fraction  of  cells  left  in  the  patient,  (b)  the  radi- 
ation sensitivity  of  these  cells,  and  (c)  the  number 
of  cells  required  to  reinitiate  a tumor.  The  time 
period  of  irradiation  therapy  and  of  the  delay 
following  radiation  therapy  until  surgery  are  prob- 
ably critical  in  order  to  produce  the  situation  in 
which  there  will  be  optimal  healing  with  a min- 
imum number  reproductively  viable  tumor  cells. 
If  this  time  period  is  too  long,  the  possibility  of 
repopulation  of  tumor  cells  into  a large  enough 
number  to  cause  a tumor  must  be  considered.  If 
the  time  period  is  too  short,  the  selective  repop- 
ulation of  normal  tissue  may  have  been  precluded 
and  healing  might  be  a significant  problem. 

Preoperative  therapy  appears  more  reasonable 
than  postoperative  therapy  in  that  the  tumor  is 
in  an  undisturbed,  unaltered  state  with  regard  to 
its  vascular  supply,  and  tumor  cells  are  localized 
to  the  primary  site  and  limited  areas  of  dissem- 
ination. In  the  case  of  postoperative  radiation 
therapy,  the  tumor  cells  may  be  widely  dissem- 
inated throughout  the  entire  operative  field  and 
their  local  vascular  supply  and  oxygenation  might 
be  reduced.  In  addition  to  the  local  problem  pro- 
duced in  postoperative  radiation  therapy  the  pos- 
sibility of  operative  dissemination  of  tumor  cells 
beyond  the  operative  site  and  thus  out  of  the 
area  of  treatment  would  be  a possible  cause  of 
failure.  The  use  of  preoperative  radiation  therapy 
rather  than  drugs  is  suggested  although  a number 
of  drugs  have  demonstrated  to  have  destructive 
action  on  tumor  cells.  The  beam  of  radiation  can 
be  confined  to  the  local  area  and  thus  be  admin- 
istered to  the  tumor  and  a relatively  small  volume 
of  normal  tissue.  A dose  of  chemotherapeutic 
agent  given  systemically  that  would  reduce  the 
number  of  tumor  cells  reproductively  viable  by  a 
factor  of  one  hundred  or  one  thousand  would 
probably  be  lethal.  Such  a dose  of  whole  body 
radiation  is  also  lethal.  Therefore,  in  order  to 


achieve  the  result  equivalent  to  local  administra- 
tion of  radiation,  a regional  perfusion  of  drugs 
would  be  required  in  order  to  produce  the  similar 
selective  administration  of  the  destructive  effect 
in  the  tumor  with  minimal  effect  in  normal  tissue. 

In  order  to  study  the  possible  beneficial  effects 
of  preoperative  x-ray  therapy  on  tumor  care,  we 
have  performed  a number  of  studies  on  an  animal 
tumor  system  and  have  utilized  information  de- 
rived from  this  to  permit  a reasonable  approach 
to  human  patients  with  tumors.  These  studies  are 
reported  here. 

Animal  studies 

In  all  of  the  animal  studies  thus  far  reported, 
a beneficial  effect  of  preoperative  radiation  ther- 
apy has  been  demonstrated  with  no  adverse  effect 
on  survival  seen  in  any  of  the  series. 

We  have  examined  the  effect  of  preoperative 
radiation  therapy  on  the  surgical  cure  rate  of 
solid  subcutaneous  6C3HED  tumor  grown  in  the 
flank  of  C3H  mice.  The  cellular  sensitivity  and 
survival  of  this  tumor  have  been  studied  in  vivo 
and  yield  a biphasic  survival  curve  which  appears 
to  arise  from  heterogeneity  of  the  cells  with  re- 
spect to  the  degree  of  oxygenation.  A dose  of  500 
rads  will  inactivate  reproductively  about  90% 
of  the  cells  of  this  tumor  but  causes  no  cure  of 
the  tumor  in  the  clinical  sense. 

Mice  bearing  transplanted  tumor  in  the  soft 
tissue  of  the  flank  were  randomly  placed  in  four 
groups,  each  of  these  animals  were  anesthetized, 
placed  in  a protective  lead  shield  with  only  the 
tumor  exposed  and  taken  into  the  radiation  ther- 
apy room.  Mice  in  groups  1 and  4 received  no 
treatment.  The  mice  in  groups  2 and  3 received 
a single  500  rad  dose  to  the  tumor  site  and  sur- 
rounding skin.  Therapy  was  administered  with  a 
constant  potential  unit  operated  at  200  KV  15 
milliampere  with  0.5  mm.  copper  and  1.0  mm. 
aluminum  added  filtration.  The  half  value  layer 
of  this  beam  was  1.7  mm.  of  copper.  The  dose 
rate  was  420  rads  per  minute  at  a focal  skin 
distance  of  20  cm. 

The  tumors  in  the  mice  in  groups  3 and  4 were 
excised  immediately  after  the  animals  were  re- 
moved from  the  therapy  room.  In  this  surgical 
procedure,  the  tumor  and  a wide  flap  of  skin 
were  excised  with  minimal  manipulation  of  the 
tumor  bed.  The  surgeon  attempted  to  perform 
consistently  the  best  operation  possible.  The  sur- 
geon did  not  know  which  animals  had  received 
radiation.  Mice  were  examined  daily  for  delay  of 
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wound  healing,  tumor  recurrence  and  death.  All 
mice  not  dying  have  been  alive  and  well  for  a six 
month  period  of  time  and  are  considered  clin- 
ically cured.  Conversely,  all  mice  developing  clin- 
ically evident  recurrence  have  died  within  a few 
weeks  after  recurrence  with  no  evidence  of  spon- 
taneous regression.  In  this  study,  the  attempt  is 
made  to  simulate  the  surgical  situation  in  which 
a tumor  with  a high  recurrence  rate  is  given  a less 
than  curative  dose  of  radiation  therapy  preoper- 
atively  so  as  to  assess  the  benefit  of  this  proce- 
dure in  adding  to  the  surgical  cure  of  the  tumor. 
In  this  study  while  the  intermediate  mechanisms, 
the  number  of  cells  disseminated,  the  radiation 
reaction  of  cells,  the  number  of  cells  required  to 
cause  a tumor,  and  other  possible  mechanisms 
are  not  evaluated,  the  end  effect  of  whether  or 
not  less  than  curative  radiation  therapy  will 
improve  surgical  cure  rates  is  demonstrated. 

It  is  evident  that  the  dose  of  radiation  adminis- 
tered was  of  itself  insufficient  to  cure  any  tumor. 
It  is  of  interest  that  the  surgical  cure  of  this  tumor 
using  the  best  surgical  technic  available  is  53%. 
This  indicates  a high  recurrence  rate  due  either  to 
the  local  remnant  tumor  or  to  dissemination  of 
tumor  at  surgery.  Statistical  analysis  (Chi  square 
test)  shows  that  the  difference  in  cure  rates  be- 
tween the  animals  given  preoperative  radiation 
and  those  with  surgery  alone  is  highly  significant. 
No  delay  in  wound  healing  was  observed  in  the 
animals  receiving  preoperative  radiation  therapy 
as  compared  with  those  treated  by  surgery  alone. 

These  results  suggest  that  relatively  small  doses 
of  radiation  administered  preoperatively  may  be 
useful  in  increasing  the  cure  rate  in  those  clinical 
situations  in  which  surgical  extirpation  of  the 
tumor  is  expected  to  be  followed  by  a significant 
incidence  of  local  recurrences  or  metastasis 
associated  with  the  surgical  procedure. 

Patient  series 

The  clinical  material  in  this  study  consists  of 
thirty  patients  with  moderately  advanced  carcino- 
ma of  the  head  and  neck  treated  with  preoperative 
radiation  therapy  and  radical  surgical  removal 
of  the  primary  lesion  with  en  bloc  radical  neck  dis- 
section. (The  cases  were  distributed  according  to 
tumor  types  and  stages.)  Variations  in  time  were 
due  to  problems  of  individual  patients. 

Surgical  specimens:  Surgical  specimens  in  this 
group  of  patients  demonstrated  varying  degrees 
of  regression  of  the  tumor  mass  at  the  time  of 
surgery.  Histologic  examination  of  the  tumor  spec- 


imens indicated  that  in  all  but  one  of  the  cases 
there  was  unquestioned  histologic  change  of  the 
tumor  such  that  in  six  cases  no  tumor  was  identi- 
fied within  the  specimen  and  in  six  other  cases 
only  microscopic  foci  of  severely  altered  tumor 
cells  were  seen.  In  several  of  these  cases,  the  only 
evidence  of  tumor  was  the  presence  of  islands  of 
keratin  with  necrotic  tumor  cells  or  nuclear  frag- 
ments. In  several  of  the  specimens  in  which  the 
tumor  mass  was  clearly  evident,  the  number  of 
actual  tumor  cells  present  was  surprisingly  small 
and  in  some  instances  non-existent.  In  one  patient 
at  the  time  of  the  surgical  procedure,  tumor  was  felt 
to  have  extended  outside  of  the  area  removed  at 
radical  maxillectomy  and  for  this  reason  a local 
intracavitary  implant  of  radioactive  material  was 
performed.  The  specimen  demonstrated  gross  evi- 
dence of  tumor,  but  subsequent  histologic  sections 
failed  to  demonstrate  any  tumor  in  the  entire 
specimen.  This  patient’s  primary  tumor  has  been 
controlled  for  16  months. 

Healing:  In  the  majority  of  these  patients  nor- 
mal wound  healing  was  observed.  In  one  patient, 
delay  in  healing  with  pharyngocutaneous  fistula 
was  the  complication.  In  this  patient,  a pedicle 
flap  was  required  for  reconstruction. 

Recurrence:  Three  of  these  patients  died  of 
intercurrent  disease  within  one  year  of  the  time 
of  therapy.  Two  of  these  deaths  were  attributed  to 
cardiac  disease,  and  one  to  trauma  suffered  in  an 
auto  accident.  Five  patients  have  had  recurrence 
of  the  tumor,  either  locally  or  in  another  site  and 
one  patient  has  developed  a second  primary  tumor. 
Three  of  the  five  patients  with  recurrence  had 
this  tumor  in  the  opposite  side  of  the  neck 
from  the  primary  neoplasm.  In  two  of  these  patients 
recurrence  appeared  within  one  month  of  the  sur- 
gical procedures.  It  may  be  presumed  that  these 
metastases  antedate  the  preoperative  radiation 
and  the  surgery  and  become  clinically  evident  fol- 
lowing continued  growth.  In  two  patients  with 
recurrence  the  tumor  appeared  at  the  primary  site. 
In  one  of  these  patients  the  specimen  removed  was 
completely  negative  for  tumor  and  yet  the  patient 
had  local  recurrence  at  the  base  of  the  tongue. 

In  55  patients  with  tumors  known  to  carry  a 
50%  or  less  chance  for  cure — maxillary  sinus, 
tonsil,  base  of  tongue,  floor  of  mouth,  parotid, 
hypopharynx  and  larynx — with  low  dose  irradi- 
ation and  surgery  in  a follow-up  of  two  years  or 
more,  there  have  been  only  9 recurrences.  This  is 
a 14%  local  recurrence  rate  which  is  quite  low 
compared  to  our  experiences  with  primary  radical 
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surgery  without  irradiation  where  the  local  recur- 
rence rate  was  much  higher. 

Discussion 

The  animal  series  demonstrates  the  benefits  of 
radiation  with  only  one  third  that  required  to  cure 
the  tumor,  has  resulted  in  significant  increase  in 
surgical  cure  of  the  tumor  without  increasing  the 
morbidity  of  the  operative  procedure. 

In  man  it  is  necessary  to  investigate  clinically 
the  benefit  of  preoperative  radiation  therapy,  and 
to  attempt  to  determine  in  practice  the  optimal 
dosage  and  time  period.  This  dose  and  time  pat- 
tern is  not  presently  known. 

Clearly  “operable”  cases,  but  known  to  carry  a 
less  than  50%  cure  rate,  give  the  surgeon  a wide 


margin  around  the  tumor  with  small  dose  therapy 
without  significant  increase  in  surgical  complica- 
tions. Those  patients  with  “inoperable”  tumors 
are  given  a large  dose  of  irradiation  equivalent  to 
a curative  dose,  and  if  still  operable  at  the  third 
month,  the  additional  risk  of  complications  follow- 
ing surgery  are  accepted.  • 
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Alcoholic  cardiomyopathy 


The  direct  toxic  effect  of  alcohol  on  the 
myocardium  is  substantiated  by  this 
case  report. 

The  term  “cardiomyopathy”  is  used  to  describe 
forms  of  cardiac  disease  confined  to  the  myo- 
cardium, excluding  myocardial  disease  on  the 
basis  of  coronary  insufficiency,  hypertensive 
cardiovascular  disease  and  valvular  heart  disease. 
The  harmful  effects  of  excessive  alcohol  consump- 
tion on  the  liver  have  long  been  recognized,  but 
similar  effects  on  the  myocardium  have  not  re- 
ceived the  same  attention.  An  excessive  consump- 
tion of  alcohol  over  a long  period  of  time  may 
lead  to  beriberi  heart  disease  or  to  myocardial 
disease  which  does  not  respond  to  thiamine.  The 
cardiomyopathy  may  be  due  to  poor  nutrition  or 
to  direct  toxic  effect  of  alcohol  on  the  myo- 
cardium. Herein  is  reported  a case  of  alcoholic 
cardiomyopathy,  which  is  believed  due  to  direct 
toxic  effect  rather  than  to  poor  nutrition  or 
vitamin  deficiency. 

Case  Report 

A 50-year-old  male  executive  has  had  a long 
history  of  alcoholism.  The  heavy  alcohol  intake  oc- 
curred in  frequent  bouts  lasting  from  five  days  to  four 
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weeks  and  would  always  require  termination  in  the 
hospital.  In  between  these  episodes  he  would  carry  on 
his  work,  and  he  was  highly  regarded  by  his  col- 
leagues. He  had  been  in  excellent  physical  condition 
and  had  had  no  serious  illnesses.  He  prided  himself 
on  his  physical  fitness  and  actively  participated  in  sea- 
sonal sports.  His  nutrition  was  always  adequate. 

He  was  admitted  to  hospital  September  4,  1961 
after  a four  week  history  of  heavy  alcohol  intake. 
The  physical  examination  was  normal  except  for  a 
blood  pressure  of  180/100.  Routine  laboratory  tests 
were  negative.  The  following  day  he  developed  a 
rapid  atrial  fibrillation  with  a ventricular  rate  of  170 
per  minute,  which  was  converted  to  normal  sinus 
rhythm  with  Cedilanid.  The  follow-up  electrocardio- 
gram September  7,  1961  showed  T wave  inversion 
V-3  thru  V-7.  Blood  chemistries  and  serial  trans- 
aminase determinations  were  normal.  At  time  of  dis- 
missal his  electrocardiogram  had  returned  to  normal 
and  his  blood  pressure  had  dropped  to  130/90. 

He  did  well  until  December  2,  1961  when  he  was 
seen  in  the  office  with  a supraventricular  tachycardia, 
having  been  on  a drinking  spree  for  two  weeks.  He 
was  admitted  to  Presbyterian  Hospital  and  on  De- 
cember 4,  1961  the  electrocardiogram  showed  term- 
inal inversion  of  T waves  and  probable  left  ventricu- 
lar hypertrophy.  After  he  was  clinically  well,  to  de- 
termine possibility  of  coronary  artery  disease,  he 
was  put  through  a double  Master’s  two-step  test; 
this  was  negative. 

He  was  readmitted  to  the  hospital  September  4, 
1962  after  three  weeks  of  heavy  drinking.  His  electro- 
cardiogram showed  a sinus  tachycardia  with  T wave 
changes  V-3  thru  V-6.  Enzyme  studies  were  normal 
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and  he  was  dismissed  improved  four  days  later  when 
his  electrocardiogram  had  returned  to  normal. 

He  was  admitted  to  the  hospital  February  25,  1963 
after  fourteen  days  of  heavy  alcohol  intake.  The 
following  day  he  had  a sinus  tachycardia,  T wave 
changes  V-2  thru  V-6  and  increased  voltage  sug- 
gesting left  ventricular  hypertrophy.  He  was  admitted 
again  June  4,  1963  after  only  three  days  of  alcohol 
intake,  and  the  following  day  the  electrocardiogram 
showed  a sinus  tachycardia,  broad  and  peaked  P 
waves,  and  ST-T  changes  which  were  less  evident  of 
left  ventricular  hypertrophy.  Since  then  he  has  been 
active,  working,  clinically  well  and  exercising  daily. 
His  electrocardiogram  has  returned  to  normal,  and 
his  blood  pressure  has  been  normal. 

Discussion 

There  are  many  types  of  cardiomyopathy,  repre- 
senting several  disorders.1  Hereditary,  infectious 
and  nutritional  factors  all  have  been  implicated. 
The  congenital  or  familial  type2  has  been  well 
described  and  probably  is  due  to  an  inherited 
metabolic  defect. 

Alcoholic  cardiomyopathy  may  be  a nutritional 
deficiency  state  or  the  result  of  a direct  toxic  effect 
on  the  myocardium.3  Brigden  at  necropsy  has 
described  patchy  areas  of  muscle  damage  with  a 
tendency  to  mural  thrombosis  in  chronic  alco- 
holics.4 Popper  has  reported  cardiac  enlargement 
and  endocardial  sclerosis  with  mural  thrombi  in 
chronic  alcoholics.5  At  one  time  thiamine  de- 
ficiency, beriberi,  was  thought  to  be  the  cause  of 
this  type  of  cardiac  disease.  Beriberi  heart  disease6 
produced  predominant  right  heart  failure  with  a 
hyperkinetic  circulation;  however,  many  patients 
did  not  respond  to  thiamine.  A history  of  mal- 
nutrition associated  with  alcoholism,  a rapid  arm 
to  tongue  circulation  time,  right  ventricular  failure, 
and  complete  response  to  thiamine  therapy  are 
factors  which  favor  beriberi  heart  disease.7  Al- 
though the  signs  and  symptoms  generally  are  due 
to  right  heart  failure,  left  heart  failure  may  occur. 

Bunch  and  Walsh8  postulated  in  their  patients 
that  alcoholism  resulted  primarily  in  general  mal- 
nutrition with  multiple  nutritional  deficiencies. 
The  case  presented  herein  had  been  in  excellent 
physical  condition  and  showed  no  evidence  of  mal- 
nutrition of  vitamin  deficiency.  Eliaser9  also  re- 
ported a case  of  alcoholic  myocardosis  with  no 
evidence  of  cirrhosis  or  vitamin  deficiency.  Evans 
has  described  distinctive  electrocardiographic 
changes,  consisting  of  abnormal  T waves  (dim- 
pled, cloven  or  spinous  T waves)  ectopic  con- 
tractions of  multifiocal  origin,  auricular  fibrilla- 
tion, extra  systoles,  transient  bundle  branch  block 


and  tachycardia  in  alcoholic  cardiomyopathy.10 
Bundle  branch  block  and  depression  of  ST  seg- 
ment were  considered  more  sinister  signs.  They 
occurred  in  the  presence  of  enlargement  of  the 
heart  with  failure.  The  electrocardiogram  in  al- 
coholic myocardosis  simulates  a so-called  “digitalis 
effect.”  Tachycardia  or  a short  conduction  time 
may  be  the  only  electrocardiographic  change  in 
beriberi.11  In  addition,  high  broad  notched  P 
waves  can  be  seen  and  it  has  been  postulated  that 
the  auricle  is  one  of  the  sites  of  predilection  for 
cardiac  lesions  in  chronic  alcoholism.  This  is 
further  borne  out  by  the  high  incidence  of  auric- 
ular fibrillation  in  chronic  alcoholism. 

The  clinical  and  radiographic  picture  may  sug- 
gest the  presence  of  rheumatic  heart  disease.  Many 
patients  with  cardiomyopathy  have  murmurs,  pre- 
sumably resulting  from  cardiac  dilatation.  The 
systolic  apical  murmurs  result  from  relative  mitral 
incompetence.  Pericardial  involvement  may  be 
suggested  by  the  paradoxical  arterial  pulse,  the 
extreme  cardiac  dilatation  and  feeble  pulsations. 
The  picture  may  simulate  the  failure  encountered 
in  chronic  constrictive  pericarditis,12  and  the  im- 
portance in  differentiation  lies  in  the  potential 
reversibility  of  chronic  constrictive  pericarditis. 
The  symptoms  may  be  from  heart  failure  or  from 
an  attack  of  paroxysmal  tachycardia.  Paroxysmal 
dyspnea  is  particularly  common  in  alcoholic 
cardiomyopathy.  Breathlessness,  followed  by  chest 
pain,  palpitation,  and  profuse  sweating  may  be 
commonly  seen.  Moderate  alcohol  increases  the 
pulse  rate  and  the  mean  blood  pressure  (systolic 
more  than  disastolic).  Clinically  there  is  increased 
myocardial  irritability  manifested  by  atrial  and 
ventricular  arrhythmias.  There  may  be  evidence 
of  myocardial  damage  reflected  in  intraventricular 
blocks  or  atrioventricular  blocks.  There  may  be 
pain  simulating  the  pain  of  coronary  insufficiency. 

The  gross  pathological  features  include  hyper- 
trophy and  dilatation  of  all  cardiac  chambers  with 
intracardiac  thrombi.  The  myocardium  may  ap- 
pear flabby  and  may  be  somewhat  fibrotic. 

The  differential  diagnosis  of  alcoholic  cardio- 
myopathy must  include  constrictive  pericarditis, 
coronary  artery  disease,  rheumatic  heart  disease, 
hypertensive  heart  disease,  and  other  forms  of 
cardiomyopathy,  including  myocarditis. 

Treatment  must  include  abstinence  from  alco- 
hol. Digitalis,  mercurial  and  chlorothiazide  di- 
uretics may  produce  a good  initial  response;  but 
after  a variable  length  of  time,  congestive  failure 
reappears  and  becomes  less  responsive.  No  treat- 
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ment  beyond  that  for  congestive  failure  is  of  estab- 
lished value.  A trial  of  prolonged  bed  rest  may  be 
of  benefit  in  some  areas. 

Summary 

A case  of  alcoholic  cardiomyopathy  is  reported. 
Electrocardiograms  of  this  patient*  were  typical  of 
the  entity,  consisting  of  sinus  tachycardia,  supra- 
ventricular tachycardia,  atrial  fibrillation,  and  ab- 
normal P wave  and  T wave  changes.  These  elec- 
trocardiographic changes  occurred  in  an  alcoholic 
male  each  time  following  heavy  alcohol  intake. 
The  electrocardiographic  abnormalities  were  as- 
sociated clinically  with  a rapid  pulse  rate  and  an 
increase  in  the  mean  blood  pressure.  The  electro- 
cardiogram reversed  to  normal  prior  to  discharge 
from  the  hospital.  The  patient  herein  described  has 
had  a balanced  diet  and  been  physically  active. 
It  is  thought  that  in  this  case  alcohol  has  a direct 

* Six  reproductions  of  electrocardiograms  have  been  neces- 
sarily deleted  because  of  space  limitations. 


toxic  affect  on  the  myocardium  and  that  neither 
nutrition  nor  vitamin  deficiency  has  played  a role. 
Alcoholic  cardiomyopathy  has  been  reviewed.  • 
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Oxacillin — apparent  hematologic 

and  hepatic  toxicity 


Drug  toxicity  from  antibiotics  has  recently  re- 
ceived increased  attention.  Agents  of  the  erythro- 
mycin-oleandomycin group  have  been  shown  to 
produce  hepatic  dysfunction  and  jaundice.7' 9 
Methicillin,  a synthetic  penicillin,  may  cause  bone 
marrow  depression.8  Oxacillin,  another  synthetic 
penicillin,  has  been  associated  with  elevations  of 
serum  glutamic  oxaloacetic  transaminase  activity 
(SGOT)5  but  without  other  evidences  of  hepatic 
or  bone  marrow  toxicity.  A patient  demonstrating 
both  hematologic  and  hepatic  injury  during  sodium 
oxacillin  therapy  is  herein  presented.  This  patient’s 
illness  is  graphically  illustrated  in  Figure  1. 

Case  Report 

A 33-year-old  housewife  had  been  under  treatment 
since  April,  1959  because  of  recurrent  furunculosis 
and  chronic  draining  osteomyelitis  of  the  left  sacro- 
iliac joint.  A coagulase-positive,  penicillin-G  resistant 
Staphylococcus  aureus  was  repeatedly  obtained  on 
culture.  It  was  not  eradicated  by  intensive  therapeutic 

* From  the  Dept,  of  Medicine,  General  Rose  Memorial  Hos- 
pital, Denver.  Dr.  Freedman  is  Asst.  Clin.  Prof.  Medicine, 
University  of  Colorado  Medical  School. 


Marshall  A.  Freedman,  MD,  Denver* 

efforts,  including  two  orthopedic  excisions,  multiple 
courses  of  antibiotics,  lysed  phage  and  toxoid  therapy. 
Although  the  patient  was  known  to  have  a biological 
false  positive  serological  test  for  syphilis,  multiple 
blood  tests  for  lupus  erythematosus  were  negative. 
She  had  hay  fever,  and  a sister  had  died  with  asthma. 
She  had  reacted  to  penicillin-G  with  angioneurotic 
edema  and  developed  pruritis  and  10  per  cent  eosino- 
philia  while  receiving  methicillin.  However,  she  tol- 
erated sodium  oxacillin  to  which  the  organism  was 
sensitive,  and  a long  course  of  administration  was 
decided  upon.  Baseline  determinations  of  blood  count, 
urine  and  SGOT  were  obtained  and  found  to  be 
normal. 

Beginning  in  October,  1962,  for  a period  of  two 
and  a half  months,  she  received  3.0  grams  of  sodium 
oxacillin  daily  by  mouth  without  clinical  or  labora- 
tory evidence  of  toxicity.  She  then  developed  a 
respiratory  infection  and  was  admitted  to  the  Gen- 
eral Rose  Hospital  on  December  25,  1962,  with 
cough,  pulmonary  rhonchi  and  temperature  of 
37.3  °C.  A solitary  lymph  node  was  palpable  in  the 
right  axilla  and  a tender  liver  edge  could  be  felt  on 
deep  inspiration.  The  sinus  tract  over  the  left  sacro- 
iliac joint  was  non-tender. 

On  admission,  the  leukocytes  totalled  2,450  per 
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Fig.  1.  Graph  of  laboratory  studies  of  case  report. 


mm3  with  72  per  cent  neutrophils.  On  the  following 
day  there  were  2,100  white  blood  cells  with  only  9 
per  cent  segmented  and  4 per  cent  unsegmented  neu- 
trophils. This  leukopenia  and  neutropenia,  along  with 
rising  eosinophil  counts,  persisted  for  several  days. 
Although  atypical  lymphocytes  were  noted  in  the 
blood  smear,  the  heterophil  antibody  test  was  nega- 
tive. The  platelets  appeared  normal  in  smears  of  the 
peripheral  blood. 

At  the  same  time,  tests  of  liver  function  showed 
evidences  of  hepatocellular  damage  in  the  form  of 
moderately  increased  urinary  urobilinogen  levels 
(1/20  to  1/60)  and  elevated  serum  enzymes  (GOT). 
Alkaline  phosphatase,  prothrombin  time,  cephalin 
cholesterol  flocculation  and  serum  cholesterol  levels 
were  similar  to  those  obtained  on  previous  hospital 
admissions.  The  sulfobromophthalein  retention  was 
2 per  cent  at  45  minutes.  Of  the  serological  tests, 
the  plasmacrit  for  syphilis  was  positive,  the  VDRL 
weakly  reactive  undiluted,  and  the  Reiter  protein  test 
negative.  The  L.E.  clot  test  was  negative.  A chest 
x-ray  was  clear.  Cultures  of  the  blood,  nose,  throat, 
and  urine  failed  to  show  pathogens.  The  patient  was 
treated  by  discontinuing  oxacillin,  and  by  the  admin- 
istration of  aspirin,  an  expectorant  cough  mixture, 
and  protective  isolation.  In  a few  days,  the  previously 
obtained  staphylococcus  was  again  recovered  from 
the  osteomyelitic  sinus  in  her  back,  associated  with  a 
highly  resistant  proteus  species.  The  staphylococcus 
was  still  sensitive  to  sodium  oxacillin  by  disk  plating 
test.  A sternal  marrow  examination  was  interpreted 
as  showing  maturation  arrest  in  the  myeloid  series 
along  with  a relative  hypoplasia  of  the  red  cells. 

Prednisone  administration  in  a dosage  of  60  mg. 
daily  was  started  on  the  evening  of  the  seventh  hos- 


pital day,  December  31,  1962,  after  the  peripheral 
blood  count  had  shown  no  spontaneous  improve- 
ment, although  the  SGOT  levels  had  begun  to  fall 
already.  By  January  2,  1963,  the  granulocytes  and 
total  leukocyte  counts  had  returned  to  normal,  and 
the  patient  was  clinically  much  improved.  She  was 
dismissed  home  the  following  day,  receiving  60  mg. 
of  prednisone  daily. 

Three  days  later,  on  January  6,  1963,  she  required 
re-admission  to  the  hospital  with  a fever  of  39.5°C. 
and  a right  lower  lobar  pneumonia.  Pneumococci 
were  found  in  the  sputum  smear  and  culture,  but  the 
blood  was  sterile.  A gratifying  leukocytosis  was  pres- 
ent (19,800  with  95  per  cent  neutrophils),  but  the 
hemoglobin  had  fallen  to  10.3  grams  with  a hemato- 
crit of  34  per  cent.  The  blood  urea  nitrogen  was  33 
milligrams  per  cent,  but  the  transaminase  levels  had 
returned  to  normal. 

The  patient  received  erythromycin  (erythrocin 
stearate),  intravenous  hydrocortisone  and  parenteral 
fluids,  and  had  a stormy  first  forty-eight  hours.  When 
it  was  noted  on  the  second  hospital  day  that  the  pro- 
thrombin time  had  fallen  to  35  per  cent  and  total 
cholesterol  to  76  milligrams  per  cent,  intravenous 
hydrocortisone  was  increased  to  600  mg.  in  twenty- 
four  hours,  with  prompt  defervescence  and  clinical 
improvement.  By  the  time  of  dismissal  from  the  hos- 
pital on  the  eighth  day,  the  blood  count,  urea  nitro- 
gen, cholesterol,  SGOT  and  electrophoresis  of  the 
serum  proteins  were  normal.  The  thymol  turbidity 
had  risen  to  9.7  units,  and  the  prothrombin  time  re- 
mained low  (40  per  cent). 

Discussion 

Penicillin-G  is  generally  regarded  as  one  of  the 
least  toxic  antibiotics,2  with  allergic  reactions, 
anaphylaxis,  central  nervous  system  irritability 
and  potassium  intoxication  the  chief  side  effects. 
Part  of  the  relative  lack  of  cellular  toxicity  has 
been  attributed  to  the  concept  that  penicillin  acts 
on  the  bacterial  cell  wall,  a structure  which  has  no 
analogue  in  mammalian  physiology.3  The  semi- 
synthetic penicillins  partake  of  some  allergic  cross- 
reactions, but  they  appear  to  be  milder  and  fewer 
in  number.6 

Methicillin  (dimethoxyphenyl  penicillin)  has 
been  reported  on  several  occasions  to  be  associ- 
ated with  eosinophilia4  and  serious  bone  marrow 
toxicity.2’ 8 Oxacillin  (5-methyl-3-phenyl-4-isoxa- 
zolyl  penicillin)  administration  also  has  been  as- 
sociated with  eosinophilia1  and  by  elevation  of 
SGOT  levels  in  children.5  Ampicillin  (alpha-ami- 
nobenzyl  penicillin)  has  a similar  effect  in  in- 
fants.11 There  is  some  speculation  that  increased 
biliary  tract  excretion  is  related  to  this  latter  find- 
ing. 

There  has  been  recent  attention  called  to  the 
hepatotoxicity  resulting  from  administration  of 
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triacetyloleandomycin9  and  erythromycin  ester 
lauryl  sulfate.7  Apparently  at  least  two  weeks  ad- 
ministration of  moderate  to  large  doses  of  these 
drugs  is  required  to  produce  evidence  of  hepatic 
dysfunction,  which  may  be  subclinical  or  overt. 
The  abnormalities  are  cholestatic  in  character, 
with  jaundice  and  biopsy  abnormalities  in  some 
patients.  Peripheral  eosinophilia  is  a common 
finding.  Robinson  “challenged”  several  patients 
after  recovery  from  erythromycin-produced  bio- 
chemical disturbance  and  found  anamnestic  eleva- 
tions in  SGOT  levels.10  In  contrast  to  these  mild 
and  relatively  benign  difficulties  reported  after 
oleandomycin  and  erythromycin,  Schultz  et  al 
have  published  a series  of  fatalities  from  fatty 
liver  in  pyelonephritis  of  pregnancy  treated  with 
large  doses  of  intravenous  tetracycline.12 

This  patient  developed  both  bone  marrow  de- 
pression and  SGOT  elevations  during  treatment 
with  large  doses  of  oxacillin  over  a prolonged 
period  of  time.  Proof  that  the  drug  caused  these 
difficulties  is  lacking.  However,  certain  facts  make 
this  possibility  seem  reasonable.  First,  the  patient 
was  clearly  allergic  to  penicillin-G  and  methicillin, 
reacting  with  hives  and  eosinophilia.  Second,  the 
profound  fall  in  hemoglobin,  hematocrit  and 
neutrophils  at  the  same  time  that  SGOT  levels 
rose  would  be  better  attributed  to  a common  eti- 
ology of  drug  toxicity  than  to  several  unrelated 
conditions,  such  as  blood  dyscrasia,  sepsis,  and 
hepatitis  coincidentally.  A rise  in  eosinophils  and 
SGOT  with  oxacillin  is  not  new.  It  is  the  evidence 
of  a more  serious  disturbance  of  blood  and  liver 
function  that  makes  this  case  noteworthy.  The  fact 
that  stopping  the  suspected  drug  alone  did  not  im- 
mediately reverse  the  blood  counts  and  liver  tests 
is  not  unusual.  Many  drug-induced  dyscrasias  are 
slow  to  recover  spontaneously,  and  both  bone 
marrow  and  hepatic  injury  may  be  helped  by 
corticosteroid  therapy.  The  whole  spectrum  of 
auto-immune  disease,  including  lupus  and  lupoid 
hepatitis  is  conjured  up  in  our  thinking  about  this. 

It  might  have  been  desirable,  in  order  to  estab- 
lish the  relationship  between  drug  administration 


and  damage  to  marrow  and  liver  more  closely,  to 
have  had  liver  needle  biopsy  evidence.  Likewise, 
re-administration  of  oxacillin  to  “challenge”  re- 
crudescence of  clinical  and  laboratory  disease  in 
the  liver  and  blood  would  have  been  useful.  At  the 
time,  both  devices  seemed  unnecessarily  hazard- 
ous in  the  care  of  the  patient,  and  were  rejected. 

Summary 

Bone  marrow  depression  and  hepatocellular 
dysfunction  developed  in  an  allergic  woman  re- 
ceiving 3.0  gm.  of  sodium  oxacillin  by  mouth  daily 
for  nearly  three  months.  Discontinuing  the  drug 
and  administering  corticosteroids  and  antibiotics 
resulted  in  apparent  recovery.  The  toxic  potential- 
ities of  oxacillin  should  be  appreciated. 

GENERIC  AND  TRADE  NAMES  OF  DRUGS 

Oxacillin  sodium — Prostaphlin. 

Methicillin — Staphcillin . 

Erythromycin  stearate — Erythrocin. 

Erythromycin  ester  lauryl  sulfate — llosone. 
Triacetyloleandomycin — TAO,  Cyclamycin . 

Ampicillin — Polycillin. 
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Chromosome  analysis — a laboratory  service 

K.  W.  Dumars,  Jr.,  MD,°  and  Catherine  Gaskill,  Colorado  Springs,  Colorado 


A brief  review  of  cytogenetics  and 
experience  with  it  in  the  study  of  congenital 
malformations  demonstrate  the  clinical 
value  and  potential  of  a new  laboratory 
service. 

The  practice  of  medicine  and  scientific  research 
are  inseparable.  Although  it  is  impossible  for  the 
entire  medical  profession  to  carry  out  research  on 
an  extended  scale,  it  is  possible  and  valuable  for 
any  physician  to  participate  in  the  current  prob- 
lems of  medical  research  and  to  take  advantage  of 
the  benefits.  The  purpose  of  this  article,  therefore, 
is  to  present  clinical  applications  of  cytogenetics 
in  the  hope  that  awareness  of  these  services  will 
stimulate  increased  interest  in  the  field  and  provide 
better  patient  care. 

Hansmann  in  189 11  suggested  that  the  chromo- 
somes he  saw  might  hold  the  information  govern- 
ing the  cells’  activities,  but  it  was  not  until  1956 
that  Tjio  and  Levan2  clearly  illustrated  the  correct 
number  of  chromosomes  in  the  human  cell. 
Through  improved  techniques  not  only  have  the 
chromosomes  been  accurately  numbered  and 
classified  according  to  size,* **  but  also  specific 
chromosome  anomalies  have  been  identified  with, 
and  seem  to  be  responsible  for,  certain  clinical 
syndromes. 

Before  discussing  these  syndromes  and  the  ser- 
vice chromosome  analysis  can  render  in  such 
cases,  it  is  necessary  to  briefly  review  a few  basic 
principles.  With  fertilization  of  the  egg  by  the 
sperm  (both  have  half  the  correct  number  of 
chromosomes  . . . haploid),  the  zygote  is  given  the 
full  complement  of  genetic  material:  46  chromo- 
somes (the  diploid  number),  consisting  of  22  pairs 
of  autosomes  (non-sex-determining)  plus  one  pair 
of  sex-determining  chromosomes.  In  the  female 
the  sex-determining  chromosomes  are  paired  and 

* Dr.  Dumars  is  Director  of  the  Chromosome  Laboratory,  Pen- 
rose Hospital,  Colorado  Springs,  Colorado. 

**  The  Denver  Report  labels  chromosome  pairs  from  1 to  23. 
the  number  1 being  the  largest  pair.  Patau  classifies  the 
chromosomes  in  groups  from  A to  G,  A being  the  group  with 
the  largest  chromosomes  (Fig.  la) . 


referred  to  as  XX;  however,  in  the  male  one  is  a 
small  Y-shaped  chromosome  (hence  the  name) 
and  the  other  is  the  X chromosome.  The  Y and 
the  single  X in  the  male  provide  the  only  pair  of 
unlike  chromosomes  in  the  human  set  of  chromo- 
somes or  karyotype  (Fig.  la).  Through  a seem- 
ingly endless  series  of  mitotic  divisions  the  zygote 
becomes  an  individual.  The  cycle  is  completed  in 
the  adult  individual  when  the  eggs  or  sperm  are 
produced  through  meiosis  ( reduction  division ) 
wherein  they  receive  the  haploid  number  of 
chromosomes. 

It  is  during  the  reduction  divisions  of  meiosis 
that  the  majority  of  chromosome  errors  occur,  so 
that  an  anomaly  is  carried  to  the  zygote  via  the 
egg  or  sperm.  Frequently,  the  error  is  a result  of 
non-disjunction;  in  other  words,  during  meiosis 
the  chromosomes  are  incorrectly  distributed,  the 
egg  or  sperm  obtaining  either  too  many  or  too  few 
of  a certain  chromosome  or  chromosomes.  The 
cause  of  non-disjunction  is  still  undetermined.  It 
appears  either  to  occur  more  frequently  in  the 
ova  or  to  render  the  spermatocyte  non-viable. 

In  order  to  perform  chromosome  analysis, 
rapidly  dividing  cells  must  be  obtained,  since  the 
chromosomes  become  distinctly  visible  as  to  size- 
distribution  only  in  mitosis  (cell  division).  The 
most  common  technique  for  obtaining  dividing 
cells  is  short  term  culture  of  monocytes.  Briefly 
the  method  is  as  follows:  From  10  ml.  of  heparin- 
ized peripheral  blood,  by  means  of  adding  Dex- 
tran  and  allowing  the  red  cell  mass  to  settle,  the 
white  cell-rich  supernate  is  removed.  A cell  count 
is  taken  on  the  plasma  and  an  appropriate  amount 
of  nutrient  solution  is  added.  The  monocytes  are 
grown  in  a sterile  environment  at  37.5 °C  for  72 
hours.  A peak  of  mitosis  usually  occurs  around  72 
hours  at  which  time  the  cells  are  harvested,  fixed, 
placed  on  slides,  and  stained.  During  harvesting, 
colcemide  is  added  which  stops  the  mechanism 
of  mitosis  at  metaphase,  the  phase  when  the  cells 
are  in  an  equatorial  plane  and  most  easily  seen 
and  analyzed.  Other  methods  of  obtaining  sets  of 
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chromosomes  for  study  are  bone  marrow  prepara- 
tions and  skin  biopsy. 

The  cases  suggesting  the  need  for  chromosome 
analysis  are  those  which  involve  patients  with 
multiple  handicaps,  sex  abnormalities,  and  malig- 
nancy. To  date,  definite  and  consistent  chromo- 
some abnormalities  have  been  associated  with 
Down’s  syndrome3  (mongolism),  the  D4  and  E5’  6 
trisomy  syndromes,  the  “Crying  Cat”8’ 7 syn- 
drome in  the  multiple  handicapped  group; 
Turner’s  and  Klinefelter’s  syndromes  and  varia- 
tions of  these  in  the  group  with  sex  abnormalities; 
and  chronic  granulocytic  leukemia  in  malignancy. 

Down’s  syndrome  has  an  overall  incidence  of 
1:700  while  separate  studies  have  shown  the  inci- 
dence for  mothers  under  29  to  be  as  low  as 
1:2,000  but  for  mothers  over  45  as  high  as  1:54.3 
Other  studies  have  also  confirmed  the  maternal 
age-dependency  for  most  sporadic  cases.  However, 
Down’s  syndrome  may  occur  more  rarely  with  no 
relation  to  maternal  age  but  rather  in  a familial 
fashion. 

In  the  sporadic  case  of  the  syndrome,  chromo- 
some analysis  reveals  47  chromosomes  (Fig.  lb) 
with  the  No.  21  chromosome  present  in  triplicate 
instead  of  the  normal  No.  21  pair.  This  trisomy 
(group  of  three  homologous  chromosomes)  results 
from  non-disjunction  in  meiosis,  the  egg  then  ob- 
taining a pair  of  No.  21  instead  of  being  haploid 
with  respect  to  that  chromosome.  Subsequent  fer- 
tilization provides  the  third  chromosome. 

In  the  familial  case,  analysis  of  the  patient  re- 


veals 46  chromosomes  with  the  extra  (third)  mass 
of  the  No.  21  capable  of  causing  the  syndrome 
still  present.  This  apparent  contradiction  is  ac- 
counted for  by  a translocation  in  which  the  greater 
part  of  a No.  21  attaches  to  another  chromosome, 
usually  to  a No.  13,  14,  15,  22,  or  to  the  other  No. 
21;  the  chromosome  with  the  No.  21  attached  to 
it  (translocated  chromosome)  acts  as  a normal 
chromosome  in  meiosis  so  that  if  the  other  free 
No.  21  is  distributed  to  the  egg  with  the  translo- 
cated chromosome  in  the  meiotic  divisions,  then 
the  egg  will  be  diploid  with  respect  to  No.  21  in- 
stead of  haploid;  if  the  free  No.  21  is  not  dis- 
tributed to  the  egg  but  the  translocated  chromo- 
some is,  the  individual  resulting  from  the  fertiliza- 
tion of  that  egg  will  be  a phenotypically  normal 
carrier. 

By  knowing  the  type  of  error  in  Down’s  syn- 
drome, the  chances  of  recurrence  for  a given 
mother  can  be  calculated.  If  the  case  is  sporadic 
(47  chromosomes)  the  chances  of  recurrence  are 
1:30  for  a young  mother  and  1:30  plus  for  an 
older  mother.  If  the  case  is  familial  (46  chromo- 
somes) and  the  mother  is  the  phenotypically 
normal  carrier  (who  can  be  recognized  through 
chromosome  analysis),  the  recurrence  varies  ac- 
cording to  the  type  of  translocation  present:  with 
No.  13-15/21  or  No.  22/21  translocation  . . . 
phenotypically  and  genotypically  normal  children, 
phenotypically  normal  carriers,  and  children  with 
Down’s  syndrome  will  occur  in  about  equal  pro- 
portion; with  a No.  21/21  translocation  . . . every 
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child  will  be  affected  with  the  syndrome.  Two 
cases14  of  translocation  Down’s  syndrome  have 
recently  been  described  where  chromosome  anal- 
ysis of  both  parents  revealed  normal  karyo- 
types. This  phenomenon  can  possibly  be  explained 
by  the  fact  that  the  translocations  originated  dur- 
ing parenteral  gametogenesis  or  more  remotely 
during  the  first  cell  division  after  fertilization.  The 
possibility  of  phenotypically  normal  carriers  orig- 
inated as  a first  meiotic  error  within  a given  family 
has  not  been  determined. 

Since  the  D and  E trisomy  and  “Crying  Cat” 
syndromes  are  more  recent  in  discovery,  a brief 
clinical  description  will  be  given  with  each.  The 
most  common  clinical  characteristics  of  the  D 
trisomy  syndrome  include  apparent  mental  re- 
tardation, apparent  deafness,  apneic  spells  some- 
times with  seizures  of  the  myoclonic  variety, 
microphthalmia  and/or  colobomas,  cleft  palate 
in  varying  degrees  and  sometimes  with  harelip, 
abnormal  dermatoglyphics,  hyperconvex  finger- 
nails, polydactyly,  and  cardiac  defects.  The  pa- 
tient shows  a profound  failure  to  thrive,  is  fretful, 
and  rarely  survives  beyond  infancy.  Patients  with 
the  D trisomy  syndrome  also  reveal  47  chromo- 
somes with  a trisomy  in  this  case  of  one  of  the 
No.  13-15  pairs.  It  is  impossible  at  this  time  to 
differentiate  between  these  three  pairs,  the  D re- 
ferring to  the  group  13-15.  Parental  non-disjunc- 
tion during  meiosis  is  again  probably  responsible 
for  this  error. 

The  most  common  clinical  characteristics  of  the 
E trisomy  syndrome  include  apparent  mental  re- 
tardation, severe  failure  to  thrive,  weak  crying 
and  sucking,  moderate  hypertonicity,  low-set  and 
malformed  ears,  small  mandible,  flexion  of  fingers 
with  index  overlapping  third,  dorsiflexion  of  big 
toes,  abnormal  dermatoglyphics,  and  interventric- 
ular septal  defect  with  death  usually  occurring 
early  in  infancy.  The  E trisomy  syndrome  is  asso- 
ciated with  a trisomy  for  the  No.  18  pair,  a mem- 
ber of  the  E group.  The  chromosome  count  is 
again  47,  and  again  probably  results  from  meiotic 
non-disjunction. 

The  D and  E trisomy  syndromes  also  have  been 
reported  with  a 46  chromosome  count  and  the 
existence  of  translocations9,  10  similar  to  those  de- 
scribed above  have  been  confirmed;  but  due  to  the 
relatively  short  time  these  syndromes  have  been 
associated  with  chromosome  aberrations,  it  is  not 
yet  possible  to  predict  recurrence  in  affected  fami- 
lies or  even  discuss  with  certainty  the  nature  of 
these  translocations,  so  few  are  the  number  of 


reported  cases  to  date.  However,  it  can  be  tenta- 
tively stated  that  the  47  trisomy  resulting  from 
meiotic  non-disjunction,  in  both  the  D and  E 
syndromes,  seems  to  increase  with  increasing 
parental  age.  At  any  rate,  chromosome  analysis  is 
invaluable  for  diagnosis  of  these  syndromes. 

Chromosome  anomalies 

Last  in  connection  with  the  multiply  handi- 
capped having  chromosome  anomalies  is  the 
“Crying  Cat”  syndrome.  The  most  recently  dis- 
covered, this  syndrome  has  only  four  reported 
cases,  but  the  similarity  of  the  clinical  features  in 
addition  to  the  striking  similiarity  of  the  chromo- 
some anomaly  suggest  a definite  syndrome.  The 
characteristics  of  these  infants  include  an  odd, 
cat-like  cry,  apparent  mental  retardation,  pro- 
found failure  to  thrive,  bilateral  epicanthic  folds, 
marked  hypertelorism,  micro  and  retrognathia, 
glossoptosis,  small  external  genitalia,  and  micro- 
cephaly. The  chromosome  analysis  of  these  pa- 
tients reveals  46  chromosomes,  normal  except  for 
a missing  part  of  one  member  of  the  B group, 
probably  one  of  the  No.  5 pair.  This  deletion 
probably  occurs  during  meiosis  as  a result  of  some 
breakage  and/or  failure  in  the  division  mechanism. 
There  seems  to  be  no  evidence  that  the  lost  seg- 
ment is  translocated  onto  another  chromosome. 
It  is  impossible  with  so  few  cases  to  determine 
whether  the  abnormality  is  parentally  age-de- 
pendent,  or  whether  the  anomaly  occurs  sporadi- 
cally or  familially.  However,  again  chromosome 
analysis  can  aid  the  physician  in  determining  the 
etiology  of  this  complex  of  disorders. 

Not  all  patients  with  ambiguous  sexual  develop- 
ment show  chromosome  aberrations,  but  the  con- 
nection occurs  frequently  enough  to  warrant 
chromosome  analysis.  For  instance,  in  a study 
group  of  sterile  females  with  primary  amenorrhea, 
39  per  cent  of  the  group  revealed  chromosome 
anomalies.11  Turner’s  and  Klinefelter’s  syndromes, 
and  variations  of  these  are  always  associated  with 
chromosome  anomalies.  Turner’s  syndrome  has  a 
characteristic  chromosome  count  of  45. 11  The 
patient  is  phenotypically  classed  as  a female  al- 
though the  chromosome  missing  is  one  X of  the 
sex  pair;  the  Turner’s  is  therefore  XO.  Either 
paternal  (less  commonly)  or  maternal  non- 
disjunction during  meiosis  is  responsible  for  this 
error,  the  egg  or  the  sperm  lacking  the  sex  chromo- 
some. Turner’s  syndrome  does  not  appear  to  be 
familial  so  that  the  chances  of  another  Turner’s 
appearing  within  the  family  are  slight,  but  the 
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patient  is  advised  that  an  XO  karyotype  excludes 
the  possibility  of  children. 

There  are  other  chromosome  anomalies  asso- 
ciated with  females  which  have  a slightly  higher 
incidence  than  the  Turner’s  syndrome;  they  are 
the  47  and  48  counts  with  XXX  and  XXXX  re- 
spectively instead  of  the  normal  XX.  The  patient 
with  XXX  usually  has  a normal  female  phenotype, 
often  with  mental  retardation,  although  occasional- 
ly menstrual  disturbances  and  retarded  develop- 
ment of  secondary  sex  characters  occur.  The  pa- 
tient with  XXXX  is  a phenotypically  normal  fe- 
male with  mental  retardation.  Chromosome  anal- 
ysis, then,  can  be  helpful  in  classifying  the  etiology 
of  mental  retardation  when  no  other  clues  are  ob- 
vious. 

The  patient  with  Klinefelter’s  syndrome  shows 
a chromosome  count  of  47,  the  affected  pheno- 
typical male  having  an  extra  X chromosome  which 
gives  him  a sex  complement  of  XXY  instead  of 
the  normal  male  pair  XY  (Fig.  1c).  The  error  is 
again  caused  by  meiotic  non-disjunction  in  either 
parent.  Most  males  affected  with  the  syndrome 
are  sterile  though  a few  off-spring  have  been  re- 
corded. The  possibility  of  these  off-spring  occur- 
ring and  the  probabilities  of  their  being  normal 
are  unclear.  The  incidence  of  Klinefelter’s  syn- 
drome is  1:35012  in  the  general  population  and  it 
appears  to  occur  more  frequently  in  certain  fami- 
lies, suggesting  an  hereditary  tendency  to  the  syn- 
drome in  those  families.  It  is  also  interesting  to 
note  the  higher  incidence  of  Down’s  syndrome  and 
leukemia13  in  families  affected  with  Klinefelter’s 
syndrome. 

Other  chromosome  abnormalities  associated 
with  males  are  48  and  49  counts,  XXXY  and 
XXXXY  respectively.11  The  clinical  character- 
istics are  similar  to  those  of  the  Klinefelter’s  syn- 
drome except  that  the  mental  retardation  and  sex 
anomalies  are  more  profound.  The  mechanisms 
of  these  errors  are  still  unclear. 

With  regard  to  both  male  and  female  sex 
chromosome  anomalies  there  is  yet  another  possi- 
bility of  error.  There  may  be  two  or  more  different 
cell  lines  in  the  same  chromosome  analysis;  such 
karyotypes  with  differing  cell  lines  are  called 
mosaics.  Mosaicism  results  from  mitotic  imbalance 
during  one  of  the  early  divisions  of  the  zygote;  the 
proportion  of  different  cell  lines  depends  on  when 
the  error  occurs,  whether  the  resulting  cells  are 
viable,  and  on  the  zygote’s  initial  chromosome 
constitution.  It  can  therefore  be  seen  that  numer- 
ous types  of  mosaics  are  possible.  The  mosaics 


occurring  most  frequently  are  those  which  have  a 
proportion  of  Turner’s  or  Klinefelter’s  abnormali- 
ty, XX/XO  or  XY/XXY  respectively.11  These 
particular  individuals  show  a decrease  in  the  in- 
tensity of  the  clinical  features  of  the  syndromes. 

In  addition,  if  sex  abnormalities  are  suspected 
in  a patient,  the  simple  preliminary  examination 
of  the  buccal  mucosal  smear  can  suggest  the 
necessity  of  chromosomal  analysis.  The  reliability 
of  this  test  rests  on  the  fact  that  interphase  (non- 
dividing) cells,  if  properly  stained,  show  a dark 
nodule  of  chromatin  attached  to  the  inner  sur- 
face of  the  nuclear  membrane.  If  n is  the  number 
of  sex  chromosomes  present  (excluding  the  Y) 
in  the  individual  the  number  of  chromatin  bodies 
will  be  n-1.  If  the  genetic  sex,  as  manifested  by 
the  buccal  smear,  and  the  phenotypic  sex  are  not 
compatible,  chromosomal  analysis  can  provide 
information  useful  in  understanding  infertility,  sex- 
ual abnormalities  and  mental  retardation. 

TABLE  I 

KAROTYPES  COMPLETED  IN  THE  CYTO- 
GENETIC LABORATORY,  PENROSE  HOSPITAL. 
(GROUP  V IS  A SELECTED  GROUP  AND  HAS  NO 
DIRECT  RELATION  TO  PER  CENT  OF  TOTAL 
SEXUAL  ABNORMALITIES  PRODUCED  BY 
CHROMOSOMAL  ABERRATIONS  IN  THE 
GENERAL  POPULATION. 


z 

o 

H 

< 

U 

d 03 

z w 

< 

w <§  „ 
w « ® 

<zfe 

U ffj  £ 

GROUP 

NO. 

GROUP 

CLASSI1 

O 

H O 

fo  < o 

z^w 

NO. 

PERCENTAGE 

I 

Mental  Retardation 
with  Multiple  Un- 
related Anomalies 

9 

7 

75% 

II 

Mental  Retardation 
without  Anomalies 

11 

1 

10% 

III 

Multiple  Anomalies 
without  Mental 
Retardation 

7 

0 

0 

IV 

Karyotypes  from 
Parents  with 

Retarded  and/or 
Handicapped  Children 

12 

2 

16% 

V 

Ambiguous  Genitalia 
and/or  Ambiguous 
Secondary  Sex 
Characteristics 

6 

6 

100% 
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There  is  one  type  of  malignancy  that  is  asso- 
ciated with  a chromosome  abnormality  at  the 
present  time.  The  anomaly  occurs  in  the  majority 
of  patients  with  chronic  granulocytic  leukemia 
and  is  always  a small  deletion  of  one  of  the  G 
chromosomes.  The  deleted  chromosome  is  called 
the  PH'  chromosome  because  of  its  discovery  in 
Philadelphia.  Recognition  of  the  PH'  can  confirm 
the  diagnosis  for  the  physician. 

Conclusions 

The  reasons  it  is  now  fruitful  to  regard  chromo- 
some analysis  as  a service  to  the  medical  profes- 
sion have  been  reviewed  with  respect  to  individual 
cases.  Table  I illustrates  further  in  detail  the  ser- 
vice* provided  by  the  cytogenetic  laboratory  at 
Penrose  Hospital  in  Colorado  Springs  within  the 
past  year,  in  addition  to  other  basic  research  in  the 
field  of  cytogenetics  which  is  being  carried  on 
there. 

In  general  the  clinical  problems  which  need 
cytogenetic  investigation  include  the  following 
groups:  1)  Individuals  who  are  mentally  retarded 
and  also  afflicted  with  other  unrelated  abnor- 
malities; 2)  Individuals  in  whom  the  phenotypic 
sex  and  chromosomal  (genetic)  sex  do  not  cor- 
respond; 3)  Parents  and  siblings  of  the  above 
group.  Table  I demonstrates  the  importance  of 
cytogenic  study  of  these  groups;  of  9 children 
afflicted  with  mental  retardation  and  unrelated  ab- 
normalities, 7 (75  per  cent)  have  an  abnormal 
chromosomal  karyotype. 

There  is  much  to  be  done.  Finer,  more  accurate 

*Supported  in  part  by  a grant  from  the  El  Paso  County  Re- 
tarded Children’s  Association,  Inc. 


techniques  need  to  be  developed  for  the  study  of 
chromosomes.  The  entire  area  involving  congenital 
malformation  and  malfunction  requires  more  ex- 
tensive investigation.  Further  study,  if  it  is  to 
encompass  the  field  adequately  is  dependent  upon 
the  observation  and  responsibility  of  the  clinician. 
As  the  number  of  cases  of  this  nature  which  are 
referred  for  study  increases,  so  will  increase  the 
value  of  this  laboratory  aid  to  the  physician.  • 
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ANNOUNCEMENT 

30th  Midwinter  Clinical  Session 

Colorado  Medical  Society  February  23-26,  1965 

Denver  Hilton  Hotel  and  Children's  Hospital 


Tuesday,  February  23 

1:00  p.m. — House  of  Delegates,  1st  Meeting — Wesley 
W.  Hall,  MD,  AMA  Trustee,  Special  Guest. 

6:45  p.m. — Stag  Smoker;  Buffet  dinner 
7:30  p.m.  to  8:30  p.m.;  informal  entertainment 
6:30  p.m.— Stagette  Buffet 

Wednesday,  February  24 

MORNING— DRY  CLINICS 
CHILDREN’S  HOSPITAL 

Will  repeat  previous  years’  successful  dry  clinics 
at  Children’s;  sponsors  in  addition  to  Society  and 
Hospital  include  University  of  Colorado  and  Fitz- 
simons  General  Hospital.  Fetal-Maternal  Problems 
and  a Conference  on  Pediatric  Chest  Disease  high- 
light the  morning’s  program.  A question  and  answer 
period  will  follow  the  luncheon  in  the  Hospital  Cafe- 
teria. 

AFTERNOON— HILTON  HOTEL 

Scientific  movies  will  start  off  the  afternoon  pro- 
gram. Next  is  scheduled  a Program  on  Drugs,  with 
AMA  General  Counsel  Robert  Throckmorton  dis- 
cussing “Pharmacy  and  Medicine”;  C.  Joseph  Stetler, 
Executive  Vice  President  of  the  Pharmaceutical  Man- 
ufacturers Association,  will  discuss  “Legal,  Legisla- 
tive, and  Regulatory  Problems  of  the  Pharmaceutical 
Industry.”  Concluding  the  afternoon  program  will  be 
an  innovation — “Research  Being  Done  in  Colorado.” 
General  Rose  Memorial,  Saint  Joseph,  Fitzsimons, 
Children’s,  V.A.  and  National  Jewish  Hospitals  will 
report  on  research  being  conducted  at  their  institu- 
tions. 

Thursday,  February  25 
MORNING— HILTON  HOTEL 

Following  scientific  movies,  Mr.  Jack  Eason  will 


present  the  nationally  known  discussion  of  “Effective 
Audio-Visual  Presentation  of  Data.” 

The  remainder  of  the  morning  program  will  be 
presented  by  the  Staff  of  Denver  General  Hospital 
and  will  cover  Poisoning,  Psychiatric  Problems,  the 
Coroner,  Post-systolic  Myocardial  Augmentation, 
Obstetric  Analgesia,  and  Cardiac  Resuscitation  and 
Cardioversion;  A Round  Table  Luncheon  will  close 
the  scientific  program. 

AFTERNOON— HOUSE  OF  DELEGATES,  2nd 
meeting 

EVENING- — Banquet  in  the  Hilton  Ballroom;  James 
Grafton  Rogers  will  be  the  featured  Banquet  speaker 
and  will  discuss  Sir  William  Osier,  close  friend  of 
Dr.  Edmund  J.  A.  Rogers,  former  President  of  the 
Colorado  Medical  Society. 

Friday,  February  26 

The  Staff  of  Fitzsimons  General  Hospital  has 
planned  the  first  part  of  the  morning’s  scientific 
program,  covering  the  Small  Bowel,  the  Knee,  Tuber- 
culosis, Nontropical  Sprue,  Incomplete  Abortion  and 
Valvular  Aortic  Stenosis.  The  Staff  of  Mercy  Hos- 
pital will  present  a panel  discussion  of  the  Differen- 
tial Diagnosis  of  Hepatitis,  Cirrhosis  and  Jaundice 
with  Indications  for  Common  Duct  Exploration  and 
Operative  Cholangiography. 

Both  Staffs  will  participate  in  the  Question  and 
Answer  Period  during  the  Round  Table  Luncheon. 

The  Colorado  Heart  Association  is  planning  an 
outstanding  scientific  program  for  the  afternoon  to 
conclude  the  30th  Midwinter  Clinical  Session. 


FEE — $10.00  for  all  Medical  Doctors  except  in- 
terns and  postgraduate  residents  properly  accredited 
by  hospital  superintendents. 


THE  OFFICIAL  PROGRAM  WILL  BE  MAILED  TO  ALL  MEMBERS  OF  THE  COLORADO 
MEDICAL  SOCIETY  BEFORE  THE  END  OF  JANUARY.  ADDITIONAL  COPIES  MAY 
BE  OBTAINED  BY  WRITING  THE  EXECUTIVE  OFFICES 
AT  1809  EAST  18TH  AVENUE,  DENVER 


Wesley  Hall,  M.D. 


C.  Joseph  Stetler 


Robert  B.  Throckmorton 
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For  his  “devoted  and  distinguished  service”  as 
president  of  the  joint  medical  board  of  the  University 
of  Colorado  Hospitals  from  1961  through  1963,  Dr. 
Fredrick  H.  Good  of  Denver  was  presented  with  a 
handsome  wall  plaque  at  the  annual  dinner  meeting 
of  the  medical  staff  in  the  University  Club  on  Nov. 
10.  The  presentation  was  made  by  Dr.  Good’s  fellow 
alumnus  of  the  CU  School  of  Medicine,  Dr.  Dale  M. 
Atkins,  a Regent  of  the  University.  Dr.  Good  was 
graduated  from  the  School  of  Medicine  in  1938,  and 
Dr.  Atkins  is  a member  of  the  Class  of  ’45. 

* * * 

Appointment  of  Dr.  Henry  N.  Claman  as  head  of 
the  Division  of  Allergy  and  Immunology  at  the  Uni- 
versity of  Colorado  Medical  Center  in  Denver  was 
approved  by  the  University’s  Board  of  Regents  at 
its  November  meeting  in  Boulder. 

Dr.  Claman  has  been  acting  head  of  the  division 
since  September,  1963,  and  a member  of  the  CU 
medical  staff  since  1961.  Dr.  John  J.  Conger,  Vice 
President  for  Medical  Affairs  and  dean  of  the  School 
of  Medicine,  in  recommending  Dr.  daman’s  appoint- 
ment described  him  as  “one  of  the  ablest  younger 
people  in  the  Department  of  Medicine.”  (The  Divi- 
sion of  Allergy  and  Immunology  is  a unit  in  the  med- 
ical school’s  Department  of  Medicine.)  Dr.  Claman 
“has  had  excellent  training  and  has  superior  qualities 
as  a clinician,”  Dean  Conger  said  in  his  recommen- 
dation to  the  Regents.  “He  is  one  of  our  most  effec- 
tive teachers  in  general  medicine,  as  well  as  in  his 
own  field  of  allergy  and  immunology.” 

Born  Dec.  13,  1930,  in  New  York  City,  Dr.  Claman 
holds  his  AB  degree  from  Harvard  College  and 
received  his  MD  in  1955  from  the  New  York  Uni- 
versity School  of  Medicine.  He  served  his  medical 
residencies  in  Barnes  Hospital,  St.  Louis,  and  Massa- 
chusetts General  Hospital,  Boston.  He  is  a fellow  of 
the  American  Academy  of  Allergy.  Dr.  Claman  came 
to  the  CU  Medical  Center  in  February,  1961,  as  a 
fellow  in  allergy  and  immunology  and  was  promoted 
to  assistant  professor  of  medicine  in  July,  1963.  He 


became  acting  head  of  the  Division  of  Allergy  and 
Immunology  in  September,  1963,  succeeding  Dr. 
David  W.  Talmage,  who  became  chairman  of  the 
Department  of  Microbiology.  Dr.  daman’s  principal 
research  interests  have  included  heart  disease,  the 
antigen-antibody  mechanism  and  immunological  tol- 
erance. 

* * * 

A gift  of  $1,358.33  from  the  Bent  County  Com- 
bined Fund  for  the  support  of  cancer  research  at  the 
University  of  Colorado  Medical  Center  was  an- 
nounced recently  by  Dr.  John  J.  Conger. 

Dr.  Conger  said  the  gift  represents  the  fourth 
year  in  which  the  citizens  of  Bent  County  have 
elected  the  CU  Medical  Center  to  receive  their  can- 
cer research  contributions.  The  Bent  County  cancer 
funds  have  been  used  to  support  a long-range  investi- 
gation by  Dr.  Carlos  E.  Carciga,  assistant  professor 
of  radiology,  into  the  radiological  treatment  of  can- 
cer of  the  female  reproductive  organs,  particularly 
the  uterine  cervix. 

In  a letter  transmitting  the  1964  gift  to  Dr.  Conger, 
Earl  Asbury,  editor  and  publisher  of  the  Bent  Coun- 
ty Democrat,  reported  that  Bent  County  citizens  again 
this  year  earmarked  for  the  CU  cancer  research  a 
larger  portion  of  their  total  contributions  than  went 
to  any  other  activity  supported  by  the  Combined 
Fund. 

* * * 

A monthly  Postgraduate  Day  in  Orthopedics  will 
be  inaugurated  at  the  University  of  Colorado  Med- 
ical Center  to  offer  lectures  and  case  discussions  to 
practicing  physicians  interested  in  the  field.  The 
orthopedic  postgraduate  days  will  be  conducted  from 
1:30  to  5 p.m.  on  the  fourth  Wednesday  of  each 
month  on  a year-round  basis  beginning  Jan.  27. 

The  sessions  will  discuss  orthopedic  diseases  and 
processes,  trauma,  fractures,  hand  injuries  and  prob- 
lems, amputations,  and  prosthetics.  Instructors  will 
be  drawn  from  the  full-time  and  volunteer  faculties 
of  the  CU  School  of  Medicine.  The  meetings  will  be 
open  to  all  interested  physicians,  and  doctors  attend- 
ing will  be  invited  to  bring  case  histories  and  x-rays 
from  their  personal  practices  for  discussion. 

The  CU  Medical  Center  also  conducts  Postgradu- 
ate Days  each  month  in  pediatrics,  internal  medicine 
and  obstetrics  as  part  of  its  program  of  continuing 
education  for  practicing  physicians.  Nearly  3,000 
doctors  register  each  year  for  the  center’s  postgradu- 
ate courses  and  “days,”  according  to  Dr.  Eisele,  who 
is  in  charge  of  the  overall  program. 


for  January,  1965 
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Abstract  of  Minutes 

House  of  Delegates  Meeting 

Nevada  State  Medical  Association 

November  4-7,  1964 
61st  Annual  Meeting 

There  were  two  meetings  of  the  House  of  Dele- 
gates during  this  61st  Annual  Session,  President 
William  A.  O'Brien,  III,  MD,  presiding.  At  the  first 
meeting,  held  in  the  Senate  Chambers,  State  Capitol, 
Carson  City,  in  observance  of  Nevada’s  Centennial 
Year,  all  reports  published  in  the  Delegates’  Hand- 
book and  all  supplemental  reports  and  resolutions 
were  referred  to  appropriate  reference  committees. 

First  Meeting,  Wednesday,  November  4,  1964 

The  House  was  called  to  order  at  2:00  p.m.  The 
Invocation  was  given  by  Reverend  Father  Robert 
Pumphrey,  Rector,  St.  Peter’s  Episcopal  Church, 
Carson  City.  Fifteen  delegates  answered  the  roll  call. 
The  minutes  of  the  1963  meeting  were  approved  as 
printed  in  the  April  1964  issue  of  the  Rocky  Moun- 
tain Medical  Journal. 

Dr.  O’Brien  introduced  distinguished  guests:  John 
W.  Cline,  MD,  Past  President  of  AMA  and  Honorary 
Member  of  NSMA;  Paul  H.  Holinger,  MD,  Univer- 
sity of  Illinois  College  of  Medicine;  and  Samuel  B. 
Childs,  MD,  President,  Colorado  Medical  Society. 

The  report  of  the  President  of  the  Woman’s  Auxil- 
iary to  NSMA  was  approved  as  presented  by  Mrs. 
O.  H.  Christoffersen,  Las  Vegas. 

The  A.  H.  Robins  Company  award  for  Physician 
of  the  Year  to  Vinton  A.  Muller,  MD,  Reno,  was 
ratified. 

The  House  observed  a moment  of  silent  prayer  for 
the  late  Charles  Hyde,  MD,  Battle  Mountain,  Ne- 
vada, and  Norman  Welsh,  MD,  President,  AMA, 
both  of  whom  “departed  this  world  since  our  last 
meeting.” 

William  M.  Tappan,  MD,  Secretary-Treasurer, 
read  the  financial  report  of  the  Association:  The 
Association  operates  two  entities,  a professional  society 
and  its  building  operation.  The  professional  society 
earned  $36,103.00  last  year,  and  spent  $35,224.00, 
thereby  realizing  a surplus  of  $879.00.  The  building 
operation  earned  $14,725.00  and  spent  $7,174.00, 
resulting  in  a surplus  of  $7,551.00;  $3,800.00  came 
from  the  $100.00  building  assessment  on  all  new 
members,  and  will  be  used  to  pay  off  the  building 
loan.  Dr.  Tappan  mentioned  that  in  addition  to  the 
Association,  the  Reno  Surgical  Society,  Washoe 
County  Medical  Society,  Nevada  State  Board  of 
Medical  Examiners,  Nevada  State  Dental  Association, 
Medicare,  and  Public  Assistance  Medical  Care  are  all 
paying  rentals.  In  1965  we  will  have  the  Nevada  State 
Board  of  Nursing  Examiners  housed  in  our  building. 


The  Association's  operating  budget  for  the  last  year 
anticipated  $35,200.00  in  revenue  and  $36,160.00 
in  expenses  for  a $910.00  loss;  as  our  operations 
actually  resulted  in  an  $879.00  surplus,  it  is  evi- 
dent that  the  budget  was  closely  followed.  In  1965 
we  anticipate  a $630.00  loss  from  $33,300.00  income 
and  $33,960.00  in  expenses.  Scholarship  expense 
previously  budgeted  will  in  the  future  be  paid  from  the 
funds  of  the  Medical  Education  and  Research  Foun- 
dation, a 1963  establishment  of  the  NSMA.  This  is 
consistent  with  the  purpose  of  the  Foundation.  Pres- 
ently the  Association  has  298  members;  an  increase 
of  21  members  is  anticipated  the  coming  year,  for 
a total  of  319.  The  Association’s  cash  position  at 
July  31,  1964  was  excellent.  The  operating  fund  had 
$5,872.04  in  its  commercial  account;  and  in  savings, 
$14,438.85.  The  building  fund  had  $1,731.76  in  the 
commercial  account  and  $2,204.29  in  savings,  for 
amortization  of  the  building  debt. 

Summarizing,  the  Association’s  financial  operation 
ran  smoothly  last  year.  There  is  little  excess  income 
available  for  expansion  of  operation,  but  enough  to 
provide  good  basic  service. 

As  required  by  the  Constitution  and  By-Laws, 
President  O’Brien  gave  his  President’s  Report.  In 
closing  he  stated:  “May  I again  express  my  apprecia- 
tion to  you  for  the  privilege  you  have  permitted  me. 
May  this  association  of  physicians  continue  to  grow 
and  flourish  so  long  as  we  remain  dedicated  to  that 
great  cause  in  which  we  are  engaged — the  health  of 
our  people.”  Dr.  O’Brien  advised  that  reports  of  all 
committees  that  were  received  in  proper  form  and  in 
proper  time  were  included  in  the  delegates’  hand- 
books. He  called  for  new  business  and  Dr.  Hugh 
Follmer  presented  a resolution  from  Clark  County 
Medical  Society  relative  to  WICHE,  which  Dr. 
O’Brien  referred  to  the  proper  reference  committee. 
Reference  committee  assignments  were  then  an- 
nounced and  meeting  rooms  assigned. 

President  O’Brien  introduced  Mr.  Harvey  Sethman, 
Executive  Secretary  of  the  Colorado  Medical  So- 
ciety who  presented  his  annual  report  as  managing 
editor  of  the  Rocky  Mountain  Medical  Journal.  As 
a personal  note,  Mr.  Sethman  added  that  this  was 
the  ninth  or  tenth  annual  session  of  the  NSMA  that 
he  had  been  privileged  to  attend  and  that  this  would 
be  his  farewell  meeting  in  the  capacity  of  a repre- 
sentative of  the  Colorado  Medical  Society,  the  Jour- 
nal, and  the  Rocky  Mountain  Medical  Conference, 
as  he  intends  to  retire  next  fall  after  36  years  of  ser- 
vice. However,  as  he  is  being  retained  on  a con- 
sultant basis  for  a few  years  more,  he  hopes  to  be 
able  to  join  us  again  in  the  future.  Dr.  O’Brien  stated 
that  the  loss  of  the  Colorado  Medical  Society  is  our 
loss  as  well;  that  we  have  enjoyed  the  long,  friendly 
association  with  Mr.  Sethman,  and  will  look  forward 
to  his  returning  at  any  time.  We  are  deeply  in  debt 
to  him  for  his  assistance.  Dr.  O’Brien  thanked  Mr. 
Sethman  for  the  invitation  extended  to  him  to  attend 
the  Colorado  Annual  Meeting  last  month. 

The  Chair  recognized  Mr.  Nelson  B.  Neff,  Execu- 
tive Secretary,  who  informed  the  House  that  the 
meeting  in  the  Senate  Chamber  was  a deliberate  plan 
as  part  of  Nevada’s  Centennial,  but,  if  any  members 
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of  the  House  found  a chair  to  his  liking,  perhaps  he 
would  care  to  run  for  an  occupancy  thereof,  adding 
that  men  of  intelligence  were  needed  in  government! 

Second  Meeting,  Saturday,  November  7 , 1964 

The  House  was  called  to  order  at  11:00  a.m.  in  the 
Centennial  Room  of  the  Mapes  Hotel,  Reno.  Roll 
call  indicated  fifteen  delegates  present.  After  estab- 
lishing that  a quorum  was  present,  President  O’Brien 
called  for  reports  of  reference  committees,  and  the 
House  took  the  following  actions: 

I Reference  Committee  on  Amendments  to  Consti- 
tution & By-Laws:  Approved  Doctor  White’s  report 
that  the  committee  had  no  record  of  unfinished  busi- 
ness or  of  proposed  amendments  to  the  Constitution 
and  By-Laws;  no  proposals  or  resolutions  have  been 
submitted  as  to  changes;  therefore,  the  Reference 
Committee  on  Constitution  & By-Laws  found  itself 
with  no  business  to  transact. 

Reference  Committee  on  Reports  of  Officers  and 
Ways  and  Means:  The  reports  of  the  Secretary- 
Treasurer,  Acting  Delegate  to  the  AMA,  L.  A. 
Moren,  MD,  and  of  the  Finance,  Obituary,  and  Build- 
ing Committees  were  accepted  and  approved  with 
commendation. 

. . . Approved  the  President’s  report  and  com- 
mended William  A.  O’Brien,  III,  MD,  not  only  for 
his  excellent  report,  but  for  his  years  of  diligent  and 
devoted  service  as  Secretary-Treasurer  and  as  Presi- 
dent of  our  Association. 

. . . Approved  this  Committee’s  recommendation 
that  money,  not  to  exceed  $200.00,  be  appropriated 
annually  as  an  NSMA  award  to  the  Military  De- 
partment, ROTC,  at  the  University  of  Nevada,  to  be 
granted  to  an  outstanding  ROTC  cadet  who  is  en- 
rolled in  pre-medical  studies  at  the  University.  This 
money  is  to  come  from  the  NSMA  Medical  Educa- 
tion & Research  Fund,  and  will  be  awarded  to  a stu- 
dent selected  from  nominees  submitted  by  the  Mili- 
tary Science  Department;  final  selection  by  the  Pro- 
fessional Education  and  Scholarships  Committee  of 
the  NSMA. 

. . . Approved  an  additional  $250.00  donation  to 
the  Woman’s  Auxiliary  to  NSMA,  in  addition  to  the 
$640.00  already  budgeted. 

. . . Approved  this  Committee’s  recommendation 
that  annual  dues  of  NSMA  and  the  annual  AMA- 
ERF  assessment  remain  unchanged  for  1965,  but 
that  a careful  study  be  made  of  this  subject  at  each 
annual  session  to  insure  adequate  financing  for  the 
Association. 

. . . Approved  this  Committee’s  recommendation 
that  appropriate  thank  you  letters  be  addressed  to 
Governor  Grant  Sawyer  for  the  use  of  the  Senate 
Chambers  for  the  House  of  Delegates  opening  meet- 
ing this  Centennial  year;  to  the  appropriate  Masonic 
bodies  for  the  building  dedication  ceremonial  and  use 
of  the  Masonic  Temple  as  a meeting  place  for  the 
scientific  sessions;  and  to  the  Woman’s  Auxiliary  for 
arranging  the  art  exhibits  for  the  meeting. 

. . . Approved  the  following  resolution: 

WHEREAS  Mr.  Harvey  T.  Sethman,  retiring  Executive 
Secretary  of  the  Colorado  Medical  Society,  has  seen  fit 


to  take  this  action  after  a long  and  illustrious  career  in 
the  service  of  our  profession;  and 

WHEREAS  he  has  further  devoted  his  efforts  to  the  ad- 
vancement of  medicine  in  this  area  through  his  office  of 
managing  editor  of  the  Rocky  Mountain  Medical  Journal; 
and 

WHEREAS  Mr.  Sethman  has  been  a loyal  friend  and  sup- 
porter of  our  medical  association  as  well  as  his  own,  one 
we  have  felt  free  to  confer  with  in  the  past  and  on  whom 
we  shall  feel  free  to  call  in  the  future;  now  therefore 
BE  IT  RESOLVED  that  the  Nevada  State  Medical  Associa- 
tion commends  Mr.  Harvey  Sethman  for  his  past  service 
to  and  efforts  on  behalf  of  the  medical  profession;  and 
BE  IT  FURTHER  RESOLVED  that  we  wish  him  every 
happiness  during  the  coming  years  in  whatever  capacity 
he  may  see  fit  to  employ  himself;  and 

BE  IT  FURTHED  RESOLVED  that  we  do  hereby  extend 
to  him  a wish  that  he  shall  always  feel  welcome  to  join 
with  us  in  any  future  meetings  of  this  Association  and  to 
share  with  his  Nevada  friends  the  benefit  of  his  counsel 
and  experience  of  his  nearly  40-year  association  with 
organized  medicine. 

. . . Reviewed  and  approved  the  Meridian  Fund 
Report  as  submitted  by  J.  Merle  Lemley,  President, 
Professional  Planning  Corporation,  outlining  progress 
to  date. 

Reference  Committee  on  Legislative  Affairs,  Public 
& Professional  Relations:  Approved  the  printed  re- 
port of  the  Legislative  Committee,  with  the  follow- 
ing modifications  or  changes: 

Paragraph  2.  The  notation  is  made  that  the  State  Board  of 
Health  under  its  licensing  powers  regarding  hospitals  will 
be  able  to  enforce  the  PKU  program;  therefore,  other  specific 
legislation  in  this  area  is  not  required. 

Paragraph  5.  This  paragraph  shall  be  stricken  from  the  record 
and  reference  made  to  the  last  paragraph  of  the  report  of  the 
Committee  on  Aging. 

Paragraph  8.  Proposed  the  following  resolution  in  conjunction 
with  problems  relative  to  transplantation  of  human  tissues: 

WHEREAS  the  transplantation  of  tissues,  human  and  animal 
is  becoming  frequently  used  research  procedure;  and 
WHEREAS  in  the  near  future  the  transplantation  of  tissues 
in  organs  may  become  an  acceptable  and  commonly  used 
procedure;  and 

WHEREAS  the  use  of  experimental  procedures  in  medicine 
will  be  more  frequent  in  Nevada  in  the  future;  and 
WHEREAS  there  is  no  permissive  legislation  for  these 
various  experimental  and  transplantation  procedures  in 
the  State  of  Nevada; 

NOW  THEREFORE  BE  IT  RESOLVED  that  the  Nevada 
State  Medical  Association  Legislative  Committee  study 
this  problem  in  depth  to  determine  the  need  and  desir- 
ability of  such  legislation;  and 

BE  IT  FURTHER  RESOLVED  that  the  Legislative  Commit- 
tee report  to  the  Executive  Committee  and  to  the  House 
of  Delegates  within  the  next  year. 

. . . Approved  the  printed  reports  of  the  Military 
and  Veterans  Affairs  Committee,  the  Public  Rela- 
tions Committee,  the  Crippled  Children’s  Advisory 
Committee,  the  Committee  on  Aging,  the  Historian 
and  Nevada  Centennial  Committee,  the  Medical  As- 
sistants Advisory  Committee,  and  the  Safety  Com- 
mittee. 

. . . Approved  the  printed  report  of  the  Mental 
Health  Council  with  the  following  additions  to  para- 
graph 4 thereof: 

This  paragraph  deals  with  the  Governor’s  Comprehensive 
Mental  Health  Committee  and  should  be  referred  to  the 
Executive  Committee  for  action  as  indicated,  bearing  in  mind 
that  many  facets  of  the  programs  are  as  yet  embryonic. 
Surveys  by  state  agencies  have  been  conducted  pertinent  to 
mental  health  facilities,  need,  and  personnel.  Limiting  neces- 
sities of  money  and  adequately  trained  professional  staff  must 
be  overcome  with  regard  to  community  mental  health 
facilities  and  with  regard  to  the  operation  and  staffing  of 
the  Nevada  State  Hospital. 
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. . . Approved  the  report  of  the  Professional  Edu- 
cation, Medical  Schools,  and  Scholarships  Commit- 
tee, with  the  notation  that  the  first  associated  resi- 
dency program  has  been  established  in  Nevada  in 
OB-GYN  at  Southern  Nevada  Memorial  Hospital  in 
Las  Vegas,  Nevada;  also,  the  establishment  of  a vis- 
iting professorship  of  medicine  at  Southern  Nevada 
Memorial  Hospital,  with  visiting  professors  from 
Loma  Linda  University  College  of  Medicine.  This 
program  will  be  expanded  to  the  instruction  of  medi- 
cal students  and  residents  in  the  Spring  of  1965.  The 
Chairman  added  a commendation  for  this  fine  ac- 
complishment from  Clark  County. 

. . . Approved  the  following  resolution  submitted 
by  this  reference  committee: 

WHEREAS,  the  cost  of  medical  education  through  the 
Western  Interstate  Commission  of  Higher  Education,  that 
is,  WICHE,  has  in  the  past  cost  the  State  of  Nevada  $2,000 
per  student  per  year;  and 

WHEREAS  the  cost  of  medical  education  per  student  per 
year  may  increase  to  as  much  as  $4,000;  and 
WHEREAS,  the  increased  population  of  the  State  of  Nevada 
will  increase  the  number  of  students  wanting  medical  edu- 
cation; and 

WHEREAS  the  present  exchange  program  of  medical  stu- 
dents in  Nevada  requires  that  the  recipient  return  to 
Nevada  and  practice  in  a community  of  less  than  3,000, 
this  requirement  being  considered  restrictive  by  some 
students; 

NOW  THEREFORE  BE  IT  RESOLVED  that  the  Nevada 
State  Medical  Association  recognizes  the  continuing  need 
for  medical  education  of  Nevada  students;  and 
BE  IT  FURTHER  RESOLVED  that  this  Association  suggests 
to  the  Nevada  Commission  for  Higher  Education,  WICHE, 
that  they  request  the  Governor  and  the  legislature  to  in- 
crease the  financial  support  from  $2,000  to  $4,000  per  stu- 
dent per  year;  and 

BE  IT  FURTHER  RESOLVED  that  this  Association  suggest 
to  the  Nevada  WICHE  Commissioners  that  the  restrictive 
requirement  on  the  size  of  the  community  in  which  a 
recipient  must  practice  be  removed. 

Reference  Committee  on  Miscellaneous  Business: 
Approved  the  following  resolution  submitted  by  the 
Lahontan  Basin  Medical  Society: 

BE  IT  RESOLVED:  1.  That  the  Nevada  State  Medical  Asso- 
ciation, through  its  Legislative  Committee,  publicly  endorse 
and  assist  in  the  passage  of  all  desirable  bills  relating  to 
vocational  rehabilitation;  and 

2.  If  necessary,  initiate  legislation  in  the  interests  of  ex- 
panding this  program. 

. . . Approved  the  printed  reports  of  the  Subcom- 
mittee on  Blue  Shield  and  Blue  Cross,  Nevada  Medi- 
cal Care,  Inc.,  and  Nevada  Physicians  Service. 

. . . Approved  the  printed  report  of  the  Public 
Health  Advisory  Committee,  with  two  recommenda- 
tions: (1)  that  no  action  be  taken  regarding  legisla- 
tion making  mandatory  PKU  tests  for  newborns  (see 
paragraph  1 of  report);  and  (2)  that  the  Executive 
Committee  appoint  an  ad  hoc  committee  to  study 
first-aid  training  for  personnel  manning  ambulances 
(page  2 of  above  report). 

. . . Approved  the  printed  report  of  the  Tubercu- 
losis Committee  with  two  recommendations:  (1)  that 
members  be  apprised  of  the  activity  of  public  health 
nurses  implying  that  free  medical  care  is  available 
where  the  necessity  is  not  present;  and  (2)  that  a 
study  be  made  of  the  trailer  clinic  “instant  physician” 
program  as  proposed  by  certain  public  health  offi- 
cials. 

. . . Approved  the  printed  reports  of  the  Cancer 


Commission,  the  Rural  Health  and  Medical  Survey 
Committee,  and  the  Hospital  Committee. 

. . . Approved  the  printed  report  of  the  Maternal 
and  Child  Health  Committee  with  the  recommenda- 
tions that  this  committee  re-design  the  form  to  be 
sent  to  the  attending  physician  in  cases  of  maternal 
death  which  will  give  all  the  information  necessary 
to  evaluate  the  case,  and  that  this  committee  also  re- 
vamp the  birth  certificate  form. 

. . . Approved  the  recommendation  of  this  refer- 
ence committee  that  the  Executive  Committee  review 
functions  of  certain  committees  that  did  not  meet 
during  the  year,  to  determine  their  necessity  and 
function. 

Reference  Committee  on  Nomination  of  Officers 
and  Time  and  Place  of  Future  Meetings:  Nominated 
a slate  of  officers  for  1965,  who  were  unanimously 
elected,  as  follows: 

President:  John  M.  Read,  MD,  Elko 

President-elect:  Joseph  M.  George,  Jr.,  MD,  Las 
Vegas 

Secretary-Treasurer:  William  M.  Tappan,  MD, 
Reno 

AMA  Delegate:  Leslie  A.  Moren,  MD,  Elko 

Alternate  AMA  Delegate:  Thomas  S.  White,  MD, 
Boulder  City 

. . . Selected  Elko,  Nevada,  as  the  site  of  the 
1965  annual  meeting,  on  October  13,  14,  15,  and  16. 
NSMA  will  meet  in  Las  Vegas,  Nevada  with  the 
AMA  Clinical  Meeting  on  November  27,  28,  and 
29,  1966. 

. . . Approved  the  suggestion  of  the  reference 
committee  that  consideration  be  given  to  having  the 
1967  meeting  hosted  by  the  Lahontan  Basin  Medical 
Society,  possibly  at  Lake  Tahoe,  in  August  if  feasible. 

President  O'Brien  expressed  his  pleasure  at  having 
served  as  Association  President  during  the  past 
year,  commended  the  officers,  committee  chairmen 
and  members  and  the  staff  for  their  work  for  the 
Association,  and  thanked  them  all  for  their  coopera- 
tion. He  then  installed  John  M.  Read,  MD,  as  Presi- 
dent of  the  Association. 

After  a brief  acceptance  speech  by  President  Read, 
the  meeting  of  the  House  of  Delegates  was  formally 
adjourned  at  12:50  p.m. 


AMA  Appointment  to  Medical 
Advisory  Board 

The  appointment  of  Thomas  S.  White,  MD,  of 
Boulder  City,  Nevada  to  a four  year  membership  to  the 
Medical  Advisory  Board  of  the  Sears-Roebuck  Foun- 
dation was  announced  by  Dr.  F.  J.  L.  Blasingame, 
Executive  Vice  President,  Dr.  White  will  replace 
Dr.  F.  A.  Tucker  of  Seattle,  Washington. 

Membership  to  the  Advisory  Board  rotates  every 
two  years  with  one  half  of  the  Board  retiring  at  that 
time.  Administratively,  the  Board  is  divided  into  five 
geographical  territories  nationally,  with  two  members 
appointed  for  each  area.  Current  nominees  will  start 
their  terms  after  the  June  meeting  in  New  York. 
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Nevada  State  Medical  Association 
Dedicates  Building 

The  Nevada  State  Medical  Association  officially 
dedicated  the  association's  own  office  building  in 
cornerstone  ceremonies  November  1,  at  Reno. 

Although  the  Association  has  occupied  the  build- 
ing for  two  years,  official  dedication  and  cornerstone 
placement  ceremonies  had  been  withheld  until  No- 
vember of  1964  in  order  to  coincide  the  ceremony 
with  the  state’s  centennial  celebration. 


William  A.  O’Brien,  III,  MD,  of  Reno  (left),  im- 
mediate Past-President  of  the  Nevada  State  Medical 
Association  and  official  Orator  at  the  dedication,  re- 
ceives a U.  S.  flag  from  Congressman  Walter  S. 
Baring  of  Nevada,  in  dedication  ceremonies  of  the 
Nevada  State  Medical  Association  building  in  Reno, 
Nevada.  Looking  on  is  Francis  N.  Fisher,  Grand 
Master  of  Free  and  Accepted  Masons,  Grand  Lodge 
of  Nevada,  who  presided  over  the  traditional  cere- 
monies and  placed  the  cornerstone.  A Color  Guard 
from  Stead  Air  Force  Base  participated  in  the  No- 
vember 1 ceremony. 


Nevada  Installs  John  M.  Read,  MD 

John  Marion  Read,  MD,  Elko  Internist,  was  in- 
stalled as  President  of  the  Nevada  State  Medical  As- 
sociation at  the  close  of  its  annual  meeting  in  Reno 
on  November  7,  1964. 

Doctor  Read  is  a native  of  San  Francisco,  where 
he  was  born  June  13,  1918.  He  received  his  BA 

degree  from  Stanford  Uni- 
versity in  1940,  and  his 
MD  degree  from  Stanford 
Medical  School  in  1944. 

After  a year’s  residency 
in  medicine  at  Stanford 
Service,  San  Francisco 
County  Hospital,  Doctor 
Read  served  in  the  Medical 
Corps  of  the  Army  of  the 
United  States  for  two  years, 
in  the  South  Pacific  and 
Japan. 

Following  his  military 
service,  Doctor  Read  re- 
turned to  Stanford  University  Hospitals  as  Assistant 
Resident  in  Medicine  from  1946  to  1948,  when  he 


entered  private  practice  in  Internal  Medicine  in  San 
Francisco  and  was  also  Instructor  in  Medicine,  Stan- 
ford School  of  Medicine  until  1949,  when  he  moved 
to  Elko,  Nevada,  where  he  is  presently  practicing 
Internal  Medicine. 

Doctor  Read  has  served  on  many  committees  of 
both  the  Elko  County  Medical  Society,  of  which  he 
is  a past  president,  and  the  Nevada  State  Medical  As- 
sociation. He  was  certified  to  the  American  Board  of 
Internal  Medicine  in  1953,  and  named  an  Associate 
of  the  American  College  of  Physicians  in  1964.  He 
is  a past  president  and  charter  member  of  the  Nevada 
Heart  Association,  and  has  recently  been  appointed 
a member  of  the  Advisory  Board  of  the  Nevada  State 
Hospital. 

Publications  include,  Syphilis  in  Pregnancy  (with 
Charles  W.  Barnett)  in  California  Medicine,  June 
1948,  and  Fatal  Ventricular  Fibrillation  Following 
Procaine  Amide,  Journal  of  the  American  Medical 
Association,  August,  1952. 

Doctor  and  Mrs.  Read  have  five  children,  three 
boys  and  two  girls,  ranging  in  age  from  three  to  six- 
teen years.  Doctor  Read  has  a deep  interest  in  educa- 
tion, and  when  their  crowded  schedule  permits,  the 
family  enjoys  sailing  and  skiing. 


Obituaries 

Roy  Ernest  Seitz,  MD,  Bozeman,  died  on  Novem- 
ber 7 at  a Bozeman  hospital.  Doctor  Seitz  was  born 
on  July  18,  1880,  in  Greenville,  Ohio.  He  received 
his  MD  degree  from  George  Washington  University 
School  of  Medicine  in  1904,  and  was  licensed  to 
practice  medicine  in  Montana  in  1909,  when  he 
established  his  practice  in  Bozeman.  Doctor  Seitz  was 
a veteran  of  the  Spanish-American  War  and  of  World 
War  I.  He  was  particularly  active  in  veterans’  and 
fraternal  organizations,  and  in  the  affairs  of  organized 
medicine.  He  was  a member  of  the  Fifty  Year  Club 
of  the  Montana  Medical  Association. 

* * * 

John  Edward  Fow,  MD,  Billings,  died  on  Novem- 
ber 13,  1964  in  a Billings  hospital.  Doctor  Fow  was 
born  on  February  2,  1911,  in  Glens  Falls,  New  York. 
He  received  an  AB  degree  from  the  University  of 
Minnesota  in  1932  and  an  MD  degree  from  the  Uni- 
versity of  Minnesota  Medical  School  in  1940.  He  was 
licensed  to  practice  medicine  in  Montana  in  1942 
and  established  a practice  in  Ronan  and  Sidney  be- 
fore moving  to  Billings  in  1961.  During  the  period 
that  he  was  located  in  Sidney  and  Billings  he  limited 
his  practice  to  otolaryngology.  Doctor  Fow  was  ac- 
tive in  medical  affairs  and  served  for  a number  of 
years  as  a member  of  several  of  the  important  com- 
mittees of  the  Montana  Medical  Association. 


for  January,  1965 


47 


In  Memoriam 

Dr.  Burke  M.  Snow,  Salt  Lake  City  orthopedic 
surgeon,  and  his  wife,  June  Burbidge  Snow,  were 
killed  in  a recent  plane  crash  which  took  the  lives 
of  all  28  aboard  near  Las  Vegas,  Nevada. 

Dr.  Snow  was  born  on  September  28,  1916,  in 
Park  City,  Utah.  He  graduated  from  Salt  Lake  City’s 
East  High  School,  the  University  of  Utah  and  Temple 
University,  Philadelphia.  He  received  his  MD  degree 
from  the  latter. 

He  had  been  a major  in  the  U.  S.  Army  stationed 
at  Walter  Reed  Hospital  in  Washington,  D.  C.  He 
was  a member  of  the  Western  Orthopedic  Associa- 
tion, Salt  Lake  Surgical  Association,  American  Col- 
lege of  Surgeons,  Sugar  House  Kiwanis  Club,  and 
Ft.  Douglas-Hidden  Valley  Country  Club. 

Dr.  and  Mrs.  Snow  are  survived  by  5 daughters, 
ages  12  to  18. 

* * * 

James  A.  Cleary,  MD,  Salt  Lake  physician,  died 
recently  of  a heart  attack  at  the  age  of  62.  He  had 
practiced  in  Salt  Lake  City  since  1939  in  his  specialty 
of  otolaryngology  and  rhinoplasty. 

Dr.  Cleary  was  born  Dec.  28,  1901,  in  Kearney, 
Nebraska.  He  received  his  MD  degree  from  Creigh- 
ton University  School  of  Medicine,  Omaha,  Ne- 
braska, in  1926.  He  served  his  internship  at  Omaha’s 
St.  Joseph’s  Hospital  and  his  residency  at  the  Uni- 
versity of  Pennsylvania.  He  then  practiced  in  Ne- 
braska until  1939,  at  which  time  he  moved  to  Salt 
Lake  City.  Between  1942  and  1946  he  served  as  a 
major  in  the  U.  S.  Army.  He  left  the  service  with 
the  rank  of  Lt.  Colonel  and  returned  to  Salt  Lake 
City. 

Dr.  Cleary  was  known  nationally  for  his  many 
papers  and  for  his  accomplishments  in  his  chosen 
specialty.  He  has  served  as  president  of  the  Holy 
Cross  Hospital  staff. 

At  the  time  of  his  death  he  was  a member  of  the 
faculty  of  the  University  of  Utah  College  of  Medi- 
cine, member  of  the  Holy  Cross  Hospital  staff,  mem- 
ber of  Rotary  International,  Pacific  Coast  Oto- 
Ophthalmological  Society,  American  Academy  of 
Surgeons,  American  Otorhinological  Society  of  Plas- 
tic Surgery,  Alta  Club  and  Knights  of  Columbus, 
in  addition  to  the  Utah  State  Medical  Association. 

Dr.  Cleary  is  survived  by  his  widow,  Myn  Ludwig 
Cleary,  a son  and  one  sister. 

USMA  Briefs 

Dr.  Homer  R.  Warner  of  LDS  Hospital  and 
Dr.  Hans  H.  Hecht  of  the  University  of  Utah  Col- 
lege of  Medicine  recently  presented  papers  at  the 
Second  National  Conference  on  Cardiovascular  Dis- 
eases, held  in  Washington,  D.  C.  The  Utah  doctors, 


along  with  the  other  doctors  present,  reviewed  de- 
velopments in  the  Cardiovascular  field  since  1950 
when  the  first  conference  was  held. 

* * * 


Henry  Eyring,  PhD,  has  been  appointed  to  the 
Committee  of  Scientific  Advisers  to  the  Biomedical 
Research  Institute  of  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation.  Dr. 
Eyring,  a chemist,  who  now  is  Dean  of  the  Graduate 
School  at  the  University  of  Utah,  is  President-Elect 
of  the  American  Association  for  the  Advancement 
of  Science.  The  Biomedical  Research  Institute  will 
open  July  1,  1965. 
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WASHINGTON  SCENE  ( continued  from  page  12) 

The  drugs  are  aminopyrine  and  dipyrone,  closely 
related  compounds  which  have  been  dispensed  widely 
by  prescription  for  many  years.  Drastic  label  changes 
restricting  the  recommended  uses  for  the  drugs  were 
announced  by  FDA.  An  editorial  supporting  the 
FDA  action  was  carried  in  the  AMA’s  journal, 
JAMA. 

The  FDA  ruling  was  based  on  case  reports  collect- 
ed by  AMA  and  on  recommendations  of  a special 
committee  of  medical  experts  in  the  fields  of  hema- 
tology, internal  medicine,  neurology,  pediatrics  and 
pharmacology. 

* * * 

Nearly  one  million  more  people  were  admitted  to 
hospitals  in  the  U.  S.  in  1963  than  in  the  previous 
year,  according  to  the  Health  Insurance  Institute. 

The  Institute  said  that  American  Hospital  Associ- 
ation statistics  showed  a record  25,267,000  Ameri- 
cans, or  one  of  every  seven,  were  hospitalized  last 
year.  This  represented  an  increase  of  960,000  over 

1962.  This  meant  that  each  day  more  than  69,000 
persons  entered  non-federal  short-term  general  and 
other  special  hospitals,  and  that  on  an  average  day 
in  1963  there  were  530,000  patients — -2.8  persons 
per  1,000  population — under  hospital  confinement. 

There  were  698,000  beds  available  for  patients  in 

1963,  an  average  of  3.7  beds  per  1,000  population. 

The  AHA,  which  includes  terminal  hospitalizations 

in  its  survey,  found  the  average  hospital  stay  for  all 
ages  to  be  7.7  days.  A study  conducted  by  the  U.  S. 
National  Health  Survey,  which  included  federal  hos- 


pitals, and  was  based  on  representative  household 
interviews,  put  the  average  hospital  stay  at  9.4  days. 
It  did  not  include  terminal  hospital  stays. 

The  NHS  report  showed  that  persons  with  health 
insurance  protection  average  shorter  hospital  stays 
than  those  with  no  insurance  protection  at  all.  This 
may  indicate,  the  report  suggested,  that  persons  with 
health  insurance  protection  will  seek  hospital  care 
more  often  for  diagnosis  or  for  less  serious  illness 
than  the  uninsured. 

The  number  of  persons  protected  by  hospital  ex- 
pense insurance  provided  by  insurance  companies, 
Blue  Cross,  Blue  Shield  and  other  health  care  plans, 
rose  to  145,329,000  by  the  end  of  1963,  the  Institute 
said. 

Benefits  paid  by  these  organizations  toward  the 
costs  of  hospital  care  totaled  $4,544,000,000,  or  an 
average  of  $12.5  million  a day.  Total  health  insur- 
ance benefits  amounted  to  $7.8  billion. 


* * 


* 


A presidential  Study  Commission  has  recommend- 
ed a $2.9  billion  program  on  heart  disease,  cancer 
and  stroke. 

The  research  and  treatment  plan  would  be  built 
around  a network  of  regional  centers  designed  to 
learn  more  about  these  diseases  which  cause  70  per 
cent  of  American  deaths. 

The  study  group  was  set  up  by  President  Johnson 
in  March  and  commissioned  to  draw  up  a blueprint 
for  improving  national  facilities  for  fighting  these 
diseases.  At  present  the  government  is  spending  about 
( Continued  on  page  56) 
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SHADOW  OR  SUBSTANCE  ( continued  from  page  4) 
X-ray  study 

Intravenous  cholangiography  (Fig.  1)  showed  a 
normal  common  duct.  At  the  lower  margin  of  the 
film,  dye  had  collected  in  a dilated,  hydronephrotic 
pelvis  of  an  ectopic  right  kidney.  This  was  confirmed 
by  pyelography  (Fig.  2)  and  followed  by  nephrec- 
tomy. The  patient  has  been  free  of  symptoms  for  a 
two  year  period. 

Epicrisis 

During  all  these  years  of  pain,  the  kidney  was 
never  suspected  as  the  cause  of  the  patient’s  trouble. 
Attention  had  always  been  focused  on  the  biliary 
and  gastrointestinal  tracts.  Why  such  a blind  spot  in 
diagnosis?  Gruver  and  Fries1  reported  that  failure  to 
account  for  abnormal  x-ray  findings  and  to  pursue 
indicated  procedures  accounted  for  25  per  cent  of 
their  errors  of  omission.  This,  however,  does  not  tell 
us  why  the  error  occurred.  Bean2  probably  had  the 
answer  when  he  says  that  prejudice  is  responsible;  it 
produced  a fact-blindness  in  which  we  are  “unable  to 
see  new  relationships  in  what  has  become  too  familiar 
terrain.” 
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REPORT  ON  ACTIONS  OF 
THE  HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
EIGHTEENTH  CLINICAL  CONVENTION 
November  29-December  2, 1964 
Miami  Reach,  Florida 

The  18th  Clinical  Convention  of  the  American 
Medical  Association  opened  on  November  29,  1964 
with  headquarters  at  the  beautiful  Americana  Hotel 
in  Miami  Beach,  Florida. 

An  all-day  conference  on  the  Medical  Aspects  of 
Sports  took  place  on  the  opening  day  at  the  Deau- 
ville Hotel  with  a Fireside  Conference  at  the  Fon- 
tainebleau Hotel  that  night.  U.  S.  Olympic  Swimming 
Coach  James  E.  Counsilman,  PhD,  of  Bloomington, 
Indiana  was  the  headline  speaker  at  a luncheon  meet- 
ing during  the  conference  on  the  medical  aspects  of 
sports.  Counsilman,  swimming  coach  and  associate 
professor  at  Indiana  University,  gave  his  “Reflections 
on  the  1964  Olympics”  at  the  luncheon  and  later 
spoke  on  “Conditioning  of  Competitive  Swimmers.” 

Other  well-known  sports  personalities  who  ap- 
peared on  the  program  included  former  University 
of  Oklahoma  football  Coach  C.  B.  (Bud)  Wilkinson 
and  Dr.  Tenley  Albright  of  Boston,  former  Olympic 
skating  star.  Among  topics  discussed  were  sports  for 
the  teen-ager,  environmental  considerations  in  sports, 
aquatic  sports,  the  meaning  of  endurance,  mental 
health  through  sports,  and  the  shoulder  in  sports. 

The  Sports  Conference  was  attended  by  367  doc- 
tors, coaches,  and  athletic  directors.  Meetings  started 
at  9 a.m.,  presided  over  by  Dr.  Thomas  B.  Quigley  of 
Boston,  Chairman  of  the  AMA  Committee  on  the 
Medical  Aspects  of  Sports. 

Dr.  Raymond  L.  White,  Director  of  the  AMA 
Division  of  Environmental  Medicine  and  Medical 
Services,  extended  greetings  from  the  AMA,  followed 
by  Dr.  Owen  B.  Murphy  of  Lexington,  Kentucky 
who  discussed  plans  for  the  program  and  conference. 
“History  and  Scope  of  Medical  Aspects  of  Sports” 
was  presented  by  Dr.  Allan  J.  Ryan  of  Meriden,  Con- 
necticut, and  “Standard  Nomenclature  of  Athletic 
Injuries”  by  Dr.  Alexius  Rachun  of  Ithaca,  N.  Y.  The 
remainder  of  the  day’s  program  consisted  of  a sym- 
posium on  “The  Shoulder  in  Sports,”  moderated  by 
Dr.  Donald  B.  Slocum  of  Eugene,  Oregon;  “Anatomy 
of  the  Shoulder”  by  J.  E.  Markee,  PhD,  of  Durham, 
North  Carolina;  “Standards  for  Protective  Equip- 
ment” by  Dr.  Wm.  D.  Paul  of  Iowa  City,  Iowa; 
“Throwing  Injuries  of  the  Shoulder”  by  Dr.  Bruce 
J.  Brewer  of  Milwaukee;  “Etiology  of  Contact  In- 
juries” by  Dr.  Walter  A.  Hoyt  of  Akron,  Ohio; 
“Treatment  and  Rehabilitation  of  Contact  Injuries” 
by  Dr.  Jack  C.  Hughston  of  Columbus,  Georgia,  fol- 
lowed by  luncheon  in  the  Richelieu  Room. 

At  2 p.m.  several  discussion  groups  assembled. 


These  covered  “Sports  for  the  Teen-ager,”  moderated 
by  Dr.  Thomas  E.  Shaffer  of  Columbus,  Ohio;  “En- 
vironmental Considerations,”  moderated  by  Dr.  Wil- 
liam D.  Paul  of  Iowa  City,  Iowa;  and  “Aquatic 
Sports,”  moderated  by  Dr.  Richard  C.  Schneider  of 
Ann  Arbor,  Michigan. 

The  interesting  and  informative  Fireside  Confer- 
ences began  at  8:15  p.m.  in  the  West  Ballroom  of  the 
Fontainebleau  Hotel  and  were  presented  as  a joint 
session  of  the  AMA  and  the  American  College  of 
Chest  Physicians.  Discussion  groups  were  seated  at 
1 1 round  tables.  Subjects  covered  included  1 ) Cor 
Pulmonale;  2)  Digitalis  Toxicity;  3)  Non-Surgical 
Therapy  of  Pulmonary  Neoplasms;  and  4)  Prosthetic 
Cardiac  Valves. 

A paper  of  particular  interest  was  that  of  Dr. 
William  D.  Paul  of  Iowa  City,  “Standards  for  Pro- 
tective Equipment.”  He  stated  that  contact  sports 
such  as  football  provide  sufficient  stress  on  the  bony, 
ligamentous,  and  muscular  structures  making  up  the 
shoulder  mechanism  that  it  can  be  accommodated 
only  by  external  protective  equipment.  Such  equip- 
ment must  provide  protection  from  impact  forces 
as  well  as  the  mobility  required  for  skilled  play. 
Manufacturers  and  procurers  of  shoulder  pads,  there- 
fore, must  assure  proper  fit  for  each  individual  in 
order  to  utilize  effectively  the  qualities  of  the  best 
available  general  structural  design. 

Dr.  Bruce  J.  Brewer  of  Milwaukee,  Wisconsin, 
brought  out  in  his  presentation,  “Injury  to  the  Shoul- 
der in  Throwing  Sports,”  that  the  act  of  throwing  or 
propelling  an  object  through  the  air  is  basically  the 
result  of  dynamic  muscular  effort.  The  force  and 
the  mechanism  are  the  result  of  a coordinated  effort 
by  the  musculotendinous  unit  predominant  in  that 
effort.  Injury  to  the  unit  can  occur  from  an  overload 
either  by  an  exceptional  single  effort  or  by  repetitious 
effort  over  a period  of  time.  Secondarily,  injury  can 
result  from  overload  of  antagonistic  units  either  by 
resistance  or  the  force  of  the  dynamic  act. 

Dr.  Jack  C.  Hughston  of  Columbus,  Georgia  gave 
an  interesting  paper  on  “Treatment  and  Rehabilita- 
tion of  Shoulder  Contact  Injuries.”  He  stated  that 
different  forms  of  treatment  exist  for  the  acute  initial 
dislocations  of  the  shoulder;  that  recurrent  disloca- 
tions, however,  are  usually  treated  by  surgical  cor- 
rection. He  evaluated  a series  of  both  types  of  cases 
relative  to  the  functional  results  of  post  immobiliza- 
tion and  postoperative  rehabilitation. 

In  his  presentation  entitled  “Sports  Rules  and 
Their  Implications,”  Dr.  S.  F.  Burke  of  Thomaston, 
Georgia,  pointed  out  that  sports  rules  not  only  de- 
fine the  sport  but  safeguard  the  health  of  the  par- 
ticipating athletes.  Principles  of  safety  apply  to  equip- 
ment, facilities,  players,  and  the  inforcing  officials. 
Research  and  field  experiences  are  continually  eval- 
uated for  possible  rule  changes  that  would  decrease 
the  risk  and  incidence  of  injury  in  sports. 

“Control  of  Infection  in  the  Sports  Environment” 
by  Dr.  Judson  E.  Hair  of  Clemson,  South  Carolina, 
presented  some  interesting  problems.  Although  ath- 
letes are  subject  to  the  same  list  of  infectious  process- 
es as  nonathletes,  Dr.  Hair  states  that  some  types  of 
infection  concern  the  sports  medical  team  with 


52 


Rocky  Mountain  Medical  Journal 


greater  regularity  than  others.  In  this  discussion,  em- 
phasis is  on  prevention,  correlating  the  work  of  the 
team  physician,  the  trainer,  and  coaching  staff,  par- 
ticularly in  high  school  and  college  environments.  A 
survey  of  South  Carolina  high  schools,  conducted  as 
a means  for  studying  methods  for  controlling  infec- 
tions in  athletes,  was  reported. 

“Conditioning  and  the  Competitive  Swimmer,” 
by  Dr.  James  E.  Counsilman  of  Bloomington,  In- 
diana, was  an  enlightening  presentation.  Dr.  Counsil- 
man says  that  the  surge  of  record-breaking  per- 
formances has  sent  standards  for  competition  to 
levels  far  surpassing  the  imagination  of  the  swimmer 
of  a generation  ago.  The  intensity  of  training  regi- 
mens required  today  for  peak  conditioning  and  ultra 
refinement  of  skill  has  raised  many  questions.  The 
training  program,  he  says,  should  be  research-ori- 
ented in  order  to  learn  more  about  the  physiological 
dynamics  of  maintaining  readiness  of  the  finely 
tuned  swimmer  for  competition  throughout  the  sea- 
son. 

A fascinating  film,  entitled  “Man  Returns  to  the 
Sea,”  was  presented  by  Dr.  G.  Dekle  Taylor  of 
Jacksonville,  Florida.  He  pointed  out  that  millions 
of  years  ago  man  evolved  from  the  sea;  he  is  now  a 
terrestrial  being  and  has  few  of  the  anatomical  and 
physiological  adaptations  for  an  aquatic  or  sub- 
aquatic  environment  that  are  seen  in  the  porpoise, 
pilot  whale,  hippopotamus,  and  other  aquatic  ani- 
mals. Man’s  adaptation  to  the  water  depends  upon 
proper  methods  of  breathing  and  swimming  while 
utilizing  the  various  swimming  strokes,  face  mask, 
snorkel,  and  self-contained  underwater  breathing 
apparatus  that  have  evolved.  If  man  will  understand 
and  accept  the  limitations  Nature  has  placed  on  him 
in  an  aquatic  environment,  he  is  now  able  to  return 
to  the  sea. 

C.  B.  (Bud)  Wilkinson’s  paper,  “Building  Values 
Through  Athletics,”  brought  out  many  valuable  sug- 
gestions. He  stated  that  many  values  have  been  at- 
tributed to  sports,  and  rightfully  so.  Included  are  the 
respect  for  industry,  the  goal  of  personal  excellence, 
and  the  self-discipline  for  faithful  adherence  to  daily 
practices  of  healthful  living.  Too  often,  abuses  creep 
into  sports  programs,  detracting  from  potential 
values.  Persons  involved  in  sports — whether  directly 
or  indirectly — must  have  a sincere  conviction  that 
these  values  not  only  exist  but  can  also  be  related  to 
one’s  whole  style  of  life  in  order  to  effectively  com- 
bat the  eroding  abuses. 

On  November  28  and  29,  the  two  days  just  prior 
to  the  Clinical  Session,  the  AM  A held  its  First  Na- 
tional Conference  on  Areawide  Health  Facilities 
Planning. 

The  purpose  of  the  two-day  session  was  to  gain 
insight  and  understanding  into  health  facilities  plan- 
ning through  an  exchange  of  a variety  of  current  ex- 
periences. The  first  morning  session  dealt  with  area- 
wide health  facilities  planning  as  viewed  by  various 
groups:  Medicine,  hospitals,  government,  prepay- 
ment insurance,  consumer  and  planning  agency.  The 
afternoon  session  presented  a current  view  of  volun- 
tary and  governmental  approaches  to  regional  plan- 
ning in  two  major  areas,  New  York  and  California. 


The  second  day  session  was  a thorough  discussion  of 
the  areawide  planning  process,  measurement  of  need 
for  facilities,  and  community  self-determination. 

Dr.  Vernon  L.  Bolton  of  Colorado  Springs  was  the 
Colorado  Society’s  official  representative  at  the  Con- 
ference. However,  several  members  of  the  delegation 
attended  various  sessions  of  the  Conference  and 
Dr.  I.  E.  Hendryson  moderated  the  first  afternoon’s 
session  as  a member  of  the  AMA  Council  on  Medi- 
cal Service. 

This  was  a most  interesting  Conference  which 
served  to  point  out  the  important  part  areawide  plan- 
ning can  play  in  lowering  the  incidence  of  unre- 
strained hospital  construction  and  soaring  cost.  At 
the  same  time  a strong  warning  note  was  sounded 
by  Dr.  Francis  W.  O’Donnell,  President  of  the  Erie 
County  Medical  Society  of  New  York  and  by  Mr. 
Robert  B.  Throckmorton,  Counsel  of  the  AMA,  to 
the  effect  that  state  controlled  planning  can  be  very 
restrictive  and  very  limited.  Both  gentlemen  urged 
each  state  to  make  every  effort  to  maintain  areawide 
health  facilities  planning  on  a voluntary  basis  with 
adequate  representation  from  the  medical  profession. 

Final  registration  at  the  18th  Clinical  Convention 
of  the  American  Medical  Association  held  in  Miami 
Beach,  Florida,  November  29-December  2,  1964, 
reached  9,356,  including  4,118  physicians.  Health 
care  for  the  aging,  a new  teletype  communications 
system  for  the  medical  profession,  a statement  on 
human  reproduction,  and  recommendations  from  the 
Commission  on  the  Cost  of  Medical  Care  were 
among  the  major  subjects  acted  upon  by  the  House 
of  Delegates  at  this  meeting. 

Tribute  was  paid  to  the  late  Dr.  Norman  A.  Welch, 
AMA  President  who  died  on  September  3,  1964,  in  a 
memorial  statement  from  the  Massachusetts  Medi- 
cal Society  and  in  a resolution  adopted  by  the  House. 

Dr.  James  Z.  Appel  of  Lancaster,  Pennsylvania, 
vice  chairman  of  the  AMA  Board  of  Trustees  and  a 
member  of  the  Board  since  1957,  was  named  Presi- 
dent-Elect of  the  Association.  He  will  become  Presi- 
dent in  June,  1965,  succeeding  Dr.  Donovan  F.  Ward 
of  Dubuque,  Iowa,  who  took  office  upon  the  death 
of  Dr.  Welch. 

To  take  Dr.  Appel’s  place  on  the  AMA  Board  of 
Trustees,  the  House  elected  Dr.  Joseph  B.  Copeland 
of  Austin,  Texas,  who  for  the  past  year  has  been 
serving  as  Deputy  Commissioner  of  Health  in  the 
State  of  Texas. 

“Health  Care  for  the  Aging”  was  a subject  of  great 
interest  to  all.  Definitive  action  on  this  issue  came 
with  the  House  of  Delegate’s  strong  endorsement  of 
Dr.  Ward’s  Monday  address,  in  which  he  declared 
that  “We  have  no  choice  except  to  stand  firm  in  our 
efforts  to  prevent  the  standards  of  health  care  in  this 
country  from  being  undermined  by  a radical  de- 
parture from  the  unique  American  way  which  has 
accomplished  so  much  for  mankind.” 

Reaffirming  the  Association’s  opposition  to  the 
King-Anderson  type  of  legislation,  Dr.  Ward  said: 

“If  we  have  been  right  in  the  past — and  that  is  our 
unshakable  belief — then  we  are  right  today;  and  we 
shall  be  right  tomorrow.” 
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Calling  for  renewed,  intensive  effort  to  prevent 
the  passage  of  such  legislation,  he  pointed  out  that 
“we  do  not,  by  profession,  compromise  in  matters 
of  life  and  death.  Nor  can  we  compromise  with  honor 
and  duty.”  Dr.  Ward,  expressing  pride  in  the  medical 
profession,  concluded  his  address  with  these  state- 
ments: 

“I  pray  that  we  all  gain  strength  for  renewed  effort 
by  the  simple  reflection  that  what  we  are  doing  is 
worthwhile — that  if  the  effort  is  great,  the  results  of 
not  making  the  effort  would  be  unthinkable — and, 
finally,  what  we  are  doing  is  vastly  more  important 
than  ourselves. 

“No  more  can  be  asked  of  us  as  citizens.  No  less 
should  be  offered  by  us  in  guarding  our  heritage  of 
freedom.” 

To  implement  the  ideas  in  Dr.  Ward’s  address,  the 
House  gave  unequivocal  approval  of  the  Board  of 
Trustees’  suggestion  that  an  expanded  educational 
program  be  conducted  in  the  next  few  months.  In 
asking  for  this  approval,  the  Board  pointed  out  that 
“a  variety  of  techniques  and  media  must  be  utilized 
if  the  public,  the  Congress  and  special  audiences  are 
to  be  reached  effectively.” 

The  House  took  no  action  on  three  resolutions 
which  would  have  altered  the  AMA  position  on 
health  care  legislation.  Instead,  the  House  adopted 
a resolution  which  urged  “component  associations 
to  stimulate  the  state  and  local  governments  to  seek 
the  fullest  possible  implementation  of  existing  mecha- 


nisms, including  the  voluntary  health  insurance 
principle,  to  the  end  that  everyone  in  need,  regard- 
less of  age,  is  assured  that  necessary  health  care  will 
be  available.” 

The  state  medical  societies  also  were  urged  to 
send  representatives  to  two  forthcoming  conferences 
related  to  the  issue  of  health  for  the  aging — one  on 
December  13  to  help  plan  the  new  educational  pro- 
gram and  the  other  on  January  9-10,  1965,  to  con- 
sider further  implementation  and  expansion  of  the 
Kerr-Mills  programs. 

A Teletype  Communications  System  was  a Colo- 
rado-inspired innovation.  The  House  approved  a 
recommendation  from  the  Board  of  Trustees  for 
establishment  of  a teletypewriter  communications  ser- 
vice between  the  AMA  and  the  state  medical  so- 
cieties. The  system  will  provide  automatic  and  un- 
interrupted communications  between  AMA  Head- 
quarters and  all  participating  state  societies,  and  be- 
tween the  state  societies  themselves  without  involving 
the  facilities  at  the  AMA  Headquarters.  The  system 
also  will  enable  any  state  society  to  communicate 
with  all  other  TWX  subscribers  in  the  United  States 
and  Canada. 

In  approving  the  recommendation,  the  House  em- 
phasized that  participation  is  optional  with  the  state 
medical  societies,  but  it  also  urged  each  society  to 
“seriously  consider  taking  advantage  of  this  rapid 
communications  system.”  Installation  and  rental  costs 
for  the  teletype  equipment,  both  at  AMA  Headquar- 
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ters  and  at  the  headquarters  of  each  participating 
medical  society,  will  be  paid  by  the  AMA.  The  cost 
of  transmitting  messages  will  be  paid  by  whichever 
organization  originates  each  message.  It  is  hoped  that 
the  new  communications  system  will  become  opera- 
tive no  later  than  July,  1965. 

Human  Reproduction  was  a subject  of  interest  to 
all.  Updating  its  policies  on  population  control  “to 
conform  to  changes  in  society  and  medicine,”  and 
to  “take  a more  positive  position  on  this  very  im- 
portant medical-socio-economic  problem,”  the  House 
adopted  the  following  four-point  statement: 

1.  An  intelligent  recognition  of  the  problems  that  relate  to 
human  reproduction,  including  the  need  for  population  con- 
trol, is  more  than  a matter  of  responsible  parenthood;  it  is  a 
matter  of  responsible  medical  practice. 

2.  The  medical  profession  should  accept  a major  responsi- 
bility in  matters  related  to  human  reproduction  as  they  af- 
fect the  total  population  and  the  individual  family. 

3.  In  discharging  this  responsibility,  physicians  must  be 
prepared  to  provide  counsel  and  guidance  when  the  needs 
of  their  patients  require  it  or  refer  the  patients  to  appropri- 
ate persons. 

4.  The  AMA  shall  take  the  responsibility  for  disseminating 
information  to  physicians  on  all  phases  of  human  reproduc- 
tion, including  sexual  behavior,  by  whatever  means  are  ap- 
propriate 

In  taking  the  action,  the  House  also  recommended 
that  the  AMA  cooperate  with  the  appropriate  vol- 
untary organizations  in  the  field  of  human  reproduc- 
tion which  have  adequate  medical  direction. 

Commission  on  the  Cost  of  Medical  Care.  This 
is  a subject  with  which  we  have  all  been  greatly  con- 
cerned for  a long  time.  With  modifications  suggested 


by  the  Board  of  Trustees,  the  House  approved  33 
recommendations  from  the  Commission  on  the  Cost 
of  Medical  Care.  The  suggestions  had  been  rear- 
ranged by  the  Board  into  four  sections — Research, 
Hospitals,  Physicians  and  Miscellaneous.  In  accept- 
ing the  Board  report,  the  House  also  rejected  a floor 
amendment  which  recommended  that  a medical  ad- 
visory committee  composed  of  practicing  physicians 
be  appointed  to  supervise  the  several  studies  which 
were  suggested. 

In  presenting  its  conclusions  and  recommendations 
to  the  Board  of  Trustees,  the  Commission  on  the 
Cost  of  Medical  Care  expressed  the  hope  “that  the 
recommendations  which  are  approved  will  help  pro- 
mote the  wisest  possible  use  of  the  medical  care  dol- 
lar and  aid  in  the  development  of  more  meaningful 
data  on  the  cost  of  medical  care.” 

The  House  learned  that  a substantial  number  of 
the  studies  recommended  by  the  Commission  are 
already  under  way  and  that  others  are  in  the  process 
of  being  implemented.  The  House  also  emphasized 
its  appreciation  of  the  importance  of  these  continuing 
studies  and  urged  that  adequate  funds  be  provided 
for  maximum  implementation  of  the  recommenda- 
tions. 

Miscellaneous  Actions: 

In  consideration  of  a wide  variety  of  annual  re- 
ports, special  and  supplementary  reports  and  resolu- 
tions, the  House  also: 

Amended  the  By-laws  to  permit  the  presidential 
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DBI  promotes  glucose  utilization  via  the  physiologic  Embderi-Meyerhof  pathway... 
reduces  high  blood  sugars,  lowers  toward  normal  elevated  blood  insulin  levels,  encour- 
ages gradual  weight  reduction.  For  the  ketoacidosis-prone  diabetic,  however,  insulin 
is  still  the  essential  hypoglycemic  agent. 

side  effects:  Gastrointestinal,  occurring  more  often  at  higher  dosage  levels,  abate  promptly 
upon  dosage  reduction  or  temporary  withdrawal,  precautions:  Occasionally  an  insulin- 
dependent  patient  will  show  ‘‘starvation’’  ketosis  (acetonuria  without  hyperglycemia)  which 
must  be  differentiated  from  ‘‘insulin-lack”  ketosis  which  is  accompanied  by  acidosis,  and 
treated  accordingly.  Lactic  acidosis  has  been  reported  in  non-diabetics  and  diabetics  treated 
with  insulin,  with  diet,  and  with  DBI.  Question  has  arisen  regarding  possible  contribution 
of  DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and  azotemia  and  also  those  with 
severe  hypotension  secondary  to  myocardial  or  bowel  infarction.  Periodic  B.U.N.  determina- 
tions should  be  made  when  DBI  is  administered  in  the  presence  of  chronic  renal  disease. 
DBI  should  not  be  used  when  there  is  significant  azotemia.  Any  cardiovascular  lesion  that 
could  result:  in  severe  or  sustained  hypotension,  which  may  itself  lead  to  development  of  lactic 
acidosis,  should  be  considered  cause  for  immediate  discontinuation  of  DBI  at  least  until 
normal  blood  pressure  has  been  restored  and  is  maintained  without  vasopressors.  Should 
lactic  acidosis  occur  from  any  cause,  vigorous  attempts  should  be  made  to  correct  circulatory 
collapse,  tissue  hypoxia,  and  pH.  contraindications:  Severe  hepatic  disease,  renal  disease  with 
uremia,  cardiovascular  collapse.  Not  recommended  without  insulin  in  acute  complications  of 
diabetes  (metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery),  pregnancy  warning: 
During  pregnancy,  until  safety  is  proved,  use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is 
to  be  avoided.  Consult  product  brochure  for  full  information. 

1.  Gordon,  E. S.:  Metabolism  11:819,  1962.  2.  Grodsky,  G.M.  et  a!.:  Metabolism  12:278,  1963. 
3.  Weiler,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  4.  Sadow,  H.S.:  Metabolism  12:333,  1963. 
5.  Faludi,  G.:  J.  Am.  Med.  Women’s  Assoc.  18:722,  1963.  6,  Faludi,  G.:  Geriatrics  18:452,  1963. 
7.  Williams,  R.H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Phila.,  1962,  p.  610.  8.  Weller,  C.  and 
Linder,  M.:  Am.  Therap.  Soc.,  June  1963.  9.  Moss,  J.  M.  et  al.:  Med.  Times,  July  1964. 
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inauguration  to  take  place  at  a time  other  than  Tues- 
day evening  of  The  Annual  Convention  Week,  and 
approved  a suggestion  that  the  inaugural  ceremony 
at  the  1965  Annual  Convention  be  held  on  Sunday, 
June  20; 

Amended  the  By-laws  to  permit  presentation  ot 
the  AMA  Distinguished  Service  Award  at  a time  to 
be  determined  by  the  Board  of  Trustees  and  learned 
that  the  Board  wishes  to  present  this  award  at  the 
Scientific  Awards  Dinner; 

Agreed  that  the  AMA  should  cooperate  with  the 
U.  S.  Public  Health  Service  in  eradicating  the  Aedes 
aegypti  mosquito  from  the  American  hemisphere; 

Urged  strong  support  of  the  Woman’s  Auxiliary 
and  asked  the  state  and  county  medical  societies  to 
give  serious  consideration  to  the  idea  of  joint  hus- 
band-wife membership; 

Agreed  that  a section  on  Space  Medicine  should 
not  be  created  at  this  time; 

Emphasized  its  continuing  awareness  of  the  de- 
mand for  action  on  satisfying  the  need  for  increasing 
numbers  of  family  physicians; 

Urged  all  state  and  component  medical  associa- 
tions to  approve,  where  feasible,  the  inclusion  of  a 
voluntary,  nondeductible  contribution  to  independent 
political  action  committees  on  the  society’s  annual 
dues  billing  statement; 

Approved  a Board  recommendation  that  the  1967 
Clinical  Convention  be  held  in  Houston,  Texas; 

Agreed  with  the  Board  that  there  should  not  be 
an  increase  in  AMA  dues  at  this  time; 

Reaffirmed  its  approval  and  support  of  the  Na- 
tional Council  for  Accreditation  of  Nursing  Homes 

and  . . 

Instructed  the  Board  to  re-evaluate  the  mission  ot 
the  Commission  on  Medical  Practice  and  take  ap- 
propriate action. 

The  American  Medical  Association  Education  and 
Research  Foundation  reported  to  the  House  that  one 
out  of  every  six  medical  students,  interns,  and  resi- 
dents in  the  U.  S.  is  now  receiving  financial  assistance 
from  the  Foundation’s  loan  fund.  The  AMA-ERF 
also  announced  that  Merck  Sharp  and  Dohme  phar- 
maceutical company  has  made  its  fourth  $100,000 
contribution  to  the  loan  fund  and  has  pledged  an 
additional  $100,000  in  1966. 

Kenneth  C.  Sawyer,  MD, 
Senior  Colorado  Delegate 
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WASHINGTON  SCENE  ( continued  from  page  50) 

$220  million  in  the  research  and  treatment  areas  cov- 
ered by  the  report. 

The  group  urged  establishment  of  a network  of 
regional  heart  disease,  cancer  and  stroke  centers  “for 
clinical  investigation,  teaching  and  patient  care.’ 

These  would  be  located  in  universities,  hospitals, 
research  institutes  and  other  institutions. 

Included  would  be  25  centers  for  heart  disease,  20 
for  cancer  and  15  for  stroke  to  be  established  over 
a five-year  period. 

The  program  also  would  include  a second  national 
network  of  “diagnostic  and  treatment  stations”  lo- 
cated in  communities  throughout  the  nation.  The 
purpose  of  this  would  be  “to  bring  the  highest  med- 
ical skills  in  heart  disease,  cancer  and  stroke  within 
reach  of  every  citizen.”  This  plan  envisions  over  a 
five-year  period  150  stations  for  heart  disease,  200 
for  cancer  and  100  for  stroke. 

The  group  also  urged  “a  broad  and  flexible  pro- 
gram of  grant  support”  to  stimulate  more  advanced 
research  efforts  in  university  medical  schools,  hos- 
pitals and  other  health  care  centers. 

It  suggested  that  the  Public  Health  Service  receive 
$25  million  for  such  grants  the  first  year  which  would 
be  raised  to  $75  million  the  fifth  year  of  operation. 

The  American  Medical  Association  withheld  com- 
ment on  the  report  for  the  time  being. 

“If,  however,  legislation  is  introduced  in  the  Con- 
gress calling  for  implementation  of  the  program,  the 
AMA  will  react  at  that  time,”  a spokesman  said. 
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Discriminating  Doctors 
everywhere  specify 

TEE  LC AS 

Custom  Line 
Office  Furniture 


1 


Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon -or  phone  and  our  representative  will  call 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 

• stops  diarrhea 


promptly 

promptly 

promptly 


.Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months, to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 
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Colorado  Medical  Society 

OFFICERS— 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand.  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Judicial  Council:  District  No.  1— Daniel  H.  Buchanan,  Jr., 
1966;  District  No.  2— John  Simon,  Englewood,  1965;  District 
No.  3 — Kenneth  E.  Gloss,  Colorado  Springs,  1967;  District  No. 
4— James  G.  Price,  Brush,  1966;  District  No.  5— William  S. 
Curtis,  Boulder,  1966;  District  No.  6— Heman  R.  Bull,  Grand 
Junction,  1967;  District  No.  7— Tullius  W.  Halley,  Durango, 
1967;  District  No.  8— Herman  W.  Roth,  Monte  Vista,  Chair- 
man, 1965;  District  No.  9— Scott  A.  Gale,  Pueblo,  Vice  Chair- 
man, 1965. 

Grievance  Committee:  Joel  R.  Husted,  Boulder,  1965;  James 

A.  Henderson,  Englewood,  1965;  Robert  J.  Bliss,  Fort  Collins, 
1965;  William  A.  Smedley,  Jr.,  Grand  Junction,  1965;  H.  Harper 
Kerr,  Pueblo,  1965;  Edward  E.  Tennant,  Sterling,  1965; 
C.  K.  Mammel,  Denver,  1966;  Joseph  A.  Leonard,  Lakewood, 
1966;  John  B.  Griffith,  Aurora,  1966;  Dwight  C.  Dawson, 
Colorado  Springs,  1966;  Ray  G.  Witham,  Craig,  1966;  Robert 

B.  Richards,  Fort  Morgan,  1966. 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1966  (Alternate,  Gatewood  C. 

Milligan,  Englewood,  Dec.  31,  1966);  I.  E.  Hendryson,  Den- 
ver, Dec.  31,  1965  (Alternate,  Robert  E.  McCurdy,  Denver, 
Dec.  31,  1965);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1965  (Al- 
ternate, Walter  M.  Boyd,  Greeley,  Dec.  31,  1965). 

Speaker,  House  of  Delegates:  Walter  C.  Herold,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Den- 
ver. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

COUNCIL  ON  GOVERNMENTAL  RELATIONS:  Robert  G. 
Bosworth,  Denver,  Chairman,  1964;  Frank  E.  Stander,  Pueblo, 
Vice  Chairman,  1965;  Robert  E.  McCurdy,  Denver,  1964; 
James  M.  Perkins,  Denver,  1964;  Ward  B.  Studt,  Grand 
Junction,  1964;  Jack  I.  Paap,  Colorado  Springs,  1965;  Roger 
G.  Howlett,  Golden,  1965;  Phillip  D.  Weaver,  Greeley,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
EMERGENCY  MEDICAL  SERVICE  COMMITTEE:  James  M. 
Perkins,  Denver,  Chairman;  Robert  Collier,  Wheat  Ridge,  Vice 
Chairman;  Cyrus  W.  Partington,  Colorado  Springs;  LeGrand 
Byington,  Robert  M.  duRoy,  Joseph  L.  Kovarik  and  V.  E. 
Wohlauer,  all  of  Denver. 

LEGISLATIVE  COMMITTEE:  Robert  E.  McCurdy,  Denver, 
Chairman;  McKinnie  L.  Phelps,  Denver,  Vice  Chairman; 
Harry  C.  Bryan,  Colorado  Springs;  Samuel  H.  Haigler,  Den- 
ver; John  B.  Farley,  Pueblo;  other  to  be  appointed. 
MILITARY  AFFAIRS  COMMITTEE:  Robert  S.  Liggett,  Den- 
ver; John  B.  Farley,  Pueblo;  others  to  be  appointed. 

Collins. 

WORKMEN’S  COMPENSATION  AFFAIRS  COMMITTEE: 

Robert  F.  Bell,  Denver,  Chairman;  Harry  R.  Boyd,  Elmer 
M.  Franz,  F.  A.  Garcia  and  Raymond  W.  Hammer,  all  of 
Denver. 

COUNCIL  ON  MEDICAL  SERVICE:  Matthew  L.  Gibson, 
Aurora,  Chairman,  1964;  Kenneth  I.  Maclnnes,  Colorado 
Springs,  Vice  Chairman,  1965;  John  H.  Amesse,  Denver,  1964; 
Horace  E.  Campbell,  Denver,  1964;  Leo  J.  Nolan,  Lakewood, 
1964;  Walter  E.  Vest,  Denver,  1965;  Arthur  R.  Olsen,  Fort 
Morgan,  1965;  Robert  Viehe,  Glenwood  Springs,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
AGING  COMMITTEE:  Walter  E.  Vest,  Denver,  Chairman; 


Jack  L.  Baughman,  William  E.  Hay,  Robert  H.  Hughes,  all  of 
Denver;  Robert  D.  Schilling,  Pueblo. 

AUTOMOTIVE  SAFETY  COMMITTEE:  Horace  E.  Campbell, 
Denver,  Chairman;  Thomas  J.  Hurley  and  E.  H.  Vincent,  both 
of  Colorado  Springs;  Charles  D.  Bloomquist,  Denver;  Edward 
E.  Tennant,  Sterling. 

REPRESENTATIVES  TO  THE  BLUE  CROSS  BOARD:  Samuel 
P.  Newman,  Denver;  Heman  R.  Bull,  Grand  Junction. 

BLUE  SHIELD  ADVISORY  COMMITTEE:  Leo  J.  Flax,  Den- 
ver, Chairman,  1965;  William  B.  Condon,  Denver,  Vice  Chair- 
man, 1965;  Robert  B.  Bradshaw,  Alamosa,  1964;  Raymond  C. 
Beethe,  Burlington,  1964;  Kon  Wyatt,  Jr.,  Canon  City,  1964; 
Lewis  C.  Benesh,  Denver,  1964;  F.  A.  Garcia,  Denver,  1964; 
Isadore  Gersh,  Denver,  1964;  Homer  McClintock,  Denver, 
1964;  Leroy  Sides,  Denver,  1964;  Karl  F.  Sunderland,  Denver, 
1964;  William  Wilson,  Denver,  1964;  Leo  W.  Lloyd,  Durango, 
1964;  William  R.  Sisson,  La  Junta,  1964;  John  M.  Kehoe, 
Leadville,  1964;  Byron  Yost,  Longmont,  1964;  George  G. 
Balderston,  Montrose,  1964;  Robert  W.  Ludwick,  Sterling, 
1964;  James  Price,  Brush,  1965;  L.  L.  Hick,  Delta,  1965; 
Richard  Herrmann,  Denver,  1965;  Ivan  E.  Hix,  Jr.,  Denver, 
1965;  Herbert  B.  Kennison,  Jr.,  Denver,  1965;  John  McAfee, 
Denver,  1965;  H.  U.  Waggener,  Denver,  1965;  Gatewood  C. 
Milligan,  Englewood,  1965;  Harlan  E.  McClure,  Lamar,  1965; 
Wesley  Van  Camp,  Pueblo,  1965;  Leo  J.  Leonardi,  Salida, 
1965;  Lee  Beuchat,  Trinidad,  1965;  William  A.  Merritt, 
Walsenburg,  1965;  William  M.  Martin,  Aurora,  1966;  Richard 
E.  Carlton,  Colorado  Springs,  1966;  Walter  E.  Herold,  Colorado 
Springs,  1966  (John  V.  Ambler,  Denver,  alternate  for 
Dr.  Herold);  Clifford  E.  Parmley,  Cortez,  1966;  D.  Eugene 
Cowan,  Denver,  1966;  Theodore  K.  Gleichman,  Denver,  1966; 
John  L.  Lightburn,  Denver,  1966;  Lex  L.  Penix,  Denver,  1966; 
Lloyd  V.  Shields,  Denver,  1966;  David  J.  Stephenson,  Denver, 
1966;  David  E.  Bates,  Eaton,  1966;  N.  Paul  Anderson,  Fort  Col- 
lins, 1966;  Harlan  B.  Huskey,  Fruita,  1966;  Edward  E.  Mueller, 
Glenwood  Springs,  1966;  John  H.  Dahl,  Lakewood,  1966; 
Robert  D.  Pierce,  Pueblo,  1966;  Vernon  H.  Price,  Steamboat 
Springs,  1966. 

COUNCIL  ON  PROFESSIONAL  RELATIONS:  Carl  W.  Swartz, 
Pueblo,  Chairman,  1964;  William  A.  Liggett,  Denver,  Vice 
Chairman,  1965;  Claude  D.  Bonham,  Denver,  1964;  George  R. 
Buck,  Denver,  1964;  Clare  C.  Wiley,  Longmont,  1964;  Littleton 
J.  Bunch,  Alamosa,  1965;  Robert  B.  Richards,  Fort  Morgan, 
1965;  W.  Kemp  Absher,  Pueblo,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
REPRESENTATIVES  TO  THE  ADULT  EDUCATION  COUN- 
CIL: Lawrence  Brown,  Denver;  Kenneth  C.  Sawyer,  Jr., 
Denver. 

ADVISORY  TO  THE  AUXILIARY:  Bradford  Murphey,  Den- 
ver, Chairman;  V.  V.  Anderson,  Del  Norte;  J.  Alan  Shand,  La 
Junta. 

ADVISORY  TO  THE  COLORADO  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS:  C.  William  Vickers,  Colorado  Springs, 
Chairman;  Fordyce  G.  McCabe,  Boulder;  Gerald  H.  Smith, 
Colorado  Springs;  Robert  Redwine,  Pueblo. 

CODE  OF  COOPERATION  COMMITTEE:  John  S.  Bouslog, 
Denver;  Vernon  L.  Bolton,  Colorado  Springs;  Samuel  B. 
Childs,  Denver;  Clyde  E.  Stanfield,  Denver;  Mr.  Donald 
Derry,  Denver. 

MEDICOLEGAL  COMMITTEE:  William  A.  Liggett,  Denver, 
Chairman,  1965;  Eugene  C.  Penn,  Aurora,  1964;  Thomas  J. 
Kennedy,  Denver,  1964;  Wilbur  Manly,  Denver,  1964;  Elmer 
M.  Franz,  Denver,  1965;  James  Hutchison,  Denver,  1965. 
REPRESENTATIVES  TO  COLORADO-WYOMING  SCIENCE 
FAIR:  H.  Calvin  Fisher,  Denver,  1964;  Robert  F.  Dillon,  Colo- 
rado Springs,  1965. 

INSURANCE  COMMITTEE:  Frank  Gorishek,  Denver,  Chair- 
man; William  S.  Curtis,  Boulder;  L.  L.  Hick,  Delta;  George 
R.  Buck,  Denver;  Paul  Stidham,  Grand  Junction. 

COUNCIL  ON  PUBLIC  HEALTH:  Jack  D.  Bartholomew, 
Boulder,  Chairman,  1964;  Leland  M.  Corliss,  Denver,  Vice 
Chairman,  1964;  Lewis  Benesh,  Denver,  1964;  James  A. 
Stapleton,  Denver,  1964;  Kenneth  E.  Gloss,  Colorado  Springs, 
1965;  L.  L.  Hick,  Delta,  1965;  Roger  S.  Mitchell,  Denver,  1965; 
John  C.  Straub,  Limon,  1965. 

COMMITTEES  OF  THE  COUNCIL- 
ADDICTIONS  COMMITTEE:  Edward  J.  Delehanty,  Denver, 
Chairman;  Richard  L.  Conde,  Colorado  Springs;  Albert  E. 
Stock,  Colorado  Springs;  Ernest  G.  Ceriani,  Kremmling;  J.  L. 
Rosenbloom,  Pueblo. 

HEALTH  EDUCATION  AND  SCHOOL  HEALTH  COMMIT- 
TEE: Ward  L.  Chadwick,  Denver,  Chairman;  Charles  E. 
Pennington,  Colorado  Springs;  Leland  M.  Corliss,  Denver; 
Ruth  Gouge,  Englewood;  Alan  D.  Pierson,  Leadville. 
INDUSTRIAL  HEALTH  AND  REHABILITATION  COMMIT- 
TEE: James  A.  Stapleton,  Denver,  Chairman;  Milton  L. 
Wiggins,  Colorado  Springs;  Irving  Ohr,  Denver;  Charley  J. 
Smyth,  Denver;  Victor  A.  Crumbaker,  Grand  Junction. 
INFECTIOUS  DISEASES  COMMITTEE:  Joseph  B.  McCloskey, 
Denver,  Chairman;  Henry  B.  Strenge,  Boulder;  Maurice  E. 
Snyder,  Colorado  Springs;  Ward  L.  Chadwick,  Denver;  C. 


Henry  Kempe,  Denver;  James  A.  Philpott,  Jr.,  Denver;  Ham 
Jackson,  Fort  Morgan. 

MATERNAL  AND  CHILD  HEALTH  COMMITTEE:  Walter  J. 
Grund,  Littleton,  Chairman;  John  A.  Lichty,  Denver;  George 
W.  Horst,  Glenwood  Springs;  Marcia  Curry,  Littleton;  Donald 
W.  Schiff,  Littleton. 

MENTAL  HEALTH  COMMITTEE:  Edward  G.  Billings,  Den- 
ver, Chairman;  E.  James  Brady,  Colorado  Springs:  Richard 

L.  Conde,  Colorado  Springs;  V.  V.  Anderson,  Del  Norte; 
Edward  J.  Delehanty,  Denver;  Alan  M.  Kraft,  Fort  Logan. 
PULMONARY  DISEASE  COMMITTEE:  Roger  S.  Mitchell, 
Denver,  Chairman;  Lorence  T.  Kircher,  Colorado  Springs; 
Edward  Donovan,  Denver;  Leroy  Elrick,  Denver;  John  Zarit, 
Denver. 

RURAL  HEALTH  COMMITTEE:  Monroe  R.  Tyler  and  V.  E. 
Wohlauer  of  Denver,  Co-Chairmen;  Henry  P.  Thode,  Jr., 
Fort  Collins;  Richard  B.  Saunders,  Grand  Junction;  Mason  M. 
Light,  Gunnison;  Doris  Benes,  Haxtun;  Ernest  G.  Ceriani, 
Kremmling;  Elmer  L.  Morgan,  Rocky  Ford;  Vernon  Price, 
Steamboat  Springs. 

WEEKLY  HEALTH  COLUMN  AND  HEALTH  ARTICLES 
COMMITTEE:  L.  Joseph  Butterfield,  Denver,  Chairman; 
David  B.  Roos,  Aurora;  Howard  A.  Bronson,  Stuart  G. 
Dunlop,  PhD,  Herbert  Rothenberg,  James  A.  Stapleton,  Giles 
Toll,  all  of  Denver;  Birger  E.  Peterson,  Longmont. 

COUNCIL  ON  SCIENTIFIC  EDUCATION:  Myron  C.  Waddell, 
Denver,  Chairman,  1965;  Albert  Kukral,  Denver,  Vice  Chair- 
man, 1964;  Gilbert  Balkin,  Denver,  1964;  George  Horner, 
Denver,  1964;  Robert  N.  Humphrey,  Fort  Collins,  1964;  John 
E.  McWilliams,  Colorado  Springs,  1965;  Joseph  S.  Pollard, 
Colorado  Springs,  1965;  Marvin  Johnson,  Denver,  1965. 

COMMITTEES  OF  THE  COUNCIL— 

AMA-ERF  COMMITTEE:  Samuel  H.  Brown,  Colorado  Springs, 
Chairman;  Frank  McGlone,  Kenneth  C.  Sawyer,  Jr.,  Thad  P. 
Sears,  all  of  Denver;  Patrick  W.  Luter,  Durango. 

CANCER  COMMITTEE:  N.  Paul  Isbell,  Denver,  Chairman; 
Claude  D.  Bonham,  John  S.  Bouslog,  R.  Neil  Chisholm,  B.  T. 
Daniels,  Raymond  W.  Hammer,  E.  A.  Hinds,  William  A.  Hines, 
Alexis  E.  Lubchenco,  R.  G.  Mitcheltree,  Kenneth  C.  Sawyer, 
all  of  Denver;  Lanning  E.  Likes,  Lamar. 

MEDICAL  EDUCATION  AND  HOSPITALS:  Myron  C. 
Waddell,  Denver,  Chairman;  L.  E.  Maurer,  Boulder;  William 

M.  Covode,  Robert  Hawley,  Joseph  H.  Holmes,  Freeman 
Longwell,  all  of  Denver;  James  D.  Hites,  Dolores. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  George  P. 
Lingenfelter,  Denver,  Chairman,  1967;  Victor  A.  Crumbaker, 
Grand  Junction,  1964;  Frank  Gorishek,  Denver,  1965;  Kenneth 
A.  Platt,  Westminster,  1966;  Eugene  B.  Ley,  Pueblo,  1968. 
PROGRAM  COMMITTEE,  1964  MIDWINTER  CLINICAL  SES- 
SION: Albert  J.  Kukral,  Denver,  Chairman;  others  to  be 
appointed. 

PROGRAM  COMMITTEE,  1964  ANNUAL  SESSION:  Joseph  S. 
Pollard,  Colorado  Springs,  Chairman;  others  to  be  appointed. 

BOARD  OF  TRUSTEES  COMMITTEES 
EXECUTIVE  COMMITTEE:  Vernon  L.  Bolton,  Colorado 
Springs,  Chairman;  Samuel  B.  Childs,  Denver;  Harold  D. 
Palmer,  Denver;  Howard  T.  Robertson,  Denver;  J.  Robert 
Spencer,  Denver. 

FINANCE  COMMITTEE:  J.  Alan  Shand,  La  Junta,  Chairman; 
Vernon  L.  Bolton,  Colorado  Springs;  William  A.  Day,  Colo- 
rado Springs;  Samuel  B.  Childs,  Denver. 

BUILDING  MANAGEMENT  COMMITTEE:  J.  Robert  Spencer, 
Denver,  Chairman;  Harold  D.  Palmer,  Denver;  Howard  T. 
Robertson,  Denver. 

COCHEMS  TRUST  FUND:  Vernon  L.  Bolton,  Colorado 
Springs;  Samuel  B.  Childs,  Denver;  Heman  R.  Bull,  Grand 
Junction. 

ORIENTATION  COURSE  COMMITTEE:  Gill  Brehm,  Sterling, 
Chairman;  William  Y.  Takahashi,  Boulder;  Paul  K.  Hamilton, 
Denver;  Carl  H.  McLauthlin,  Denver;  Horace  E.  Thompson, 
Denver;  George  S.  Tyner,  Denver. 

PUBLIC  RELATIONS  COMMITTEE:  Clyde  E.  Stanfield  Den- 
ver, Chairman;  Marcus  B.  Bond,  Denver;  John  S.  Bouslog, 
Denver. 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Cans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 


Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1963-64— Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1964  Annual  Session. 

President:  William  A.  O’Brien,  III,  Reno. 

President-elect:  John  M.  Read,  Elko. 

Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  Thomas  S.  White,  Boulder  City. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Earl  N.  Hillstrom,  Reno. 

Alternate  Delegate:  Leslie  A.  Moren,  Elko. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Wesley  W.  Hall,  MD,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1964-65— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary -Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. : Leland  S.  Evans,  Las  Cruces,  April  15, 
1964,  to  December  31,  1964;  Allan  L.  Haynes,  Clovis,  January 
1,  1965,  to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City 

President-elect:  L.  V.  Broadbent,  Cedar  City 

Past  President:  Scott  M.  Budge,  Logan 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City 

Secretary:  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 

Springville 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City 

Wyoming  State  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne, Telephone  632-5525 


THANK  YOU  DOCTORS  FOR  THE  CONFIDENCE  YOU  HAVE  PLACED  IN  IPMC 


Your  C.P.A. 
Comes  To  You 
For  Medical 
Advice 


You  should  go  to  him  for  business  advice. 

If  there  is  any  doubt  in  your  mind  as  to 
the  feasibility  of  our  system  working  in 
your  particular  office,  we  advise  that  you 
check  first  with  your  C.P.A.,  and  second 
with  us. 


IPM  provides  System  Organization 
and  Billing  using  Electronic  Data 
Processing.  Contact  us  for  a survey  of 
your  present  system,  at  no  obligation. 


0 Medical  Billing  and  Accounts  Receivable  Management. 

• O • 8 iP  ITl  intemational  professional  management  corporation 

q 0 telephone  266-2384  / 324  majestic  bldg.  / denver,  Colorado 

O 


IS  YOUR  INCOME  ADEQUATELY  PROTECTED? 

A LOW  insurance  premium  can  safeguard 
Your  Income  for  your  family  for  years 
up  to  $600.00  a month 

THROUGH  THE  DISABILITY  INCOME  PLAN  OF 

THE  COLORADO  MEDICAL  SOCIETY 

Available  to  Members  at  Low  Rates 
Full  Benefits  Payable  Regardless  of  Other  Insurance 

RETURN  THE  COUPON  FOR  DETAILS 

i 

| VINCENT  ANDERSON  CO.,  INC. 

' Second  Floor  Railway  Exchange  Bldg. 

! Denver,  Colorado  80202  Phone:  222-5777 

• 

J Please  send  information  about  the  insurance  program 

! endorsed  by  the  Colorado  Medical  Society. 

I 
9 

\ NAME 

9 

\ ADDRESS. . . 

i 

9 

| CITY..  — . STATEL ... 


REPRINTS 

of  any  feature  article  or  advertisement  appearing  in  The  Rocky  Mountain 
Medical  Journal. 

Orders  must  be  placed  within  15  days  after  date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable.  For  further  information  write  to — 

THE  ROCKY  MOUNTAIN  MEDICAL  JOURNAL 

1809  East  18th  Avenue,  Denver,  Colorado  80218 


Underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 
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FOR  YOUR 

ELDERLY 

ARTHRITIC 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  litsifit  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  saiicyiism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  Impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  Pabalate— when  sodium 

salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO,,  INC,,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet-:  potas-- 
Slum  salicylate  0.3  Gm.,  potassium!  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
FABALATE-SODIUM  FREE 


WANT  ADS 


AVAILABLE  JANUARY  1,  1965,  for  lease  or  sub-lease— 
medical  suite,  600  sq.  ft.  Excellent  location  in  Littleton  at 
6200  So.  Broadway,  Medical  Arts  Building,  with  two  dentists, 
four  MD  specialists,  including  radiologist.  Occupied  2\'z  years 
by  General  Practitioner.  Moving  north  three  blocks  to 
Orchard  Road.  Call  Clarence  O.  Hughes,  MD,  798-1351.  11-5-3 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TFB 


NEW  MEDICAL  ARTS  BUILDING  adjacent  to  Community 
Hospital  has  office  space  for  immediate  lease.  Excellent  op- 
portunities for  ENT,  Ophthalmology,  General  Practice  in  area. 
Write  to  C.  O.  Roberts,  MD,  1136  Alpine  Ave.,  Boulder,  Colo. 

10-4-4B 


NEW  PROFESSIONAL  BUILDING — Approximately  1,700 
square  feet.  Can  custom  finish  immediately.  The  building 
complete  except  for  this  portion.  Located  on  the  busy  Ralston 
Road  and  Dover  in  Arvada,  Colorado.  Ample  parking;  build- 
ing has  hot  water  heat  and  is  air  conditioned.  There  is  a 
possibility  of  participating  in  building.  Dr.  R.  Wayne  Winter, 
Dr.  Walter  H.  Winter,  424-4567,  424-1851.  12-5-3B 


AVAILABLE  JANUARY  1,  1965,  for  sub-lease  or  lease- 
medical  suite,  900  sq.  ft.  Brookridge  Shopping  Center,  125 
E.  Centennial,  Littleton.  Across  the'  street  from  new  Burt 
Chevrolet  (5200  So.  Broadway).  Suite  occupied  five  years 
by  GP  moving  seven  blocks  south  to  Orchard  Rd.  Three  MD 
specialists  and  two  dentists  remain  adjacent.  Call  John  L. 
Stewart,  MD,  781-7819.  11-4-3 


STAFF  PHYSICIAN,  surgical  or  general  practice  background, 
immediate  opening.  Salary  range  $998.00  to  $l,213.00/mo„ 
depending  upon  qualifications.  Generous  fringe  benefits,  re- 
tirement, Social  Security,  11  paid  holidays,  15  working  days 
vacation  annually,  paid  sick  leave.  Eligibility  California  li- 
censure required.  Contact;  Medical  Director,  Springville 
County  Hospital,  Springville,  California.  12-1-2B 


WANTED:  Physician  interested  or  experienced  in  field  of 
Psychiatry  to  join  staff  of  small,  private  hospital.  Rapidly 
expanding  city  in  Southwestern  state.  Hospital  and  office 
work  much  as  though  in  private  practice  with  small  group. 
Guaranteed  income  if  desired.  Write  fully  giving  experience 
and  background.  Box  1-1-1B,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218. 

1-1-1B 


GENERAL  PRACTICE  FOR  SALE.  Ideal  for  woman  MD. 

Grossing  over  $30,000  for  part-time  practice  in  Albuquerque, 
New  Mexico.  Immediate  possession.  Reasonable  terms.  Retir- 
ing. Call  242-6305.  1-2-1 


EXCELLENT  OPPORTUNITY  for  association  with  general 
practitioner  serving  farming  and  ranching  community  with 
clientele  of  above  average  income.  A-l  surgical  and  medical 
facilities.  New  office  and  clinic.  Living  quarters  available. 
Northeast  Colorado  location.  Reply  to  Box  1-3-1,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  1-3-1 


BUILDING  A NEW  MEDICAL  CENTER  in  the  fastest  grow- 
ing area  of  Boulder,  Colorado.  Particularly  need  General 
Practitioners,  a Pediatrician,  EENT  man,  and  an  Obstetrician. 
Partial  ownership  of  center  possible.  For  detailed  informa- 
tion, write  Box  531,  Boulder,  Colorado.  1-4-1B 


# 

Hcuxtif 

Registered  Trade  Mark 

BOB'S  PLACE 

Trade  Mark 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

Cow  Town,  Colo. 

EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH— CLEAN-— COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


Comprehensive,  up-to-date  references 
such  as  these  help  you  keep  your 
professional  knowledge 
completely  current 


New  2nd  Edition!  Rusk 

REHABILITATION  MEDICINE 


A Textbook  on  Physical  Medicine  and  Rehabilitation 
Up-to-date  new  edition  of  the  only  book  in  print  present- 
ing modern  concepts  and  practices  of  rehabilitation  as 
employed  at  world-famous  New  York  University  Medical 
Center. 

By  HOWARD  A.  RUSK,  M.D.  Published  November,  1964.  2nd  edition, 
668  pages,  6%"  x 9%",  210  figures  and  26  charts.  Price,  $15.50. 

New  4th  Edition!  Cleckley 

THE  MASK  OF  SANITY 

An  Attempt  to  Clarify  Some  Issues  about  the 
So-Called  Psychopathic  Personality 

A practical  interpretation  of  the  problems  relative  to  the 
enigmatic  psychopath,  including  discussions  of  the  var- 
ious types,  signs  and  symptoms  and  actual  case  histories. 
By  HERVEY  CLECKLEY,  M.D.  Published  November,  1964.  4th  edition, 
510  pages,  b'/i"  x 9l/2,/-  Price,  $9.75. 

For  more  information  about  these  and  other  compre- 
hensive new  Mosby  references,  contact: 

JOHN  KORSEN 

10671  Livingston  Drive  • Denver  34,  Colorado 
or  order  direct. 


THE  C.  V.  MOSBY  COMPANY 


L A 


MOSBY 


Publishers 


3207  Washington  Boulevard  St.  Louis,  Mo.  63103 
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Rocky  Mountain  Medical  Journal 


WANTED:  General  Practitioner  to  associate  with  established 
General  Practitioner  in  Wyoming.  Modem  ideal  professional 
facilities,  liberal  partnership  opportunity.  Details  first  letter. 
Strong  references  required.  Reply  to  Box  1-5-1,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colo- 
rado 80218.  1-5-1 


SOUTHEASTERN  NEW  MEXICO,  oil,  farm-ranch  economy. 

City  of  15,000.  Fully  accredited  hospital.  Dry  climate.  Only 
six  full  time  MD’s.  Recently  deceased  surgeon’s  practice 
immediately  available.  Contact  Owen  C.  Taylor,  Jr.,  MD, 
Medical  Center,  Suite  C,  Artesia,  New  Mexico.  1-6-2 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-2B 


FOR  SALE  3142  SO.  ADAMS  WAY,  DENVER,  COLORADO 
Magnificent  well-planned  3 bedroom,  3 baths,  large  family 
room,  main  floor  utility,  excellent  basement.  Beautiful 
grounds,  clocked  sprinkler,  automatic  garage  door.  Features 
include  everything.  Call  Ida  Sunshine  322-8446.  1-8-1B 


PHYSICIAN  WANTED — Housing,  office  facilities  and  retainer 
contract  with  mining  company  available  for  physician  in 
Telluride,  Colorado.  Call  377-1432  in  Denver  or  325-4481  in 
Ouray,  Mr.  A.  C.  Hilander.  1-9-1B 


GOOD  GENERAL  PRACTICE  in  shopping  center.  Free  for 
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A 

For  Physicians  and  Surgeons 

Now  available  in  the  Republic  Building  where 
space  is  limited  to  Medical-Dental  and  affili- 
ated tenants — centrally  located  in  dynamic 
downtown  Denver.  Call  or  write  the  building 
manager  for  details. 

Telephone  534-5271 

Republic  Building  Corporation 
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ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
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Condition 
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City  Park-Brookridge  milk  is  produced.  For 
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and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
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Offices  also  in: 
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Salt  Lake  City,  Utah 
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Medical  X-Ray  Equipment 
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DOCTOR - 

WOULD  YOU  BELIEVE  1,500  OF  YOUR  COLLEAGUES? 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(d  i p he  ny  Ihydantoin) 

PARKE-DAVIS 

extends  horizons 

This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.and0.03  Gm. 

*Roseman,  E.:  Neurology  11:912,  1961.  33664 


PARKE-DAVIS 

PARKE,  DAVIS  4 COMPANY,  Dtlrcil,  Mrctugtn  48232 


ACTINEX 


TABLETS  & 
GRANULES 

LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1’ 2’ 3>  4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5’ 6’ 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(1)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(3)  McGivney,  J.:  Texas  State  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  I Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 
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u A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 
Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  V«  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

•Reed,  G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  (V4%),  in  solutions  of  Vs,  'U  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/j/irr/hrop 


(1839M) 


500  ViSO 


all  these  ECG  advantages 


now  from  Sanborn 
for  $695 


The  500  VISO  is  the  finest  cardio- 
graph Sanborn  has  ever  made,  and 
all  its  capabilities  can  be  delivered  to 
your  office  for  $695  complete  (Con- 
tinental U.  S.).  Electronic  circuitry 
and  recording  unit  in  individual  mo- 
dules — plus  numerous  refinements 
in  circuit  and  mechanical  design  — 
not  only  increase  overall  reliability 
but  yield  direct  savings  in  manufac- 
turing costs  and  assembly  time  as  well. 

You  or  your  technician  will  find  the 
500  VISO  quick  to  put  into  opera- 
tion . . . the  new  Redux  Creme  easy 
to  use  and  without  the  clean-up  prob- 
lems of  most  abrasive  paste  electro- 
lytes . . . and  the  “50Q’s”  chart 
tracings  sharp,  clear  and  free  from 
the  most  commonly-occurring  AC  arti- 
facts. For  complete  details,  call  your 
local  Sanborn  office  now.  Sanborn 
Company,  Waltham,  Mass.  02154 
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Salt  Lake  City  Lahana  & Co.,  1482  Major  Street,  HU6-8166 


4 


Rocky  Mountain  Medical  Journal 


r 


1 


Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma*  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  V*  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

'SOMA'  COMPOUND;  ‘SOMA’  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications;  ‘Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin— May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Code/'ne-Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol—  Like  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Coc/e/ne-Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  aflergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma’  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

# WALLACE  LABORATORIES 
, Cranbury,  N.  J. 
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Shadow  or  substance:  a case  of 
corrosive  (lye)  gastritis  of  the  stomach 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 

Guest  Contributors:  Earl  H.  Dellinger,  MD,  Las  Vegas,  New  Mexico  and 
Paul  A Mackel,  MD,  Santa  Fe,  New  Mexico 


Apothegm 

“Everything’s  got  a moral,  if  you  can  only  find  it” 
(Lewis  Carroll). 

Clinical  data 

A 28-year-old  woman  was  found  in  a cemetery 
having  bloody  vomitus.  She  admitted  ingesting  21 
gelatin  capsules  which  she  had  filled  with  lye.  There 
was  knowledge  of  previous  admissions  to  a state 
mental  hospital  and  of  alleged  suicide  attempts.  The 
patient  was  acutely  uncomfortable  and  complained 
of  abdominal  pain  and  burning  of  her  throat,  but 
her  abdomen  was  soft.  The  serology  was  negative, 
the  white  blood  count  moderately  elevated,  and,  later, 
a gastric  analysis  showed  a maximum  of  one  degree 
of  free  EICL  (after  histamine)  and  a maximum  of 
twenty  degrees  of  total  acid  (40  minutes  after  al- 
cohol). 

X-ray  study 

The  esophagus  was  normal  but  an  abnormal  gas- 
tric antrum  (Figs.  1 & 2)  consisting  of  persistent 


Fig.  1 


Fig.  2 


narrowing,  rigidity  and  shallow  ulcerations  was  dem- 
onstrated. Correlation  with  the  history  permitted  a 
diagnosis  of  corrosive  gastritis. 

Discussion 

Over  a period  of  a month,  during  which  time  sup- 
portive therapy  was  used,  some  of  the  symptoms  sub- 
sided, but  the  patient  continued  to  lose  weight,  and 
there  was  no  significant  change  in  the  x-ray  appear- 
ance of  the  stomach.  A partial  gastric  resection  was 
performed  and  the  patient’s  condition  improved. 
The  histologic  changes  in  the  antrum  were  those  of 
chronic  inflammation. 

The  ingestion  of  lye  produces  esophageal  stric- 
tures; the  stomach  remains  uninvolved  because  the 
corrosive  is  regurgitated  before  it  reaches  that  organ. 
The  patient  had  heard  that  lye  “burned,”  and  to 
avoid  pain,  she  put  the  lye  into  the  capsules,  and 
thus  cleverly  circumvented  the  esophageal  lesion. 
Her  surgeon  (E  H D)  found  the  moral — “she  may 
have  been  crazy,  but  she  wasn’t  stupid.” 
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in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

—rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 

two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  foranalgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.’ 

ARTH RALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.2 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome 
(or  Cushing's  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 
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RESIDENT  AND  NURSING  HOME  FACILITY 


“Be&a  t/iferowERs 


BELLA  VITA’S  design  and  architecture  are  a picture  of 
elegance.  With  a floor  area  of  more  than  50,000  square  feet 
its  rooms,  lobby  and  lounge  areas  are  spacious,  magnifi- 
cently decorated  and  luxuriously  furnished. 

BELLA  VITA’S  planners  were  safety-conscious  and  put 
every  conceivable  safety  device  and  appliance  into  the 
building  for  the  protection  of  its  guests.  The  building  is 
completely  fireproof  and  contains  an  ultra-modern  fire 
protection  system  with  automatic  alarm  in  direct  com- 
munication with  the  Denver  Fire  Department. 

BELLA  VITA’S  novel  and  functional  floor  plan,  its  fully 
automatic  elevators,  its  chapel  permitting  services  for  all 
faiths,  its  stainless  steel  kitchen  and  pleasant  dining  areas, 
add  to  the  comfort  and  happiness  of  the  guests. 

BELLA  VITA’S  enchanting  lounges,  colored  television 
rooms,  extensive  recreational  facilities,  paved  parking 
areas,  immense  lawn  and  shrubbery  areas  and  expansive 
patio  areas  are  unsurpassed. 

BELLA  VITA  has  the  newest  occupational  and  physical 
therapy  equipment,  skilled  and  experienced  personnel  and 
management,  rendering  service  with  a friendly  and  per- 
sonal touch. 


44  50  E.  JEWEL 

EAST  OF  COLORADO 
BOULEVARD 


I NQUIRIES 
I NVITED 


Telephone  757-7438 


following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononit  rate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,  2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder” 

jars  of  30  (one  month's  supply) 
(three  months’  supply). 

and  100 

STRESSCAPS m 

Stress  Formula  Vitamins  Lederle 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

President  Johnson  has  asked  Congress  to  approve 
a far-reaching  program  of  diagnosis,  treatment  and 
stepped-up  research  on  heart  disease,  cancer,  stroke, 
and  “other  major  diseases.” 

In  a health  message  to  Congress,  the  President 
also  urged  speedy  passage  of  a social  security  health 
plan  for  aged  persons. 

The  outline  of  his  wide-ranging  program  was  the 
President’s  first  message  on  legislation  sent  to  the 
new  Congress.  He  sent  it  to  Capitol  Hill  on  the  fifth 
day  of  the  new  session. 

Johnson  requested  in  addition  to  “Medicare”: 

— An  increase  in  federal  funds  for  maternal  and 
child  health  and  crippled  children’s  services  and 
broadening  of  public  assistance  programs  so  federal 
money  could  be  used  to  pay  medical  and  dental 
costs  for  children  of  needy  families. 

— Approval  of  a five-year  program  of  grants  to 
help  start  community  mental  health  centers  to  offer 
comprehensive  services. 

— A step-up  in  the  program  to  rehabilitate  dis- 
abled persons  so  145,000  could  be  restored  to  use- 
ful work  each  year. 

— Establishment  under  a five-year  program  of 
multi-purpose  regional  medical  complexes  for  diag- 
nosis and  treatment  of  heart  disease,  cancer,  stroke 
and  other  major  diseases.  This  proposal  envisions  a 
network  of  32  centers  coordinating  efforts  of  medical 
schools,  hospitals  and  community  facilities  costing 
an  estimated  $1.2  billion. 

- — Federal  funds  to  improve  services  for  the  men- 
tally retarded,  increase  hospital  modernization  and 
start  a new  program  of  loans  and  guarantees  for 
loans  to  help  voluntary  associations  build  group 
medical  practice  centers. 

— New  legislation  to  help  medical  and  dental 
schools  cover  basic  operating  costs  with  federal 
funds. 

— Federal  scholarships  for  medical  and  dental 
students. 

— Extension  for  five  years  after  mid- 1966  of  fed- 
eral health  research  programs  with  a greater  em- 
phasis on  specialized  research  of  a national  or  re- 
gional nature. 

— Laws  to  bring  the  production  and  distribution 
of  so-called  “goof-ball”  pills — barbiturates,  am- 
phetamines and  other  psychotoxic  drugs — under 
tighter  control  and  legislation  to  require  adequate 
labeling  of  hazardous  substances  and  safety  regula- 
tion of  cosmetics  and  therapeutic  devices  by  the 
Food  and  Drug  Administration. 

Prior  to  the  health  message,  Sen.  Clinton  P. 
Anderson  (D.,  N.M.)  and  Rep.  Cecil  R.  King  (D., 


Calif.)  already  had  introduced  medicare  legislation 
to  carry  out  the  President’s  program.  It  was  S-l  in 
the  Senate  and  HR-1  in  the  House.  It  was  a modi- 
fied version  of  the  King-Anderson  bill  which  died 
in  a joint  House-Senate  conference  committee  last 
year  after  the  Senate  had  voted  49-44  to  add  it  to  a 
House  measure  increasing  social  security  cash  bene- 
fits. 

The  new  King-Anderson  bill  calls  for  bringing  self- 
employed  physicians  under  social  security  coverage. 
It  also  would  increase  social  security  cash  benefits  by 
seven  per  cent.  In  a benefit  period,  all  persons  65 
years  or  older  would  be  eligible  under  the  health 
care  plan  for  60  days  of  hospitalization  with  the 
patient  paying  for  the  first  day  and  60  days  of  post- 
hospital care  in  a nursing  home.  Generally,  90  days 
would  have  to  intervene  between  benefit  periods. 
Aged  persons  also  would  be  eligible  for  up  to  240 
days  a year  of  home  health  services,  such  as  a visit- 
ing nurse,  and  certain  outpatient  diagnostic  services 
with  the  patient  paying  a monthly  deductible.  Nurs- 
ing home  benefits  would  start  January  1,  1967,  and 
the  other  benefits  July  1,  1966. 

Social  security  taxes  would  be  increased  by  .3  per 
cent  next  year,  .38  per  cent  in  1967-68  and  .45  per 
cent  in  1969  and  following  years  on  employees  and 
employers  for  a separate  fund  to  finance  the  pro- 
gram. The  tax  base  also  would  be  increased  to 
$5,600. 

The  program  would  be  administered  through  so- 
cial security  by  the  secretary  of  Health,  Education 
and  Welfare.  Hospitals  could  elect  to  be  represented 
by  a private  organization,  such  as  Blue  Cross,  to 
negotiate  their  contracts.  The  secretary  would  also 
delegate  to  such  organization  the  functions  of  re- 
ceiving payments  from  the  social  security  program. 
Payments  would  be  made  to  hospitals  and  other 
providers  of  services  on  a cost  basis.  The  cost  of 
hospital  services  would  be  based  on  semi-private  ac- 
commodations (2,  3,  or  4-bed  rooms). 

The  bill  also  would  authorize  creation  of  an  as- 
sociation of  private  insurance  carriers  to  sell,  on  a 
nonprofit  basis,  approved  policies  covering  health 
costs  not  covered  under  the  social  security  plan. 
Participating  carriers  would  be  exempt  from  anti- 
trust laws. 

Administration  officials  said  Johnson’s  health  pro- 
posals, other  than  medicare,  would  cost  $262  million 
in  the  year  starting  next  July  and  more  than  $800 
million  in  the  following  12  months. 

Officials  said  the  entire  package,  including  the 
five-year  program  to  establish  regional  medical  cen- 
ters to  combat  heart  disease,  cancer  and  stroke, 
would  cost  several  billion  dollars  spread  over  this 
decade. 

This  plan  for  helping  with  the  medical  bills  of 
needy  children  would  be  similar  to  the  existing  Kerr- 
Mills  program  for  helping  needy  aged  persons  pay 
medical  expenses.  Aides  said  $100  million  would  be 
earmarked  for  the  first  year  of  the  new  program  and 
$250  million  in  the  following  year. 

President  Johnson  started  his  four-year  term  in 
the  White  House  in  excellent  health  and  physically 
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Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 


‘EMPIRIN’COMPOUND 
with  CODEINE  gr.  l/2 


‘EMPIRIN’  COMPOUND  with  CODEINE  gr.1/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


JZa  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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able  to  withstand  the  stresses  and  strains  of  the  office 
“in  outstanding  fashion,”  according  to  his  physician. 

Rear  Adm.  George  G.  Burkley,  White  House  phy- 
sician, made  the  favorable  report  on  the  President’s 
health  in  the  form  of  35  answers  to  questions  sub- 
mitted by  newsmen. 

He  said  he  keeps  a close  eye  on  the  President  daily 
and  gives  him  a general  examination  every  seven  to 
10  days. 

Burkley  said  Johnson,  who  had  a kidney  stone  re- 
moved in  1955,  cut  down  on  his  calcium  intake  by 
drinking  less  milk  after  a slight  recurrence  of  kidney 
trouble  in  1963.  “There  has  been  no  kidney  trouble 
since  mid-1963,”  Burkley  reported. 

Burkley  attributed  the  President’s  ability  to  carry 
on  a rigorous  routine,  despite  his  56  years  and  1955 
coronary  thrombosis,  to  “complete  recovery  with  ex- 
cellent general  physical  fitness  and  ability  to  relax 
on  short  notice.” 

The  doctor  reported  that  Johnson  has  a daily  su- 
pervised health  routine  at  the  White  House  “aug- 
mented by  walking  and  at  times  swimming.”  He 
added  that  “a  supervised  exercise  program  is  done  in 
his  bedroom.” 

Johnson  normally  retires  around  midnight,  Burkley 
said,  and  his  normal  bedtime  is  “infrequently”  put 
off  because  of  work.  He  said  Johnson  gets  seven  to 
eight  hours  sleep  and  that  he  sleeps  well.  He  usually 
awakens  between  7 and  8 a.m.,  and  later  takes  a 
daytime  nap.  He  occasionally  “does  some  work”  in 
bed. 

Johnson  is  on  “no  special  diet”  and  likes  a high- 
ball before  dinner.  He  has  not  smoked  since  his  1955 
heart  attack.  His  weight  has  been  between  205  and 
210  pounds,  but  Burkley — like  other  physicians  who 
have  examined  Johnson — would  like  him  to  keep 
his  weight  “in  the  200  pound  area." 

* ❖ * 

With  about  30  of  the  largest  U.  S.  cities  experienc- 
ing syphilis  epidemics,  health  authorities  are  express- 
ing more  and  more  concern  about  a resurgence  in 
venereal  diseases. 

Some  experts  in  the  field  believed  10  years  ago 
that  venereal  disease  would  be  wiped  out  by  this 
time  through  treatment  with  penicillin  and  other  so- 
called  “wonder  drugs.” 

But  it  has  not  worked  out  that  way.  Why?  Point- 
ing to  sharp  increases  in  venereal  disease  among  teen- 
agers, some  say  a general  decline  in  the  morals  of 
the  nation’s  youth  is  a major  factor.  Other  reasons 
given  by  public  health  officials  include: 

— Steadily  increasing  urbanization  of  the  popula- 
tion— the  movement  to  the  big  cities,  where  venereal 
disease  rates  have  always  run  highest. 

— Increased  mobility  of  the  population,  such  as 
in  migrant  labor  groups,  and  the  increased  use  of  the 
airplane  and  automobile — permitting  the  diseases  to 
spread  much  faster. 

— False  feelings  of  security  against  the  threat  of 
venereal  disease  following  introduction  of  the  “won- 
der drugs.”  But  many  people  don’t  make  use  of  the 
( Continued  on  page  48) 


Hygrotoir 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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How  does 
Hygrotoir 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


i 


Geigy 


A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 


MIL.TR  ATE 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications.-  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 
the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — The  most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  — May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  feverr 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 


# WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CML-4087 


kills  Haemophilus  influenzae 
in  respiratory  infections 


lectron  micrograph  of  normal  H.  influenzae  organism. 


eiv  broad-spectrum  penicillin: 

most  active  antibiotic  against  Haemophilus  influ- 
uzae1-3— a major  pathogen  in  chronic  bronchitis 
nd  respiratory  infections  in  children 

demonstrated  clinical  efficacy  and  safety  in  chronic 
ronchitis4'10 

more  effective  than  tetracycline  in  reducing  spu- 
im  in  chronic  bronchitis5 

'sued  Adult  Dosage:  250  mg.  every  six  hours.  Usual  Dos- 
ge  for  Children— ( under  13  years,  whose  weight  will  not 
isult  in  a dosage  higher  than  that  recommended  for 
iults)  100  mg./Kg./day  in  divided  doses  every  six  or 
ight  hours  for  moderately  severe  infections;  200  mg./ 
day  in  divided  doses  every  six  hours  for  severe 
ifections. 


Electron  micrograph  of  H.  influenzae  after  a 2-hour  exposure 
to  a therapeutic  (8y/ml.)  dose  of  PENBRITIN  (ampicillin). 


Contraindications:  (1)  Hypersensitivity  to  penicillin. 
(2)  Infections  by  penicillinase-producing  staphylococci 
or  other  penicillinase-producing  organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes,  diarrhea, 
nausea  and  vomiting,  have  occasionally  appeared. 

Precautions : As  with  other  antibiotics,  precautions  should 
be  taken  against  gastrointestinal  superinfection.  To  date, 
safety  for  use  in  pregnancy  has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250  mg.  of 
ampicillin.  Bottles  of  16  and  100. 

References:  1.  Millard,  E J.  C.,  and  Batten,  J.  C.:  Brit.  M.  J.  i : 1159  (April 
28)  1962.  2.  Ivler,  D.,  et  al.:  Abstracts,  Third  Interscience  Conference  on 
Antimicrobial  Agents  and  Chemotherapy,  October  1963,  p.  32.  3.  Stewart, 
G.  T:  Pharmakotherapia  1 :197,  1963.  (Progress  in  Drug  Therapy).  4.  Grant, 
I.  W B.,  et  al.:  Brit.  M.  J.  ii:482  (Aug.  18)  1962.  5.  Millard,  E J.  C.,  and 
Batten,  J.  C.:  Brit.  M.  J.  i:644  (March  9)  1963.  6.  Oswald,  N.  C.:  Postgrad. 
Med.  55:233  (March)  1964.  7.  Howells,  C.  H.  L.,  and  Tyler,  L.  E.:  Brit.  J. 
Clin.  Pract.  17:321  (June)  1963.  8.  May,  J.  R.,  and  Delves,  D.  M.:  Thorax 
19: 298,  1964.  9.  May,  J.  R.,  et  al.:  Lancet  iz:444  (Aug.  29)  1964.  10.  Pines, 
A.:  Lancet  ii: 445  (Aug.  29)  1964. 


KILLS  BACTERIA... DOES  NOT  JUST  SUPPRESS  THEM 

PENBRITIN' 

Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 


NEW! 

Overbed  table 
for  both  prone 
lying  and 
sitting  positions 


Also  best  for:  Paraplegics  • Quadriplegics  • Cardiacs 
Multiple  Fractures  a Cervical  Fractures 
Write  today  for  Circo-O-lectric  manual 


S T R Y K * R C 0 R P 0 RA T I O N 


Kalamazoo,  Michigan 


I 


Distributed  By 

GEO.  HERBERT  & SONS,  INC. 

1717  Logan  Street  Tel.  255-0408  Denver,  Colorado  80203 

1 903- 1 965— Our  62nd  Anniversary 


IF  YOU  COULD  BUT  SEE  RUN 


If  you  could  see  pain  itself— not  merely  the  re- 
action to  pain— how  much  more  accurately  you 
could  appraise  it!  How  much  better  you  could 
note  the  effectiveness  with  which  codeine— in 
safe,  low  dosage— can  confer  full  codeine  bene- 
fits, when  its  action  is  potentiated  by  simple 
analgesics,  and  enhanced  by  phenobarbital! 
This  is  what  Phenaphen  with  Codeine  provides, 
to  enable  you  to  "get  the  best  out  of  codeine” 


with  maximal  safety  from  the  risk  of  incurring 
codeine  side  effects.*  •••••••••••• 

I Contraindications:  Hypersensitivity  to  any  in- 
^ gredient.  Precautions:  As  with  all  phenacetin- 
containing  products,  avoid  excessive  or  pro- 
longed use.  Side  effects:  Side  effects  are  un- 
common-nausea, constipation  and  drowsiness 
have  been  reported.  ••••••••••••• 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 


PHENAPHEN  WITH  CODEINE 

Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning:  may  be  habit  forming)  in  three  strengths:  (4  gr.  (Phenaphen 
No.  2);  M>  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula:  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
(2(4  gr.)  162.0  mg.;  Phenobarbital  (14  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  0.031  mg. 


nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DONNATAL ® 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.3-6 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer5— selectively  include  only  the  therapeuti- 
cally desired  alkaloids  in  precisely  and  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.8 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders ...  in  peptic 
ulcer,1-6  functional  bowel  distress,1  gastroin- 
testinal spasm  and  discomfort,2  and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

* This  one  at  Oak  Creek,  Castle  Rock,  Arizona 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks,  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L,.,  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K.,  Balfour,  D.  C.,  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.H.ROBINS  CO., INC., Richmond  20, Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
— well  over  5 billion  doses! 


Donnatal 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extent ab® 

0.1037  mg hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg.  atropine  sulfate  0.0582  mg. 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg hyoscine  hydrobromide  . 0.0195  mg. 

16.2  mg.  (Vi  gr.)  phenobarbital  (%  gr.)  48.6  mg. 

(Warning  : May  be  habit  forming.) 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 

accurate-comparable  to  the  older  standard  intradermal  tests 

practical-can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  Nsw  York 
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f.  I’m  cutting  you  down  to 
a tablet  daily. 


Mmm.  Normal.  Must  be  taking 
your  Regroton. 


Thanks  for  everything,  Doctor. 
See  you  on  the  3rd. 


One  a day  at  breakfast. 
Sure  is  easy  on  me. 


...excellent  response  to  Regroton, 
from  196/120  to  145/90. 


oosition:  Each  tablet  contains  chlorthalidone, 
g.,  and  reserpine,  0.25  mg. 

I raindications : History  of  mental  depression, 
rsensitivity,  and  most  cases  of  severe  renal 
jpatic  diseases. 

ting:  Discontinue  2 weeks  before  general 
thesia,  1 week  before  electroshock  therapy, 
f depression  or  peptic  ulcer  occurs. 
autions:  Reduce  dosage  of  concomitant  anti- 
rtensive  agents  by  one-half.  Discontinue  if 
3UN  rises  or  liver  dysfunction  is  aggravated, 
trolyte  imbalance  and  potassium  depletion 
occur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19, 1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  pip 

Ardsley,  New  York  RE-3269 


iegroton 


Superior  to  other  antihypertensives  in 
76  of  80  patients  during  a 2-year  study* 


Geigy 


PERCODAN 


in  moderate  to 
moderately  severe  pain ... 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  Counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  l 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2.628,185  and  2,907.768  I 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York  I 


Colorado  National  Bank  announces  Medac 


New  automated 
bookkeeping  and  billing 
system  for  doctors 


The  million-doUar  computer  center  at  CNB 
is  now  available  to  do  your  bookkeeping 
and  billing  for  you  on  the  “Medac”  system. 
Although  in  use  in  many  cities,  Medac  is 
now  available  in  this  region  only  through 
the  Colorado  National. 

Medac  connects  your  office  telephone  to  our 
computer  center  through  an  IBM  trans- 
mitter. Long  distance  is  no  problem.  Trans- 


actions of  the  average  practice  require  only 
15  minutes  of  input  time  daily. 

A special  feature  of  Medac  is  its  built-in 
collection  system  which  greatly  speeds  up 
collections  and  increases  cash  income  flow. 
Your  personnel  can  operate  Medac  without 
special  training — changeover  is  made  with- 
out interruption  of  your  billing  routine. 
Medac  is  ready  to  help  you  now. 


For  lull  details,  please  write  or  call  Charles  Carroll  on  ext.  479  at  222-9311.  Medac  is  another  exclusive  service  of  the: 


COLORADO  NATIONAL  BANK 


17TH  & CHAMPA 


DENVER,  COLO. 
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Stelazine®  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient — 
with  little  or  no  drowsiness 

When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll1  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f)  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 
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Rocky  Mountain  Medical  Journal 


Since  1941  this  has  been  the  vitamin-mineral 
formula  of  choice  of  physicians  in  the  West. 

It  still  is! 


for  February,  1965 
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not  all  but  zJtfCost 
bacterial  respiratory 
tract  infections 
yield  toM — > 


therapeutically 
the  zMost  active 
erythromycin 


In  the  patient,  Ilosone  eradicates,  rather  than  merely  inhibits,  streptococci  and  pneu- 
mococci. This  increased  action  is  due  to  the  fact  that  more  erythromycin  reaches 
the  infection  site  because  Ilosone  (i)  is  acid  stable  in  the  stomach,  even  in  the  pres- 
ence of  food,  and  (2)  is  better  absorbed  from  the  intestine. 

Ilosone  produces  peak  levels  of  antibacterial  activity  two  to  jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  these  peak  levels  are  attained  earlier 
with  Ilosone  and  are  maintained  much  longer. 


Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract. 
Although  allergic  manifestations  are  uncommon 
with  the  use  of  erythromycin,  there  have  been 
occasional  reports  of  urticaria,  skin  eruptions, 
and, on  rare  occasions,  anaphylaxis.  Contraindi- 
cations: Ilosone  is  contraindicated  in  patients 
with  a known  history  of  sensitivity  to  this  drug 


and  in  those  with  preexisting  liver  disease  or  dys- 
function. Dosage:  Children  under  25  pounds— 
5 mg.  per  pound  of  body  weight  every  six  hours. 
Children  25  to  50  pounds — 125  mg.  every  six 
hours.  Adults  and  children  over  30  pounds — 250 
mg.  every  six  hours.  For  severe  infections,  these 
dosages  may  be  doubled.  Ilosone  Chewable  tab- 
lets should  be  chewed  or  crushed  and  swallowed 
with  water. 

ILOSONE® 

ERYTHROMYCIN  ESTOLATE 

Additional  information  available  to  physicians 
upon  request. 
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_L  he  following  survey  of  hospitalized  patients  was  included  in  the  newsletter  published  by  the 
Montana  Medical  Association.  The  figures  in  the  tables  readily  indicate  that  in  Montana,  at  any  rate,  the 
65-and-over  age  group  are  the  least  in  need  of  assistance  in  meeting  their  medical  expenses.  It  would  be 
extremely  interesting  to  develop  similar  figures  in  the  six-state  area.  This  might  be  a worthwhile  project 
for  your  component  society. 

“Last  spring,  the  Legislative  Committee  of  this  Association,  in  cooperation  with  a 
similar  committee  of  the  Montana  Hospital  Association,  undertook  a survey  of 
patients  hospitalized  during  the  month  of  May,  to  determine,  by  age  groups,  the 
ability  of  patients  to  pay  the  costs  of  medical  care,  including  fees  of  physicians  and 
. Total  fees  of  physicians  for  2,474  patients  hospitalized  during  May  were 
$239,619.20.  The  summary  of  the  survey  indicates  that,  at  the  end  of  six  months,  1,724  patients  had 
paid  their  charges,  $155,860.61,  in  full;  750  patients  had  made  partial  payments  or  no  payments.  At  the 
end  of  the  six-month  period,  65  per  cent  of  the  total  charges  were  paid  in  full,  1 3.5  per  cent  were  partially 
paid,  and  21.5  per  cent,  unpaid.  . . . Payments  of  the  charges  of  physicians  by  age  groups  were  as 
follows : 


Survey  of 
Hospitalized 
Patients ° 

hospital  charges. 


0-18 

Number  of  patients  564 

Total  charges  $33,712.95 

Total  paid  by  self  or  family  31.3% 

Total  paid  by  insurance  36.7% 

Total  paid  by  welfare  or  other  agencies  8.7% 

Total  paid  in  full  62.4% 

Total  partially  paid  14.3% 

Total  unpaid  23.3% 


19-30 

31-40 

41-65 

65  & OVER 

423 

308 

730 

449 

$47,824.10 

$34,473.75 

$76,264.71 

$47,343.69 

36.2% 

32.6% 

32.6% 

43.0% 

29.1% 

36.5% 

34.7% 

23.5% 

7.8% 

4.3% 

2.9% 

5.0% 

59.6% 

55.2% 

66.2% 

77.8% 

13.5% 

18.2% 

14.4% 

7.8% 

26.9% 

26.6% 

19.4% 

14.4% 

“Reports  of  the  payment  of  hospital  charges  were  submitted  from  17  hospitals,  reporting  upon  1831 
hospital  beds.  The  hospitals  participating  in  the  survey  reported  upon  6167  patients  hospitalized  dur- 
ing May.  Total  hospital  charges  for  these  patients  amounted  to  $1,369,137.10.  At  the  conclusion  of 
the  six-month  survey  period,  83.5  per  cent  of  these  charges,  or  $1,142,776.02,  was  paid  to  the  hos- 
pitals. The  unpaid  balance  of  hospital  charges  was  16.5  per  cent,  or  $226,361.08.  No  payment  was 
made  to  hospitals  by  465  patients.  These  unpaid  charges  amounted  to  7.5  per  cent  of  the  total  charges, 
or  $102,596.12.  Payments  of  hospital  charges  by  age  groups  were  as  follows: 


0-18 

19-30 

31-40 

41-65 

65  & OVER 

Number  of  patients  

1,508 

1,172 

774 

1,657 

1.056 

Total  charges  

. . $206,084.97 

$212,292.55 

$161,587.04 

$451,162.69 

$338,009.85 

Total  paid  by  self  or  family 

18.6% 

24.0% 

22.2% 

25.3% 

51.0% 

Total  paid  by  insurance 

55.2% 

48.6% 

55.8% 

54.3% 

31.5% 

Total  paid  by  welfare  or  other  agencies 

6.6% 

5.7% 

5.8% 

4.1% 

5.5% 

Per  cent  of  group  accounts  unpaid 

26.7% 

29.7% 

28.7% 

23.4% 

17.3% 

Per  cent  of  group  accounts  paid 
in  full  or  partially  paid 

73.3% 

70.3% 

71.3% 

76.6% 

82.7% 

“A  recapitulation  of  the  survey  of  payment  of  hospital  accounts  indicates  that,  of  the  $1,369,137.10 
billed  to  all  patients,  the  total  of  accounts  upon  which  no  payment  has  been  made  is  $102,596.12  or 
7.5  per  cent  of  the  total  charges  to  all  patients.” — * Bulletin  of  the  Montana  Medical  Association. 
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P roblems  encountered  by  clinical  investigators 
in  assessing  statistical  significance  are  well  shown 
elsewhere  in  this  issue  by  Drs.  Watts  and  Schoen- 
feld.  These  authors  attempted  to  determine  the 
effect  of  a thyroid  hormone  on  serum  cholesterol, 
and  were  inevitably  faced 
with  the  evaluation  of  their 
results.  Was  the  drop  in  se- 
rum cholesterol  between  the 
initial  determination  and  the 
placebo  of  significance?  Was  the  change  in  cho- 
lesterol level  from  the  placebo  period  to  the  double 
blind  period  significant?  And  for  the  final  evalua- 
tion, how  was  one  to  compare  the  difference  of 
cholesterol  level — was  it  to  be  between  the  clin- 
ical period  and  the  placebo  period  or  the  control 
period  or  the  initial  level?  The  authors  point  out 
how  comparison  at  these  different  levels  could  af- 
fect the  final  conclusions  and  how  difficult  it  is 
to  avoid  statistical  bias. 

The  thoughtfulness  of  these  observers  reminds 
the  casual  reader  that  bias  is  an  important  factor 
in  clinical  investigation.  Less  well  known  is  the 
presence  of  bias  in  clinical  work.  Some  years  ago 
Gruber  and  Fries  studied  1006  autopsied  cases 
and  showed,  of  those  misdiagnosed,  bias  was  re- 
sponsible for  16  per  cent.  The  physician  is  sup- 
posed to  be  objective  and  free  of  the  fears  and 
foibles  of  the  ordinary  man,  but  alas,  it  is  not  so. 
Studies  of  this  sort  are  very  sobering. 

Marcus  Smith,  MD 


Placebos, 
Emotions,  and 
Statistics! 


The  Latest 
“Look”  Article 


X he  AMA  News  of  November  9,  1964  presents 
an  article  entitled,  “AMA  President  Labels  Look 
Article  ‘Prejudice,  Error,  Irresponsible.’  ” Presi- 
dent Donovan  F.  Ward  speaks  the  mind  of  thou- 
sands of  physicians  who  noted  another  article  on 

medicine  in  the  Novem- 
ber 3 issue  of  Look  mag- 
azine. He  has  told  the 
publisher  of  Look,  Ver- 
non C.  Myers,  that  the 
author  of  the  article  demonstrated  “an  incredible 
aptitude  for  misrepresenting  facts  and  twisting 
statistics  in  an  effort  to  support  his  own  biased 
opinions.”  J.  Robert  Moskin  is  a Look  Senior 
Editor.  Dr.  Ward  listed  fifteen  errors  in  the  article, 
and  ably  defended  our  profession  and  hospitals 
against  the  attack,  apparently  designed  to  be  sen- 
sational. This  is  not  the  first  time  that  the  maga- 
zine has  printed  unwarranted  critical  and  negative 


analyses  of  medical  practice  in  America,  its  phy- 
sicians and  its  hospitals. 

Within  the  last  few  weeks,  representatives  of 
Look  have  appeared  at  our  offices  seeking  sub- 
scriptions to  their  magazine.  We  wonder  how 
many  colleagues  might  be  blind  to  its  attacks  up- 
on our  profession.  Busy  as  we  are,  some  may 
have  blindly  subscribed.  At  least  some  of  us 
grasp  the  opportunity  to  speak  up.  Not  that  this 
insignificant  opportunity  could  do  the  least  bit  of 
good!  A few  thousand  physicians,  addressing 
letters  to  its  editor  might  be  more  constructive 
and  help  put  a stop  to  crude  journalism! 


A.MONG  the  innumerable  articles  and  commen- 
taries about  impending  Medicare  legislation  and 
the  Great  Society,  we  have  failed  to  note  consider- 
ation of  one  phase  which  should  not  be  over- 
looked. The  President  speaks  of  freedom  from 
want;  ample  food,  clothing, 
shelter,  and  education  for 
everyone;  and  abundant  health, 
hospitalization,  preventive  and 
curative  medicine  so  that  none 
will  be  denied  the  miraculous  discoveries  of  medi- 
cal science.  Those  who  do  not,  or  will  not,  work 
— and  who  ride  on  the  backs  of  the  producers — 
will  all  receive,  even  if  they  do  not  give. 

The  point  we  believe  has  been  overlooked  is 
this:  Where  are  the  doctors  and  nurses  coming 
from?  There  are  not  enough  now — and  there  will 
be  fewer  willing  to  practice  under  the  projected 
system  called  Medicare.  Our  profession  will  ap- 
peal less  and  less  to  the  better  students;  talent  fof- 
merly  won  by  us  will  be  directed  into  lucrative 
business  and  professional  enterprises  where  in- 
dividual incentive  has  not  been  stifled! 


The  Great 

Unanswered 

/ 

Question! 


I 


We  Need  Your  Help 


F you  did  not  send  in  the  Readership  Ques- 
tionnaire which  appeared  in  the  January  issue  of 
the  Journal,  will  you  please  take  five  minutes  to 

complete  it  and  mail  it 
to  us  today?  The  ques- 
tionnaire appeared  on 
page  17  and  is  perfo- 
rated for  easy  removal 
and  provides  its  own  return  envelope. 

The  1965  educative  advertising  in  the  Journal 
may  well  depend  on  the  data  requested  in  this 
form.  Your  help  and  your  opinions  are  earnestly 
solicited. 
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Esophageal  hiatus  hernia* 


Special  Problems  in  the  Surgical  Management 


Incidence  of  hiatus  hernia  is  surprising — 
actually  a tribute  to  our  “index  of 
suspicion”  and  to  modern  diagnostic 
studies.  Treatment  will  never  be 
standardized,  but  statistics  are  improving. 

Surgical  intervention  for  relief  of  symptoms 
from  esophageal  hiatus  hernia  may  prove  unsuc- 
cessful because  of  a failure  to  recognize  and  cor- 
rect the  various  pathophysiologic  and  pathoana- 
tomic  factors  present  in  the  individual  patient. 
Such  a hernia  does  not  represent  a single  entity 
amenable  to  the  same  operative  procedure  in  all 
patients.  If  competency  of  the  esophago-gastric 
sphincter  mechanism  is  not  restored  by  restoration 
of  essentially  normal  anatomic  relationships  of  the 
esophagus,  diaphragm  and  stomach,  i.e.,  by  the 
classical  Allison  repair,  other  measures  are  neces- 
sary. Recognition  preoperatively,  or  at  the  time  of 
operation,  of  factors  which  may  predispose  to 
failure  of  a simple  hernia  repair  will  allow  institu- 
tion of  additional  measures  at  the  original  opera- 
tion. An  understanding  and  evaluation  of  these 
factors  is  even  more  essential  in  planning  proper 
surgical  treatment  of  a previous  surgical  failure. 

The  esophago-gastric  sphincter  mechanism  re- 
mains in  many  respects  a mystery.  Evidence  in- 
dicates that  it  is  a delicately  balanced  mechanism 
composed  of  a number  of  contributing  components 
including  the  diaphragmatic  crural  action,  an 
oblique  entrance  of  the  esophagus  into  the  stom- 
ach, gastric  mucosal  valve  action,  and  an  intrinsic 
sphincter  of  the  lower  esophageal  segment.  It  is 

* Department  of  Surgery,  University  of  Arkansas  Medical 
Center,  Little  Rock,  Arkansas,  where  Professor  Growdon  is 
Professor  of  Surgery.  Presented  at  the  94th  Annual  Session 
of  the  Colorado  Medical  Society  at  Colorado  Springs,  Sept. 
16-19,  1964.  A list  of  23  references  has  been  deleted  because 
of  space  limitations. 


James  H.  Growdon,  MD,  Little  Rock,  Arkansas 

becoming  increasingly  apparent  that  the  intrinsic 
physiologic  sphincter  action  of  the  lower  esopha- 
geal segment  is  the  basic  factor  and  that  its  action 
is  enhanced  by  other  supporting  mechanisms 
which  are  most  effective  when  anatomic  relation- 
ships of  the  esophagus,  stomach  and  diaphragm  are 
normal.  Clinical  experience  indicates  that  this  is 
true.  Many  patients  with  sliding  hiatus  hernia  have 
little  or  no  gastric  reflux  into  the  esophagus  and, 
occasionally,  patients  with  no  hernia  will  have  re- 
flux esophagitis.  Further,  if  the  inferior  esophageal 
sphincter  action  is  weak  or  destroyed  by  disease, 
as  is  sometimes  noted  with  a hiatus  hernia,  normal 
restoration  of  anatomic  relationships  will  be  rel- 
atively ineffective,  symptoms  will  persist  or  recur, 
and  sometimes  later  actual  recurrence  of  the  her- 
nia will  become  demonstrable. 

The  purpose  of  this  presentation  is  to  review 
these  problems  and  to  state  our  present  concepts 
concerning  the  surgical  management  of  sliding 
hiatus  hernia.  These  concepts  reflect  our  accumu- 
lated experience  in  the  surgical  management  of 
over  one  hundred  patients  over  the  last  twelve 
years  as  well  as  the  influence  of  contributions  to 
the  surgical  literature  of  many  authors  too  numer- 
ous to  name  for  fear  of  omission.  The  first  eighty 
patients  treated  from  1952-1962  were  the  subject 
of  an  analysis  and  study  completed  a year  ago. 
The  accompanying  tables  give  an  idea  of  the  types 
of  patients  and  surgical  operations  performed  in 
this  series. 

Selection  of  patients,  principle  of  operation 

Selection  of  patients  for  operative  intervention 
can  be  as  important  in  determining  operative  re- 
sults as  the  type  of  operative  procedure  performed 
in  many  instances.  This  has  been  given  considera- 
tion in  a previous  report.  Suffice  it  to  state  that  a 
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TABLE  1 

OPERATIONS  PERFORMED  IN  PATIENTS 
WITH  HIATUS  HERNIA 
1952-1962 


Total  number  of  patients  79 

Total  number  of  operations 81 

Hiatal  hernia  repairs  76 

Resection  esophageal  stricture  5 

Operative  approach 

Thoracic  18 

Abdominal  62 

Combined  1 

Additional  associated  surgical  procedures 41 


carefully  taken  history,  roentgenographic  study  in- 
cluding fluoroscopy,  esophagoscopy  and  gastric 
secretion  studies  are  necessary  in  every  patient. 
Special  studies  of  esophageal  pressures,  pH,  and 
motility  by  cine  technics  may  aid  in  certain  prob- 
lems but  can  also  be  difficult  to  interpret  and  are 
not  necessary  in  the  diagnosis  and  selection  of 
most  patients  for  operation.  In  general,  our  oper- 
ative series  of  patients  constitute  a highly  selected 
group. 

Our  major  principle  in  the  surgical  manage- 
ment of  patients  with  hiatus  hernia  has  been  that 
the  operative  procedure  should  be  tailored  to  meet 
the  individual  patient’s  problem.  The  operation 
performed  should  be  just  what  is  necessary  and 
no  more.  We  have  resisted  the  temptation  to  apply 
“shot  gun”  combinations  of  ancillary  procedures 
to  simple  hernia  repair  in  the  blind  hope  that  the 
sum  total  result  would  be  superior.  Any  additional 
unnecessary  surgical  procedure  adds  to  possible 
operative  morbidity  and  mortality  as  well  as  the 
possibility  of  late  postoperative  adverse  effects  of 
the  unnecessary  procedure  itself. 

We  have  learned  to  prefer  the  abdominal  ap- 
proach for  esophageal  hiatus  hernia  repair  unless 
definite  contraindications  are  present.  These  mat- 
ters were  considered  in  a previous  publication. 

Grouping  of  patients  for  operation 

Accurate  prediction  preoperatively,  or  at  the 
time  of  operation,  of  the  postoperative  efficiency 
of  the  esophagogastric  sphincter  mechanism  fol- 
lowing simple  hernia  repair  is  not  always  possible. 
Usually,  however,  this  can  be  assessed  with  suf- 
ficient accuracy  to  allow  consideration  of  four 
groups  of  patients.  First  are  those  patients  in 
whom  the  intrinsic  lower  esophageal  sphincter 
mechanism  is  obviously  good.  Additional  enhance- 
ment by  hernia  repair  may  or  may  not  be  es- 
sential to  relieve  symptoms.  Second  are  those  pa- 


tients whose  lower  esophageal  sphincter  mecha- 
nism has  probably  been  yielded  permanently  in- 
effective to  varying  degrees.  Here,  measures  in 
addition  to  hernia  repair  are  necessary.  This  group 
includes  some  patients  where  this  decision  is  clear 
cut  and  others  where  the  decision  becomes  a 
matter  of  judgment.  Third  are  patients  whose 
esophagus  is  often  shortened  and  a “fixed”  stric- 
ture is  present  that  requires  resection  in  order  to 
allow  the  passage  of  food.  Following  resection  the 
intrinsic  esophageal  sphincter  mechanism  will  no 
longer  exist.  Simple  hernia  repair  is  no  longer 
feasible.  Fourth,  the  infant  and  young  child  with 
sliding  hiatus  hernia  constitute  a different  prob- 
lem from  the  adult  and  deserve  separate  considera- 
tion. 

Group  1 

Our  basic  operation  for  Group  I patients  whose 
intrinsic  lower  esophageal  sphincter  mechanism  is 
sufficient  remains  the  classical  Allison  type  hernia 
repair.  This  operation  has  proved  almost  uniform- 
ly satisfactory  for  sliding  hernia  in  patients  with 
mild  or  pseudoesophagitis  and  for  those  patients 
with  no  evidence  of  esophagitis  whose  symptoms 
arise  primarily  from  gastric  pouch  herniation 
above  the  diaphragm.  The  latter  include  patients 
with  obstructive  symptoms  or  occult  to  exsangu- 
inating hemorrhage  from  the  herniated  gastric 
pouch  as  a result  of  ulcer  or  gastritis  with  super- 
ficial ulcerations.  These  patients  usually  have 
normal  or  below  normal  overnight  gastric  secre- 
tions (12  hours  less  than  20  mEq.  and  under 
1000  ml.  total  volume).  It  deserves  special  em- 
phasis that  this  type  of  patient  may  have  severely 
distressing  or  even  incapacitating  symptoms  with- 
out esophagitis  being  present.  Gastric  hemorrhage 
may  endanger  life.  Demonstrated  esophagitis  as 

TABLE  2 

ASSOCIATED  OPERATIVE  PROCEDURES  IN 
41  PATIENTS  WITH  HIATUS  HERNIA  REPAIR 


Biliary  tract  18 

Subtotal  gastrectomy  10 

distal  7 

proximal  3 

with  vagotomy  6 

Vagotomy  and  pyloroplasty  ? 

Esophageal  resection  5 

Pyloroplasty  1 

Ventral  hernia  repair  3 

Resection  pulmonary  cyst  1 

Appendectomy  3 

Jejunal  interposition  1 
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the  sine  qua  non  for  surgical  repair  of  esophageal 
hiatus  sliding  hernia  has  been  overstressed  often 
to  the  point  of  failing  to  acknowledge  this  type  of 
patient.  While  heartburn  from  esophagitis  is  the 
most  dramatically  and  consistently  relieved  symp- 
tom by  hiatal  hernia  repair,  hernia  repair  should 
not  be  withheld  in  the  absence  of  this  manifesta- 
tion in  selected  patients. 

An  Allison  type  hernia  repair  alone  is  recom- 
mended in  patients  with  associated  gallbladder 
disease  where  the  origin  of  symptom  complexes 
may  be  confusing  and  both  disorders  deserve 
remedy  at  the  same  operation.  This  operation  has 
also  proved  satisfactory  in  patients  with  parae- 
sophageal hernia  where  gastric  reflux  into  the 
esophagus  usually  poses  no  problem. 

Group  11 

Patients  whose  intrinsic  lower  esophageal  sphinc- 
ter mechanism  is  obviously  insufficient,  and  will 
probably  continue  to  be  after  hernia  repair,  com- 
prise several  different  categories.  First,  those  pa- 
tients with  severe  esophagitis  and  a pliable  stric- 
ture which  can  be  sufficiently  dilated  to  relieve 
obstruction.  Second,  patients  with  severe  esoph- 
agitis in  the  presence  of  above  normal  12  hour 
overnight  gastric  secretion  studies.  Third,  patients 
with  associated  peptic  ulcer  of  the  duodenum,  a 
particularly  vicious  combination.  These  latter  pa- 
tients almost  invariably  have  demonstrable  esoph- 
agitis on  esophagoscopy.  Severe  esophagitis  with 
ulcerations  and  stricture  can  be  expected  in  due 
course  if  not  already  present. 

This  entire  group  of  patients  deserves  ancillary 
measures  to  reduce  acid  peptic  secretions  of  the 
stomach  in  addition  to  classical  hernia  repair. 
Dilating  an  esophageal  stricture  without  reduction 
of  possible  acid  secretion  reflux  is  especially  haz- 
ardous as  it  may  pave  the  way  for  even  more  seri- 
ous esophageal  complications.  The  ancillary  mea- 
sures in  addition  to  hernia  repair  that  we  have 
utilized  have  varied  with  the  severity  of  the  prob- 
lem. Vagotomy  with  pyloroplasty  has  been  the 
procedure  of  choice  for  patients  with  moderate  to 
severe  esophagitis  who  are  gastric  hypersecretors 
but  have  no  active  duodenal  ulcer  present.  Vagot- 
omy with  antrectomy  (50  per  cent  resection)  or 
radical  subtotal  resection  have  been  utilized  if 
severe  esophagitis  with  pliable  stricture  and/or 
if  active  duodenal  ulcer  is  present  in  an  attempt  to 
reduce  gastric  secretions  to  an  absolute  minimum. 
Roux  en  Y anastomosis  of  the  jejunum  to  the 
remaining  gastric  pouch  when  the  latter  proce- 


TABLE  3 

HERNIA  TYPE,  COMPLICATIONS  AND 
ASSOCIATED  DISEASE 


Sliding  hernia  76 

Paraesophageal  3 

Esophagitis 18 

Esophagitis  with  stricture  9 

Short  esophagus  7 

Biliary  tract  disease  18 

Peptic  ulcer 13 

duodenal  8 

gastric  5 

Barrett’s  ulcer  2 

Hypertrophic  pyloric  stenosis  1 


dures  are  used  will  also  reduce  the  possibility  of 
reflux  of  alkaline  jejunal  juices  through  the  stom- 
ach pouch  into  the  esophagus.  That  these  juices 
may  themselves  cause  esophagitis  is  evident  in 
certain  total  gastrectomy  patients. 

Group  III 

Patients  presenting  with  hiatal  hernia  compli- 
cated by  a non-pliable  “fixed”  stricture  require 
resection  of  the  stricture.  This  feature  can  be 
fairly  accurately  assessed  by  preoperative  esoph- 
agoscopy, but  actual  direct  inspection  at  operation 
is  necessary  to  fully  define  the  exact  nature  and 
severity  of  the  stricture.  Dependent  upon  these 
findings  the  patient  may  fall  into  Group  II  instead 
of  Group  III.  Intraluminal  dilators  may  be  passed 
with  external  support  of  the  esophageal  wall.  The 
stomach  or  esophagus  may  be  opened  for  direct 
visualization.  Every  possible  attempt  should  be 
made  to  preserve  the  esophago-gastric  junction. 

Strictures  of  minor  degree  tend  to  occur  low 
in  the  esophagus  a few  centimeters  above  the 
cardia.  These  lower  esophageal  rings  may  require 
resection  but  usually  yield  to  finger  fracture  on 
dilation.  In  the  latter  instance  the  patient  would 
be  considered  as  in  Group  II. 

Nonpliable  fixed  strictures  in  our  experience 
have  usually  occupied  a higher  level  in  the  esoph- 
agus, 6-7  cms.  or  more  above  the  cardia.  The 
esophagus  inferior  to  the  stricture  has  been  lined 
with  a glandular  epithelium.  A Barrett’s  ulcer 
may  be  present  (Fig.  1).  The  muscle  wall  of  the 
esophagus  at  the  level  of  the  stricture  may  be 
thickened  as  though  it  had  been  telescoped  to- 
gether as  the  mucosal  and  submucosal  scarring 
of  the  stricture  had  contracted  the  esophagus 
longitudinally  and  shortened  it.  Contrary  to  some 
reports  attempts  at  direct  excision  in  our  hands 
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Fig.  1.  Sliding  hiatus  hernia  complicated  by  esopha- 
geal stricture.  The  large  ulcer  crater  just  below  the 
stricture  represents  a Barrett’s  ulcer  in  a gastric 
mucosa  lined  lower  esophageal  segment.  Note  also 
the  grossly  deformed  duodenal  bulb,  the  site  of  a 
giant  duodenal  ulcer. 

of  such  a stricture  have  either  been  unsuccessful 
or  have  resulted  in  a long  lower  segment  of 
esophagus  denuded  of  mucosa  which  we  have 
feared  would  restricture  or  leak  before  re-epi- 
theliazation  could  occur.  We  have  ended  up  re- 
secting this  segment.  It  is,  however,  quite  remark- 
able how  such  a shortened  esophagus  may  be 
elongated  to  its  normal  length  after  intralumenal 
resection  of  the  stricture.  What  initially  appears 
to  be  an  esophagus  too  short  to  reach  the  dia- 
phragm will  pass  through  the  hiatus  with  ease. 
Technics  may  be  developed  where  this  fact  can 
be  exploited  so  that  resection  will  be  unnecessary 
in  some  patients.  Whether  or  not  a competent  in- 
trinsic inferior  esophageal  sphincter  mechanism 
would  result  under  these  circumstances  is  doubtful. 

After  resection  of  the  strictured  lower  esopha- 
gus, hernia  repair  in  the  usual  sense  will  be  im- 
possible and  the  sphincter  mechanism  of  the  lower 
esophagus  will  be  lost.  Measures  to  restore  ali- 
mentary tract  continuity  must  take  these  facts 
into  account.  Methods  must  be  applied  which 
will  offer  maximum  protection  to  the  esophagus 


from  reflux  esophagitis  above  the  line  of  resection. 

No  method  is  available  today  which  is  completely 
satisfactory  or  even  best  applicable  to  all  situa- 
tions. Some  degree  of  reflux  of  gastric  contents  is 
inevitable.  Circumstances  prevailing  at  operation 
will  vary  in  different  patients. 

We  have  preferred,  in  general,  an  esophago- 
gastric anastomosis  with  attempts  made  to  pro- 
duce a relatively  an-acid  gastric  pouch.  Vagotomy 
with  radical  resection  of  the  proximal  stomach 
and  pyloroplasty,  jejunal  interposition,  and  vagot- 
omy with  distal  gastric  resection  have  been  per- 
sonally utilized.  At  the  present  time  the  latter 
operation  with  a Roux  en  Y jejunal  anastomosis 
to  the  proximal  stomach  pouch  is  chosen  when 
feasible.  This  has  the  advantage  of  diverting  al- 
kaline jejunal  contents  and  preventing  their  possi- 
ble reflux  into  the  esophagus.  This  can  be  accom- 
plished in  one  or  two  stages.  Interposition  of  je- 
junum or  colon  has  the  advantage  of  maintaining 
the  normal  size  of  the  stomach  which  can  also  be 
placed  entirely  below  the  diaphragm.  Then  the 
stomach  and  the  anastomosis  to  the  interposed 
organ  are  'not  subjected  to  negative  intrathoracic 
pressure.  More  experience  will  be  required  to  deter-  | 
mine  which  of  these  methods  will  prove  superior. 

Group  IV 

Infants  and  young  children  with  hiatus  hernia, 
though  similar  in  some  respects  to  adults,  basi- 
cally present  different  problems  that  deserve  sep- 
arate consideration.  Surgical  intervention  has 
proved  less  successful.  These  matters  have  been 
the  subject  of  many  publications.  Our  experience 
has  supported  these  concepts. 

Persistent  vomiting  beginning  early  in  infancy 
sometimes  associated  with  hematemesis,  anemia, 
dysphagia,  pulmonary  complications  and  eventu- 
ally stricture  formation  from  esophagitis  have 
been  ascribed  to  chalasia  (lax  esophagus),  hiatus 
hernia  and  partial  thoracic  stomach  (congenital 
short  esophagus).  Clinically,  including  findings  at 
esophagoscopy  and  at  radiographic  examination, 
it  may  be  impossible  to  distinguish  between  these 
conditions,  particularly  in  the  early  stages.  Some- 
times there  is  an  associated  hypertrophic  pyloric 
stenosis.  Whether  they  all  represent  different 
stages  or  degrees  of  the  same  fundamental  dis- 
order remains  a matter  of  conjecture.  As  surgeons, 
all  too  frequently,  we  do  not  see  such  patients 
until  shortening  of  the  esophagus  with  stricture 
and  an  obvious  hiatus  hernia  are  present.  It  is 
then  the  question  of  the  chicken  and  the  egg. 
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At  esophagoscopy  and  operation  these  stric- 
tures in  infants  usually  lie  at  a higher  level  than  in 
the  adult  and  they  are  pliable  not  requiring  resec- 
tion. Marked  paraesophagitis  commonly  involves 
the  adjacent  mediastinum.  Extensive  mobilization 
of  the  esophagus  which  may  be  quite  tedious  usu- 
ally allows  it  to  be  readily  drawn  below  the  dia- 
phragm so  that  a classical  hernia  repair  can  be 
performed.  Such  operation  may  temporarily  im- 
prove symptoms  but  vomiting  often  persists  or 
recurs,  and  over  the  course  of  months,  so  does 
the  esophagitis,  stricture  and  hernia.  One  is  again 
back  where  he  started.  It  is  obvious  that  infants 
presenting  such  a sequence  of  events  have  an  in- 
efficient esophago-gastric  sphincter  mechanism.  It 
remains  ineffective  after  restoration  of  essentially 
normal  anatomic  relationships  by  hernia  repair. 
It  is  logical  to  conclude  that  the  intrinsic  inferior 
esophageal  sphincter  mechanism  was  inadequate 
from  the  beginning  and  is  very  likely  the  original 
source  of  trouble. 

A large  proportion  of  infants  in  the  early  stage 
of  these  confusing  complexes  will  spontaneously 
overcome  their  difficulty  on  medical  therapy  with 


Fig.  2.  Recurrent  sliding  hiatus  hernia  with  esopha- 
gitis and  pliable  stricture  following  transthoracic 
Allison  type  hernia  repair  performed  18  months 
earlier.  Vomiting  persisted  after  hernia  repair. 


Fig.  3.  Same  patient  as  Fig.  2 following  second 
Allison  type  hernia  repair,  vagotomy,  antrectomy 
and  Roux  en  Y jejunal  anastomosis.  Now  asympto- 
matic 18  months  later. 

the  maintenance  of  a constant  upright  position.  If 
this  does  not  occur  after  6-9  months  or  if  the  condi- 
tion is  progressing  adversely,  surgical  intervention 
should  be  considered.  Classical  hernia  repair  is 
too  often  unsuccessful.  In  addition  to  hernia  re- 
pair if  pyloric  stenosis  or  delayed  gastric  empty- 
ing is  present  and/or  in  less  severe  esophageal 
complications,  vagotomy  plus  pyloroplasty  has 
been  used  effectively.  In  a recent  severe  problem 
in  a child  with  recurrent  esophageal  stricture  and 
hiatal  hernia  we  have  utilized  the  procedure  of 
vagotomy,  antral  resection  and  Roux  en  Y anas- 
tomosis of  the  jejunum  to  the  stomach  pouch. 
This  5-year-old  child  now  eighteen  months  follow- 
ing this  operation  has  no  esophagitis,  no  dyspha- 
gia, no  recurrence  of  hernia,  and  for  the  first 
period  in  her  life  has  stopped  daily  vomiting  which 
persisted  following  simple  transthoracic  hernia  re- 
pair at  17  months  of  age  (Fig.  2 and  Fig.  3). 

The  recently  reported  series  of  infant  patients 
by  Botha  would  indicate  that  a less  extensive  sur- 
gical procedure,  esophago-phrenoplasty,  may 
prove  the  procedure  of  choice  for  early  stages  of 
( Continued  on  page  57) 
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D-tri-iodothyronine  effect  on  serum  cholesterol 

Clinical  trial  in  hypercholesteralemic  patients* 

Richard  S.  Watts,  MD,  and  Robert  G.  Schoenfeld,  Ph.D.,  Albuquerque,  New  Mexico 


Eight  months’  experience  with  the  dextro 
form  of  tri-iodothyronine  is  reported, 
including  discussion  of  methods,  results 
and  precautions. 


Analogues  of  thyroid  hormones  continue  to 
attract  interest  for  their  hypocholesterolemic  ef- 
fect, which  in  many  instances  is  apparently  great- 
er than  their  calorigenic  effect  when  compared  to 
the  parent  hormones.  In  this  long-term  clinical 
study,  attempt  is  made  to  evaluate  D-3,5,3'-tri- 
idiothyronine  (DT3)**  for  this  purpose  with  em- 
phasis on  caution  in  using  such  drugs,  especially 
in  patients  with  heart  disease.  Also  demonstrated 
is  a common  source  of  bias  in  such  studies. 

Method 

Ten  euthyroid  patients  were  selected  with  serum 
cholesterol  levels  above  250  mg  per  110  ml,  the 
upper  limit  of  normal  for  this  laboratory.  These 
patients  were  chosen  by  surveying  for  elevated 
cholesterol  the  day’s  laboratory  results  in  a 500- 
bed  hospital.  That  these  case  finding  levels  repre- 
sented “peaks”  for  these  patients  is  shown  by  a 
lower  mean  cholesterol  for  the  next  three  (place- 
bo) values  in  every  case.  There  were  five  patients 
with  cardiovascular  disease:  four  with  coronary 
arteriosclerosis  and  one  with  tuberculous  calcific 
pericarditis  and  paroxysmal  tachycardia.  Patients 
were  seen  every  two  to  four  weeks  with  careful 
search  for  signs  or  symptoms  of  hypermetabolism 
and  for  determination  of  fasting  serum  cholesterol 
each  visit.  Three  base  level  values  were  obtained 
during  a two-week  placebo  period.  Then  for  six- 
teen weeks  each  subject  received  a double  blind 
coded  capsule  of  DT3,  the  dose  being  raised  to 
two  capsules  if  serum  cholesterol  levels  were  not 

* From  the  Department  of  Medicine,  University  of  New  Mexi- 
co School  of  Medicine,  and  the  Medical,  Radioisotope  and 
Clinical  Laboratory  Services,  Veterans  Administration  Hos- 
pital, Albuquerque,  New  Mexico. 

Dr.  Watts  is  Instructor  in  Medicine  at  University  of  New 
Mexico  School  of  Medicine  and  Staff  Physician  at  Veterans 
Administration  Hospital.  Dr.  Schoenfeld  is  Clinical  Biochem- 
ist, Department  of  Pathology,  Veterans  Administration  Hos- 
pital. 

**  Supplied  as  SKF.  D2623  by  Smith,  Kline  and  French  Lab- 
oratories, Philadelphia. 


depressed.  As  a result  the  daily  dose  varied  from 
0.1  to  0.4  mg  during  this  double  blind  period.  The 
code  was  then  broken  by  the  investigator  and  for 
the  remaining  twenty  weeks  daily  doses  of  0.5 
to  1.5  mg  were  given,  as  calculated  to  lower 
cholesterol  and  avoid  toxicity.  The  patients  re- 
mained unaware  of  dose  levels  or  placebo  usage 
throughout  the  study.  BMR  and  PBI  were  deter- 
mined at  the  onset  and  whenever  indicated  there- 
after. 

Results 

Table  1 summarizes  the  pertinent  data  for  each 
case.  Mean  serum  cholesterol  values  were  not 
significantly  effected  by  the  0.1  to  0.4  mg  dose 
during  the  double  blind  sixteen-week  period,  but 
in  the  last  twenty-week  period,  they  decreased 
from  8 to  23  per  cent  on  the  0.5  to  1.5  dosage, 
(p  = .01)  with  an  average  decrement  of  14  per 
cent.  However,  if  the  initial  case  finding  values 
were  used  alone,  a “decrease  of  23  per  cent”  could 
be  manufactured,  or  even  if  they  were  simply 
combined  with  the  three  placebo  values  a “de- 
crease of  17  per  cent”  would  result.  This  is  dis- 
cussed below.  Also  noted  was  a tendency  to 
escape  to  higher  cholesterol  levels  after  a few 
months  at  a constant  dose  level.  Body  weight  fell 
in  all  but  one  of  the  patients  who  were  followed 
the  full  nine  months,  with  an  average  loss  of  eight 
pounds,  despite  advice  not  to  curtail  food  intake 
or  alter  the  types  of  food  eaten. 

Side  Effects 

With  the  exception  of  Case  1,  described  below, 
no  patient  experienced  hypermetabolic  symptoms 
(irritability,  sweating,  palpitation,  stool  frequency, 
hyperphagia,  etc.)  or  signs  (increased  pulse  rate, 
blood  pressure  or  temperature,  skin  change,  etc.) 
except  for  weight  loss.  This  was  true  even  in  cases 
experiencing  aggravation  of  angina.  There  was 
no  change  in  insulin  requirement  of  diabetics. 
Of  the  five  cardiovascular  patients,  one  had  in- 
creased frequency  of  paroxysmal  tachycardia  and 
did  not  complete  the  study,  and  two  at  the  end  of 
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TABLE  1 


CHANGES  IN  SERUM  CHOLESTEROL  LEVELS  IN  TEN  HYPERCHOLESTEROLEMIC  PATIENTS 

TREATED  WITH  DT3. 


Case 

Age 

Sex 

DIAGNOSIS 

CASE 

FINDING 

VALUE 

PLACEBO 

2 WEEKS 
MEAN 

DT3* 

16  WEEKS 
MEAN  + SD 

DT3* 

20  WEEKS 
MEAN  ± SD 

PER  CENT 
LOWERING** 

1. 

53 

M 

TBC  Pericarditis,  Calcific 
Paroxysmal  Tachycardia*** 

290 

244 

259  ± 

13 

2. 

52 

F 

Familial 

Hypercholesterolemia 

340 

307 

284  ± 

11 

249  ± 11 

19 

3. 

63 

M 

Arteriosclerosis- 
Obliterans,  Pulmonary 
Emphysema 

350 

295 

295  ± 

10 

228  ± 26 

23 

4. 

53 

M 

TBC  Pulmonary  & Spine, 
Rheumatoid  Arthritis 

290 

250 

227  ± 

16 

205  ± 4 

18 

5. 

70 

M 

Coronary  Arteriosclerosis 

330 

249 

228  ± 

11 

211  ± 35 

15 

6. 

65 

M 

Coronary  Arteriosclerosis*** 
Diabetes  Mellitus 
Arteriosclerosis-obliterans 

390 

260 

238  ± 

12 

210  ± 20 

19 

7. 

64 

M 

Coronary  Arteriosclerosis*** 
Chronic  Lymphatic  Leukemia 
Arteriosclerosis-obliterans 

342 

342 

294  ± 

9 

295  ± 26 

14 

8. 

39 

M 

Diabetes  Mellitus 

Anxiety 

322 

310 

302  ± 

13 

265  ± 12 

15 

9. 

29 

M 

Diabetes  Mellitus 

Obesity 

301 

268 

296  ± 

16 

243  ± 35 

11 

10. 

57 

M 

Coronary  Arteriosclerosis 

380 

350 

335  ± 

13 

320  ± 25 

8.6 

Average  Value 

344 

287 

275  ± 

13 

247  ± 21 

14 

* Dosage  as  discussed  above  (see  method) 

**  From  mean  of  placebo  period  to  mean  of  20-week  period 
***  Aggravation  of  cardiac  condition  (see  case  reports) 


the  study  had  aggravation  of  angina.  Case  reports 
of  these  three  cardiovascular  patients  follow. 

CASE  1.  A 53-year  old  man,  who  ten  years  pre- 
viously was  hospitalized  for  tuberculous  pericarditis 
which  had  since  become  calcific  by  x-ray,  for 
two  years  had  bouts  of  auricular  flutter  and  fibril- 
lation treated  with  quinidine  400  mg  b.i.d.,  and  had 
daily  bouts  of  palpitation  lasting  one  half  to  several 
hours.  PBI  was  7.0  /xg  per  cent;  24-hour  I131  uptake 
20  per  cent.  On  only  0.2  mg  DT3  daily,  he  com- 
plained of  an  increase  in  stool  frequency  from  two 
to  six  daily,  heat  intolerance,  sweating,  and  insomnia. 
Because  of  more  frequent  episodes  of  tachycardia,  the 
dose  of  quinidine  was  increased  to  400  mg  every  4 
hours.  BMR  rose  from  plus  5 to  plus  21.  DT3  was 
discontinued  with  return  to  control  state.  Three 
months  later  25  me  I131  was  given  to  induce  hypo- 
thyroidism. There  was  subsequent  abolition  of  ar- 
rhythmia and  return  from  disability  retirement  to  full- 
time light  work. 

CASE  6.  A 65-year  old  man,  with  diabetes  of  30 
years’  duration  on  30  units  of  NPH  insulin  daily, 
had  a myocardial  infarction  three  years  previously 
and  a lumbar  sympathectomy  for  arteriosclerosis  ob- 
literans one  year  previously.  He  had  one  minute 


episodes  of  angina  almost  daily.  His  blood  pressure 
was  190/100.  After  twenty  weeks  of  DT3  1.0  mg 
daily  he  developed  weakness  in  the  left  arm  and 
increased  angina,  and  three  days  after  discontinuing 
the  drug  he  experienced  a severe  three-hour  bout  of 
coronary  insufficiency  without  electrocardiographic 
change  from  a pattern  of  old  anterior  infarction. 
There  was  no  rise  in  serum  transaminase  level. 

CASE  7.  A 64-year  old  man  with  blood  pressure 
of  185/90,  with  asymptomatic  chronic  lymphatic 
leukemia,  and  mild  angina  once  or  twice  a year  re- 
ceived DT3,  1.5  mg  daily.  After  eighteen  weeks  he 
developed  severe  angina  requiring  hospitalization. 
There  was  no  change  in  electrocardiographic  left 
ventricular  ischemic  pattern  and  no  rise  in  serum 
transaminase. 

Discussion 

Distinct  hypocholesterolemic  action  of  DT3  in 
seen  in  this  study,  as  in  others,1- 2- 3-  8-  9 with 
lowering  of  serum  cholesterol  levels  21  to  33  per 
cent.  No  published  clinical  trial  to  date  has  failed 
to  show  this  effect,  although  our  figure  of  14  per 
cent  lowering  is  the  least  impressive  and  is  felt  to 
reflect  the  fact  that  selectively  high  “case  finding” 
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values  were  rejected  in  calculating  base-level 
figures.  No  comment  on  this  cause  of  bias  is  found 
in  previous  reports,  and  this  could  be  a critical 
source  of  error,  especially  where  control  periods 
are  short.  Besides  its  cholesterol  action,  DT3  is 
known  also  to  lower  serum  triglycerides  and  phos- 
pholipids in  man.  That  ischemic  heart  disease  can 
be  prevented  or  improved  by  this  has  not  been 
established  in  man,  but  work  by  Brown2  has  indi- 
cated that  rats  fed  infarct-producing  diets  not  only 
have  lower  lipid  levels  when  given  DT3,  but  also 
are  protected  from  infarctions.  To  be  clinically 
acceptable  for  use  in  arteriosclerotic  patients,  a 
thyroid  compound  should  ideally  exhibit  lipid 
lowering  action  without  hypermetabolism.  Indeed 
studies  of  D-thyroxine11  showing  greater  liver  (the 
main  site  of  lipid  metabolism)  concentration  as 
compared  to  L-thyroxine  would  suggest  such  an 
analogue  may  well  exist.  However,  studies  with 
both  DT4,1’  3’ 4’ 5’  6 and  DT32’ 7 have  indicated 
that  not  only  does  hypermetabolism  occur  at 
effective  dose  levels,  but  that  its  onset  is  so  in- 
sidious as  to  be  undetectable  by  our  insensitive 
parameters  of  metabolic  function.  As  a result  al- 
most every  investigator  has  encountered  aggrava- 
tion of  angina  in  almost  half  of  the  cases  with 
coronary  arteriosclerosis,  and  has  reported  actual 
infarction,3, 5’ 7 congestive  failure,4  or  sudden 
death,2’ 6 in  seven  per  cent.  In  evaluating  calori- 
genic  activity,  regular  recording  of  body  weight 
would  appear  to  be  the  most  important  index, 
and  steady  weight  loss  an  early  warning  sign.  The 
present  study  encountered  increased  cardiac  symp- 
toms in  three  of  five  cardiacs.  Of  interest  was  the 
worsening  of  arrhythmia  in  one  case  which  was 
later  greatly  improved  by  I131  induction  of  hypo- 
thyroidism. Other  investivators  have  also  noted 
intermittent  arrhythmias  during  DT3  therapy.  The 
increase  of  angina  in  our  cases  without  elevated 
BMR,  etc.,  is  in  keeping  with  the  observed  relief 
of  angina  after  I131  therapy  seen  in  some  patients 


without  development  of  frank  hypothyroidism. 

Comparison  of  results  with  DT4  to  results  ob- 
tained with  DT3  in  the  present  and  other  studies 
would  indicate  generally  the  same  incidence  of 
toxicity  at  comparable  levels  of  lipid  lowering. 
Probably  the  greatest  usefulness  of  these  drugs 
will  be  in  patients  with  a high  risk  of  arterio- 
sclerosis (hyperlipidemia,  family  history)  but  who 
have  not  yet  developed  clinical  coronary  artery  dis- 
ease. The  continued  search  for  a better  thyroid 
hormone  analogue  seems  worthwhile. 

Summary 

Ten  euthyroid  hypercholesterolemic  patients  ex- 
perienced an  average  14  per  cent  decrease  in 
serum  cholesterol  while  receiving  0.5  to  1.5  mg 
daily  of  D-3,5,3'-tri-iodothyronine,  but  three  of 
five  with  cardiac  conditions  had  worsening  of 
angina  or  arrhythmia.  The  lowering  of  serum 
cholesterol  is  still  of  questionable  merit,  and  this 
end  would  not  seem  to  justify  the  risk  in  cardiac 
patients.  • 
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YOUR  ATTENTION,  PLEASE 

Did  you  answer  the  questionnaire  which  appeared  on  page  17  of  the  January  is- 
sue? If  not,  will  you  please  tear  it  out  and  complete  it  right  now  and  return  it  to 
us?  The  information  is  important  to  the  Journal. 
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Abdominal  problems  in  infancy 

and  childhood* 

Pitfalls  in  diagnosis  and 
surgical  management  of  urgent  cases 

Charles  W.  McLaughlin,  Jr.,  MD,  Omaha,  Nebraska 


The  common  pediatric  surgical  problems  are 
conveniently  classified,  and  the  highlights 
of  diagnosis  and  treatment  are  brought 
clearly  into  focus. 

Diagnosis  and  treatment  of  abdominal  emer- 
gencies in  infancy  and  early  childhood  offer  a real 
challenge  for  those  who  see  pediatric  patients. 
History  is  often  limited  and  pertinent  data  must 
be  obtained  largely  by  physical  examination  and 
competent  radiographic  assistance.  The  average 
mother,  even  if  distraught,  is  a good  observer  and 
can  provide  valuable  aid  in  making  the  diagnosis. 
Seldom  are  subjective  symptoms  easy  to  elicit 
although  older  children  often  have  a remarkable 
ability  to  describe  their  pain.  Physical  examina- 
tion is  of  extreme  importance.  Care  must  be  ex- 
ercised in  obtaining  the  cooperation  of  the  in- 
fant or  child  before  examination  is  undertaken. 
Warm  hands,  gentleness,  and  a deliberate  ap- 
proach are  all  essentials.  Most  children  are  in- 
herently friendly  and  a few  words  in  regard  to 
their  family,  pets,  or  school  will  provide  adequate 
rapport.  In  the  examination  of  a suspected  acute 
abdominal  condition  in  an  older  child,  diversion- 
ary conversation  may  be  used  to  great  advantage. 

There  are  principles  which  must  be  constantly 
followed  in  the  management  of  abdominal  emer- 
gencies in  these  small  patients  if  a lowered  mor- 
tality is  to  be  obtained.  The  surgeon  must  realize 
that  the  physiologic  balance  in  the  newborn  and 
young  infant  has  not  had  time  to  fully  develop 
its  resources,  especially  in  the  premature.1  In  the 

* From  the  Department  of  Surgery,  University  of  Nebraska 
College  of  Medicine,  and  the  Surgical  Service,  Childrens 
Memorial  Hospital,  Omaha,  Nebraska.  Presented  at  61st 
Annual  Meeting,  Wyoming  State  Medical  Society,  Sept.  2, 
1964. 


care  of  these,  one  must  accept  an  instability  of 
temperature  regulation,  low  respiratory  and  car- 
diac reserve,  relatively  low  values  for  plasma  pro- 
teins, and  a tendency  to  electrolyte  imbalance. 

Blood  and  intravenous  fluids  are  necessary  in 
the  pre-  and  postoperative  periods  in  practically 
all  newborn  and  infants  requiring  surgical  pro- 
cedures. Since  the  infant  has  a limited  cardiac  re- 
serve and  a marked  susceptibility  to  edema,  fluid 
should  be  given  by  slow  drip,  preferably  through 
a polythene  cannula  in  the  long  saphenous  vein. 
More  harm  is  done  by  giving  too  much  fluid  than 
by  keeping  the  patients  on  the  dry  side.  A work- 
ing rule  in  small  infants  is  to  give  35  to  50  cc. 
per  pound  every  24  hours  by  the  intravenous 
route,  using  5 per  cent  glucose  in  water.  The 
amount  of  saline  administered  should  vary  from 
one-sixth  to  one-third  of  the  total  daily  volume 
depending  upon  chloride  loss  through  vomiting 
or  gastric  suction.  Blood  must  always  be  available, 
and  we  routinely  transfuse  infants  undergoing  pro- 
longed major  procedures  giving  10  cc.  of  blood 
per  pound  of  body  weight.  The  administration 
of  plasma  in  amounts  up  to  10  cc.  per  pound 
daily  may  be  very  valuable  when  oral  intake  of 
food  is  impossible. 

Decompression  of  the  small  bowel  by  suction 
in  the  infant  is  rarely  feasible  but  gastric  lavage 
is  essential  to  assure  an  empty  stomach  during 
anesthesia  and  to  facilitate  exploration.  Adequate 
anesthesia  by  an  experienced  anesthetist  who  can 
vary  the  depth  as  required  is  an  invaluable  aid. 
It  is  self-evident  that  a high  oxygen  level  both 
during  operation  and  in  the  postoperative  pe- 
riod must  be  provided  together  with  great  care 
to  prevent  excessive  loss  of  body  heat. 
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Incisions  must  be  ample  for  adequate  explora- 
tion to  avoid  undue  trauma  through  retraction. 
In  all  congenital  intestinal  defects  in  the  newborn 
it  is  usually  desirable  and  expedient  to  deliver  the 
entire  small  bowel  and  a portion  of  the  colon  to 
permit  orientation  and  repair  as  indicated.  Enter- 
ostomy and  exteriorizing  procedures  should  be 
avoided,  if  possible.  The  immediate  re-establish- 
ment  of  intestinal  continuity  is  desirable  to  mini- 
mize fluid  loss  and  to  permit  early  feeding.  Time 
is  an  important  factor  and  a rapid  performance 
of  the  procedure,  with  gentleness,  will  often  car- 
ry many  seemingly  hopeless  problems  through 
to  recovery. 

We  do  not  propose  to  discuss  all  the  acute  sur- 
gical problems  encountered  in  infancy  and  early 
childhood  but  rather  the  more  common  ones  ad- 
mitted to  our  service  at  Childrens  Hospital,  with 
some  of  the  diagnostic  pitfalls.  There  are  innu- 
merable ways  to  classify  surgical  diseases  of  the 
abdomen  in  pediatric  patients.  However,  if  we 
divide  these  problems  into  their  general  age  group 
we  can  consider  the  child  from  birth  up  through 
the  age  when  he  is  no  longer  considered  a pedi- 
atric patient. 

Surgical  problems  encountered  during  the 
first  three  weeks  of  life 

Most  congenital  anomalies  in  the  newborn  in- 
compatible with  life  are  located  in  the  gastroin- 
testinal tract.  Although  they  occur  in  only  one  of 
every  four  or  five  thousand  infants,  they  are  re- 
sponsible for  the  majority  of  surgical  procedures 
performed  during  the  first  week  of  life.  It  is  im- 
perative that  these  abnormalities  be  recognized 
and  dealt  with  promptly  if  these  infants  are  to 
survive. 

TABLE  1 

ABDOMINAL  SURGICAL  PROBLEMS 
ENCOUNTERED  DURING  FIRST  THREE 
WEEKS  OF  LIFE 


1.  Omphalocele. 

2.  Imperforate  anus. 

3.  Duodenal  obstruction. 

4.  Obstruction  small  bowel  and  colon. 


1.  OMPHALOCELE.  These  are  probably  the 

most  interesting  lesions  seen  in  the  newborn  group 

and  present  surgical  problems  of  a most  urgent 
nature.  These  congenital  herniae  may  vary  in  size 
from  small,  readily  reducible  defects  to  those  with 
almost  complete  absence  of  the  abdominal  wall. 


Early  repair  is  essential  and  it  is  desirable  to  take 
the  infant  directly  from  the  delivery  room  to  sur- 
gery for  immediate  closure  of  the  defect.  We  pre- 
fer to  open  the  sac  to  permit  visualization  of  the 
abdominal  viscera  for  associated  anomalies.  When 
tension  incident  to  closure  becomes  hazardous,  the 
two  stage  method  of  initially  closing  the  skin  fol- 
lowed by  secondary  musculo-fascial  closure 
months  later  is  the  method  of  choice. 

2.  IMPERFORATE  ANUS.  This  condition  is 
usually  self-evident  and  most  of  these  infants  are 
seen  within  the  first  twenty-four  hours  of  life.  All 
variations  are  encountered  from  a simple  intact 
proctodeum  to  complicated  fistula  with  all  vari- 
ations between  these  two  extremes.  The  presence 
of  an  accompanying  recto-vaginal  or  recto-vesicle 
communication  must  always  be  considered.  X-ray 
examination,  with  the  infant  in  the  inverted  posi- 
tion, and  the  anal  dimple  marked  by  a lead  shot, 
is  helpful  in  determining  the  distance  between  the 
blind  bowel  end  and  the  anal  skin.  If  the  defect 
is  less  than  2.5  cm.  the  bowel  can  usually  be 
brought  down  through  a perineal  approach.  De- 
fects longer  than  2.5  cm.  require  an  abdominal 
procedure.  If  the  infant  with  a long  defect  is  pre- 
mature or  in  poor  condition,  weighing  less  than 
seven  pounds,  we  prefer  to  do  a primary  colostomy 
with  a secondary  definitive  operation  some  months 
later.  In  strong,  otherwise  healthy  babies,  an  ab- 
dominal pull-through  procedure  is  feasible  as  a 
primary  operation.  In  our  private  series  two-thirds 
of  the  infants  were  handled  by  a perineal  pro- 
cedure and  one-third  required  either  a primary 
colostomy  or  pull-through.  Multiple  associated 
congenital  defects  compatible  with  life  were  pres- 
ent in  18  per  cent  of  the  group. 

3.  DUODENAL  OBSTRUCTION.  Duodenal 
obstruction  of  a partial  or  complete  type  is  rela- 
tively common.1 2'  3 The  presenting  symptoms  are 
those  of  intermittent  vomiting  from  birth,  usually 
projectile  in  character  and  containing  bile,  in  the 
majority  of  instances.  Abdominal  distention,  ex- 
cept in  the  epigastrium,  is  not  a feature.  Peristaltic 
waves  are  commonly  visible  but  their  appearance 
from  birth  with  bile  in  the  vomitus  excludes 
pyloric  stenosis.  A flat  abdominal  film  character- 
istically discloses  a dilated  stomach  and  a mark- 
edly distended  duodenum  with  little  or  no  gas  in 
the  small  bowel. 

In  twenty-four  infants  explored  with  duodenal 
obstruction,  an  occluding  band  with  associated 
malrotation  was  found  in  nine,  and  in  five  only 
the  occluding  duodenal  band  without  malrotation 
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was  present.  There  were  nine  cases  of  duodenal 
atresia  and  one  with  an  annular  pancreas.  Two 
infants  in  the  series  had  associated  imperforate 
anus  and  three  had  multiple  congenital  defects 
compatible  with  survival.  Simple  division  of  con- 
genital duodenal  bands  with  correction  of  the 
volvulus  with  the  procedure  in  ten  cases.  Gas- 
trojejunostomy was  done  in  nine  cases  and  duo- 
denostomy  in  two  instances. 

4.  OBSTRUCTION  OF  SMALL  BOWEL 
AND  COLON  (exclusive  of  the  duodenum).  The 
most  common  cause  of  obstruction  of  the  small 
bowel  or  colon  in  this  age  group  is  congenital 
atresia  or  stenosis,  with  adhesions  the  next  most 
frequent  developmental  defect.  In  our  series  of 
thirty-two  cases  all  but  three  were  under  two 
months  of  age  and  the  majority  were  seen  in  the 
first  week  of  life.  Intermittent  vomiting  was  the 
presenting  symptom  in  each  patient.  Abdominal 
distention  accompanied  by  various  degrees  of 
dehydration  were  the  principal  findings.  X-ray 
examination  disclosed  small  bowel  distention  with 
fluid  levels  in  all  instances. 

Specifically,  these  obstructions  were  due  to 
congenital  atresia  in  60  per  cent  of  the  series,  with 
congenital  and  acquired  adhesions,  volvulus,  meg- 
acolon and  meconium  ileus  responsible  for  the 
remaining  40  per  cent.  The  surgical  procedures 
employed  were  decompression,  division  of  bands, 
and  resection  or  short-circuiting  procedures.  All 
but  one  infant  had  surgery  and  multiple  proce- 
dures were  carried  out  in  three  cases.  Multiple 
atresias,  perforation  with  peritonitis,  and  me- 
conium ileus  are  responsible  for  the  usual  high 
mortality  in  these  problems.  With  improvement 
in  technique  the  results  in  single  intestinal  atresias 
are  encouraging.  Meconium  ileus  remains  a dis- 
tressing condition  for  which  to  date  we  have  no 
consistently  satisfactory  surgical  procedure  for 
the  associated  intestinal  obstruction. 

Conditions  seen  during  first 
three  years  of  life 

1.  INTUSSUSCEPTION.  This  is  not  a com- 
mon surgical  condition  and  our  experience  leads 
us  to  believe  that  the  average  physician  in  gen- 
eral practice  will  see  only  from  one  to  three  cases 
in  a lifetime  of  work.4  The  classical  picture  is 
that  of  the  sudden  onset  of  acute  abdominal  pain, 
crampy  in  nature,  in  a previously  well  child.  Cur- 
rant jelly  stools  are  by  no  means  constant,  but 
the  presence  of  bloody  mucus  in  the  rectum  can 
usually  be  demonstrated.  A mass  is  almost  invari- 


ably palpable  but  may  be  difficult  to  feel  if  hid- 
den beneath  the  right  liver  lobe.  X-ray  examina- 
tion is  very  helpful  both  in  diagnosis  and  in  re- 
duction of  the  process,  but  we  do  not  employ  it 
as  a definitive  therapeutic  measure.  We  have  con- 
sistently operated  upon  these  small  patients  since 
the  majority  were  seen  sufficiently  late  in  their 
illness  to  preclude  any  possibility  of  reduction  by 
barium  enema. 

In  our  series  of  twenty-six  personal  cases  the 
mean  duration  of  symptoms  for  the  group  was 
33  hours,  but  it  is  very  significant  that  the  figure 
was  60  hours  in  those  infants  requiring  resection. 
In  eighteen  of  our  twenty-five  patients  the  intus- 
susception was  reduced  manually  while  resection 

TABLE  2 

COMMON  ABDOMINAL  SURGICAL  PROBLEMS 
SEEN  DURING  FIRST  THREE  YEARS  OF  LIFE 

1.  Intussusception. 

2.  Incarcerated  hernia. 


was  necessary  in  eight  instances.  There  were  three 
deaths  in  the  group,  two  of  these  following  re- 
section. Our  experience  with  these  infants  con- 
firms the  prognostic  significance  of  the  duration 
of  symptoms  and  the  preoperative  temperature. 
The  late  case  with  distention  and  a temperature 
of  102°,  after  hydration,  has  generally  required 
resection.  The  decision  to  proceed  with  resection 
should  be  made  promptly  without  undue  trauma, 
after  a reasonable  period  of  manipulation.  We 
feel  that  if  one  cannot  accomplish  reduction 
promptly  with  gentleness,  utilizing  the  various  ac- 
cepted methods,  it  is  better  to  proceed  immedi- 
ately with  resection  of  the  intussusception  and 
end-to-end  anastomosis. 

2.  INCARCERATED  HERNIA.  Incarcera- 
tion is  the  most  common  complication  of  inguinal 
hernia  in  this  age  group,  but  we  have  to  date 
seen  only  one  strangulated  hernia  in  an  infant  or 
child  which  required  resection.  The  history  is 
usually  of  short  duration  and  is  characterized  by 
acute  distress  with  a swelling  in  the  inguinal  re- 
gion. 

In  our  own  personal  series  of  383  infants  and 
young  children  with  inguinal  herniae,  incarcera- 
tion has  been  noted  in  thirty-eight  instances.5-  G 
Twenty-six  of  these  were  males  and  twelve  fe- 
males. Twenty-seven  patients,  or  over  two-thirds 
of  the  group,  were  under  the  age  of  three  months, 
and  85  per  cent  were  under  one  year  of  age  when 
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admitted  with  their  incarcerated  herniae.  The  con- 
tents of  the  hernial  sacs  were  ileum  in  twenty- 
five  cases,  tube  and  ovary  in  twelve  cases,  and 
cecum  and  appendix  in  one  case.  The  mobility  of 
the  tube  and  ovary  in  the  female  child  makes  it 
especially  prone  to  slide  into  a patent  sac  and  it 
is,  in  our  experience,  almost  a constant  occupant 
of  an  incarcerated  hernia  in  the  female  in  this  age 
group.  All  of  these  herniae  were  surgically  re- 
paired as  emergency  procedures  with  no  deaths. 
There  is  now  an  increasing  tendency  to  treat  these 
irreducible  hernia  conservatively  with  rest,  seda- 
tion, and  cool  packs,  to  facilitate  spontaneous 
reduction.  This  is  quite  often  accomplished  with 
subsequent  repair  of  the  hernia  at  a time  of  elec- 
tion. 

Conditions  seen  in  ages  three  to  twelve 

1.  APPENDICITIS.  Appendicitis  is  the  most 
common  surgical  disease  requiring  intra-abdomi- 
nal surgery  in  childhood.7  It  is  rare  under  the  age 
of  two,  but  it  increases  in  frequency  rapidly  after 

TABLE  3 

COMMON  ABDOMINAL  SURGICAL  PROBLEMS 
SEEN  BETWEEN  AGES  OF  THREE 
AND  TWELVE  YEARS 


1.  Appendicitis. 

2.  Mesenteric  adenitis. 

3.  Meckel’s  diverticulum. 


this  age.  The  classic  symptoms  and  signs  are  well 
known,  but  the  order  of  onset  is  extremely  im- 
portant in  making  a correct  diagnosis.  General- 
ized abdominal  pain  followed  by  nausea  and  vom- 
iting with  localization  of  tenderness  over  the  ap- 
pendix is  the  usual  picture.  A temperature  above 
102°  is  rare  in  the  absence  of  peritonitis.  Rectal 
examination  is  especially  helpful  in  this  age  group 
and  should  never  be  neglected. 

The  treatment  of  appendicitis  is  surgical,  and 
operation  should  be  carried  out  as  soon  as  the 
diagnosis  is  made,  except  in  those  cases  of  dif- 
fuse peritonitis.  In  the  presence  of  diffuse  or 
spreading  peritonitis  we  prefer  conservative  man- 
agement with  suction,  antibiotics,  and  parenteral 
fluids.  Appendicitis  in  infancy  and  childhood  is 
still  potentially  a very  serious  disease  if  perfora- 
tion and  peritonitis  are  present.  In  a consecutive 
series  of  300  cases  of  acute  appendicitis  admitted 
to  Childrens  Memorial  Hospital,  12  per  cent  of 
the  series  were  admitted  with  perforated  appen- 


dices and  3.2  per  cent  with  appendiceal  abscesses. 
There  was  no  mortality  in  this  consecutive  series 
handled  by  a group  of  surgeons  with  somewhat 
different  technical  methods. 

2.  MESENTERIC  ADENITIS.  This  condi- 
tion must  be  briefly  considered  because  it  may  be 
most  difficult  to  differentiate  from  acute  appen- 
dicitis. Often  accompanied  by  nasopharyngitis 
the  history  of  onset  is  rarely  classical  and  the 
pain  tends  to  be  less  severe  and  persists  in  the 
umbilical  area.  It  is  well  known,  however,  that 
mesenteric  adenitis  may  very  closely  simulate 
appendicitis,  and  if  a serious  question  exists  as 
to  the  diagnosis,  exploration  is  justified. 

3.  MECKEL’S  DIVERTICULUM.  This  con- 
genital remnant  is  said  to  occur  in  about  2 per 
cent  of  all  individuals.  It  presents  itself  as  a 
surgical  entity  when  acute  inflammation  occurs 
or  when  ulceration  results  in  extensive  intestinal 
bleeding.  We  have  not  been  impressed  with  its 
frequent  occurrence,  only  six  cases  have  been  ob- 
served in  our  personal  service.  An  acute  Meckel’s 
diverticulitis  is  almost  indistinguishable  from 
acute  appendicitis  unless  it  be  accompanied  by 
intestinal  bleeding.  The  passage  of  a large  quan- 
tity of  blood  per  bowel  in  the  young  child  is 
usually  evidence  of  ulceration  of  the  mucosa  of 
a Meckel’s  diverticulum,  if  a colonic  polyp  or 
purpura  are  excluded.  Perforation  occasionally 
occurs  and  we  have  observed  this  to  occur  in  a 
three-year-old  child  following  massive  intestinal 
hemorrhage  and  while  being  prepared  by  trans- 
fusion for  exploration. 

The  treatment  of  Meckel’s  diverticulum  is  sur- 
gical removal.  These  defects  almost  always  are 
within  forty  inches  of  the  ileocecal  valve.  This  area 
should  always  be  inspected  when  the  findings 
seem  inadequate  when  operation  is  done  with  a 
preoperative  diagnosis  of  acute  appendicitis. 

Summary 

A group  of  the  more  common  abdominal  prob- 
lems in  infancy  and  childhood  necessitating 
prompt  surgical  intervention  have  been  presented. 
Excepting  those  cases  with  multiple  congenital 
defects,  the  results  in  the  care  of  these  small  pa- 
tients have  dramatically  improved  in  the  past 
two  decades.  Credit  for  this  bright  picture  is  due 
not  only  to  better  diagnosis  and  improved  tech- 
nical skill  in  surgery,  but  to  superior  anesthesia, 
rational  fluid  therapy,  use  of  adequate  blood  when 
necessary,  and  the  antibiotics.  • 
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Dilation  and  curettage 

T echnic  and  T iming 


Richard  C.  Dinmore,  MD,  R.  Keith  Kerr,  MD,  Clyde  D.  Blake,  MD,  Colorado  Springs,  Colorado" 


A practical  and  scientific  discussion  of 
the  most  common  gynecologic  operation. 

Dilation  and  curettage  of  the  uterus,  usually 
combined  with  cervical  biopsy,  is  the  most  com- 
mon gynecologic  operation.  Historically  it  is  one 
of  the  first,  having  been  performed  with  increas- 
ing frequency  since  Recamier,  the  father  of  mod- 
ern gynecology,  devised  the  endometrial  curette  in 
1846.  The  incidence  of  the  ubiquitous  D and  C 
in  several  different  types  of  hospitals  and  from  the 
author’s  private  practice  is  set  forth  in  Table  1. 

TABLE  1 


FREQUENCY  OF  D AND  C’S 


TOTAL  OB- 

GYN  CASES 

TOTAL 

SURGERY 

TOTAL  GYN 

SURGERY 

TOTAL 

D&C’S 

Teaching  Hospital* 

3735 

989 

319 

Military  Hospital** 

1000 

964 

198 

85 

Private  Hospitalt  . 

2436 

7640 

519 

289 

Private  Practice!  . 

612 

261 

261 

109 

* Combined  statistics  Ob-Gyn  services  of  the  University  of 
California  Hospital  and  the  San  Francisco  Hospital  (U.C.  Ser- 
vice), 1954. 

**  United  States  Air  Force  Academy  Hospital;  USAF  Acad- 
emy, Colorado,  1962. 

t Glockner-Penrose  Hospital;  Colorado  Springs,  Colorado, 
1962. 

t From  the  private  practice  of  two  of  the  authors  (RKK  and 
CDB),  1961. 


From  these  data  it  can  be  seen  that  the  frequency 
of  the  operation  varies  from  about  thirty  to  fifty- 
five  per  cent  of  the  total  gynecologic  surgery, 
whether  it  be  in  teaching  hospital,  private  hos- 


* The  authors  wish  to  express  their  appreciation  to  Dr.  James 
A.  Merrill,  Chairman  of  the  Department  of  Obstetrics  and 
Gyncology  at  the  University  of  Oklahoma  Medical  Center, 
who  reviewed  this  manuscript  and  suggested  a number  of 
corrections  and  additions  in  his  critique.  A list  of  22  refer- 
ences has  been  deleted  due  to  space  limitations. 


pital,  military  hospital  or  private  practice  of  ob- 
stetrics and  gynecology. 

Though  by  no  means  always  a simple  proce- 
dure, the  D and  C is  relatively  safe  and  technical- 
ly not  difficult.  Because  of  its  frequency,  relative 
safety  and  simplicity,  the  D and  C is  the  most  val- 
uable diagnostic  tool  of  the  gynecologist.  Paren- 
thetically, it  is  also  a remarkably  successful  ther- 
apeutic procedure.  Perhaps  because  “familiarity 
breeds  contempt,”  the  results  of  the  operation, 
whether  done  for  diagnosis  or  therapy  or  both,  too 
often  fall  short  of  the  expected  ideal.  What  a pity 
that  a procedure  with  so  much  potential  is  so  of- 
ten compromised  by  the  failure  of  the  surgeon  to 
abide  rigidly  to  certain  fundamental  considera- 
tions! There  are  four  criteria  for  excellence  which, 
if  satisfied,  will  guarantee  success,  and  which,  if 
forgotten,  will  guarantee  a degree  of  failure. 

First,  most  obvious  and  most  often  forgot- 
ten is  the  importance  of  judicious  patient  selec- 
tion. This  can  only  be  achieved  by  taking  the  time 
to  obtain  a detailed  and  meaningful  history.  Par- 
ticular emphasis  should  be  placed  on  duration, 
character  and  frequency  of  abnormal  genital  bleed- 
ing. McLennan,  stressing  these  points,  has  pre- 
sented a practical  scheme  for  determining  the  na- 
ture of  abnormal  uterine  bleeding.*  The  only  way 
one  can  avoid  performing  an  unnecessary  D and 
C is  by  acquiring  a good  history. 

Second,  a degree  of  liaison  should  exist  between 
the  gynecologist  and  pathologist.  In  no  other  diag- 
nostic procedure  can  the  pathologist’s  report  be 
more  informative  or  definitive,  but  he  should  not 
be  handicapped  by  inadequate  or  non-existent 
clinical  data,  nor  should  the  gynecologist  handicap 
himself  by  ignorance  of  the  histology  of  the  parts 

* McLennan,  C.  E.:  Am.  J.  Obst.  & Gynec.  68:315,  1954. 
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upon  which  he  operates.  Knowledge  of  the  rhythm- 
ic cellular  changes  of  the  endometrium  and  the 
ability  to  date  the  endometrium  are  essential  to 
the  clinician  if  he  is  to  derive  any  benefit  from  the 
pathologist’s  report.  Also,  the  clinician  must  under- 
stand the  terminology  of  his  particular  pathologist, 
since  vocabularies  of  pathologists  of  various  train- 
ings are  not  necessarily  the  same.  The  pathology  re- 
port will  be  only  as  definitive  as  the  clinical  history 
will  allow.  For  example,  “hyperplastic  endome- 
trium” in  a menarchal  girl  of  fourteen  suggests  one 
thing  whereas  the  same  endometrium  in  an  infer- 
tile woman  of  thirty  or  a paramenopausal  woman 
of  forty-six  suggests  several  others.  Each  tissue 
specimen  should  be  sent  to  the  pathologist  with 
at  least  the  following  clinical  data:  patient’s  age, 
parity,  marital  status,  recent  menstrual  history, 
results  of  recent  cytologic  tests,  history  of  exog- 
enous hormone  therapy,  history  of  prior  gyneco- 
logical surgery,  and  brief  statement  why  D and  C 
is  deemed  necessary.  In  no  other  operative  pro- 
cedure is  the  gynecologist-pathologist  team  more 
important  if  the  patient’s  best  interests  are  to  be 
served. 

Third,  the  surgeon  employs  a technic  which  is 
seldom  modified.  A deliberate,  rarely  altered,  ad- 
herence to  a routine  occasionally  has  value,  and 
in  the  D and  C consistency  in  technic  is  the  best 
assurance  that  nothing  of  importance  will  be 
omitted.  However,  certain  situations  will  neces- 
sitate modification  of  one’s  routine.  This  will  be 
necessary  in  two  special  cases — when  cancer  is 
suspected  and  when  an  abortion  is  to  be  com- 
pleted. In  the  former,  a cold  knife  conization  may 
occasionally  be  indicated  rather  than  quadrant  or 
“step”  biopsies  of  the  cervix.  The  procedure  to 
complete  an  abortion  should  probably  be  termed 
a dilation  and  evacuation  rather  than  curettage 
(hence  D and  E rather  than  D and  C).  The  D 
and  E has  only  one  purpose — to  evacuate  a 
uterus  of  retained  products  of  conception  as  rap- 
idly as  possible  to  avoid  hemorrhage,  as  gently  as 
possible  to  avoid  perforation  or  late  complication 
of  uterine  synechia,  and  as  thoroughly  as  pos- 
sible to  avoid  future  complications  of  subinvolu- 
tion of  placental  site,  decidual  polyps  and  chronic 
inflammation.  Thus  for  a D and  E choice  of  in- 
struments and  technic  will  differ  from  the  usual 
diagnostic  D and  C. 

Fourth  and  last  of  the  criteria  for  excellence 
is  timing.  Timing  a D and  C with  respect  to  the 
menstrual  cycle  is  always  significant  and  may  be 
essential  if  meaningful  information  is  to  be  ob- 


tained. Although  this  simple  fact  is  often  men- 
tioned or  inferred  in  the  literature,  its  importance 
is  often  ignored.  Surgeons  who  habitually  sched- 
ule D and  C’s  when  it  suits  their  own  or  the 
patient’s  convenience,  or  who  tend  to  defer  any 
surgery  while  a patient  is  menstruating,  will  have 
to  be  content  with  reduced  diagnostic  accuracy. 
One  reason  that  timing  is  forgotten  is  that  the 
D and  C for  benign  disease  is  curative  in  fifty  to 
seventy  per  cent  of  cases.  This  tempting  trap,  the 
reasonable  certainty  of  theraputic  success,  is  a 
mixed  blessing  since  the  surgeon  can  effect  a cure 
without  knowing  the  cause. 

Of  these  desiderata  for  success,  a discussion  of 
the  last  two — technic  and  timing — will  be  the 
subject  of  this  paper.  A technic  will  be  presented 
in  detail  which  is  adequate  for  the  diagnosis  and 
therapy  of  benign  uterine  disease.  No  attempt  will 
be  made  to  enumerate  all  the  conditions  for  which 
D and  C is  indicated,  but  only  those  in  which 
timing  is  critical. 

Technic 

When ’a  suitable  candidate  has  been  selected, 
prepared  for  surgery  and  anesthetized  the  proce- 
dure is  as  follows: 

STEP  1.  Bimanual  pelvic  examination  is  per- 
formed. Having  subjected  the  patient  to  the  risks 
of  general  anesthesia,  it  is  inexcusable  to  fail  to 
carry  out  a thorough  examination.  It  is  even 
worse  to  do  the  examination  but  fail  to  dictate  the 
findings,  negative  as  well  as  positive,  in  the  op- 
erative report.  This  step  may  be  the  most  sig- 
nificant of  the  entire  operation.  It  is  often  advis- 
able to  carry  out  rectovaginal  examination  after 
the  anesthetic  has  been  administered  but  before 
the  sterile  vaginal  prep  is  done. 

STEP  2.  Sound  the  uterus  to  determine  the 
depth  of  the  endocervical  canal,  the  depth  of  the 
endometrial  cavity  and  the  direction  of  the  arc  of 
the  endometrial  cavity.  This  maneuver  should  in- 
form the  operator  of  any  bizarre  angulations  of 
the  uterus  and  thus  minimize  the  chance  of  per- 
forating the  uterus  later  with  either  dilators  or 
curettes.  Assessment  of  the  approximate  length  of 
the  endocervical  canal  is  necessary  in  order  that 
endocervical  curettage  may  be  done  with  pre- 
cision. 

STEP  3.  The  cervical  os  is  dilated  with  grad- 
uated dilators  such  as  the  Hanks  or  Hegar  in- 
struments. With  a rigid  and  unyielding  cervix, 
patience  and  firm,  steady  pressure  are  necessary 
to  avoid  irreparable  damage.  Dilators  with  high 
mechanical  advantage,  such  as  the  Goodell  in- 
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strument,  should  not  be  used.  Generally  the  max- 
imum size  necessary  is  either  the  No.  20  Hanks 
or  the  No.  8 Hegar  dilator.  The  cervix  thus  di- 
lated will  later  admit  standard  size  curettes  with- 
out difficulty. 

STEP  4.  Curette  the  endocervical  canal  with  a 
small  sharp  instrument  taking  care  to  avoid  drag- 
ging down  endometrium  from  the  level  above  the 
internal  os.  Unless  excessive  pressure  or  an  exces- 
sively sharp  instrument  is  used  any  tissue  recov- 
ered in  this  maneuver  is  abnormal  until  proven 
otherwise,  and  it  should  be  submitted  to  the 
pathologist  as  a separate  specimen. 

STEP  5.  Explore  the  endometrial  cavity  me- 
thodically with  any  one  of  several  suitable  grasp- 
ing forceps,  such  as  the  Randall  kidney  forceps 
or  Overstreet’s  modified  Hirst-Emmett  forceps. 
This  step  is  essential  if  one  seeks  to  recover  an 
endometrial  polyp  or  pedunculated  submucous 
myoma. 

STEP  6.  Four  quadrant  curettage  of  the  endo- 
metrium with  a sharp  or  serrated  instrument  is 
next  performed.  During  this  maneuver  the  pres- 
sure on  the  curette  should  be  uniform  but  not  ex- 
cessive. The  intent  is  to  obtain  long  strips  of  endo- 
metrium of  approximate  uniform  thickness.  It  is 
of  great  value  to  the  pathologist  if  he  can  study 
representative  full-thickness  strips  of  endometrium 
including  basalis  as  well  as  functionalis.  Good 
specimens  of  this  type  permit  dating  the  endome- 
trium with  accuracy.  Following  this,  the  ther- 
apeutic part  of  the  D and  C may  be  continued  by 
more  vigorously  curetting  the  entire  endometrial 
cavity,  being  certain  to  sweep  the  instrument 
across  the  top  of  the  fundus  from  one  cornu  to 
the  other. 

STEP  7.  Methodical  exploration  of  the  endo- 
metrial cavity  follows,  preferably  with  a smooth 
instrument,  to  determine  any  asymmetry  or  ir- 
regularities, particularly  submucous  myomata, 
congenital  septae,  and  scarring  from  previous  in- 
trauterine procedures. 

STEP  8.  The  uterine  cavity  is  re -explored  with 
the  same  instrument  used  in  Step  5.  It  is  not  at  all 
uncommon  to  grasp  a polyp  or  pedunculated 
myoma  at  this  time  which  was  “shaken  loose”  by 
the  prior  curettage. 

STEP  9.  Multiple  biospies  of  the  cervix  should 
be  taken  with  any  instrument  capable  of  grasping 
an  adequate  amount  of  tissue,  such  as  the  Schu- 
bert instrument  or  other  similar  square-jawed  bi- 
opsy forceps.  The  Shiller  stain  may  be  applied 
in  order  to  delineate  the  area  which  should  be 


biopsied.  When  there  is  no  evident  cervical  ero- 
sion or  other  suspicious  areas  the  biopsies  should 
be  taken  routinely  from  the  four  quadrants. 

STEP  10.  Assemble  all  tissue  into  beakers 
labeled  “cervix,”  “endocervix,”  “endometrium,” 
etc.,  and  containing  the  fixative  preferred  by  the 
staff  pathologist.  The  specimens  should  be  care- 
fully handled  and  not  allowed  to  become  dried  out 
or  squeezed  vigorously  in  the  sponge  nor  scraped 
off  with  a sharp  instrument.  Placing  the  specimens 
on  microporous  Telfa®*  is  suggested  as  a good 
method  of  having  excess  blood  absorbed  from  the 
strips  of  endometrium.  The  surgeon  should  not 
trust  these  important  steps  to  assistants  unaware 
or  unappreciative  of  the  importance  of  the  tissue. 
It  should  be  remembered  that  the  primary  pur- 
pose of  the  surgery  is  to  get  adequate  tissue  to  the 
pathologist  in  a state  that  will  permit  fixation  and 
staining  of  the  highest  quality. 

If  all  the  aforementioned  steps  are  carried  out 
faithfully,  methodically  and  in  the  order  suggested 
very  little  intrauterine,  endocervical  or  exocer- 
vical  pathology  will  ever  be  missed,  and  the 
chance  of  missing  other  pelvic  pathology  will  be 
materially  reduced. 

Timing 

Timing  the  D and  C in  order  to  choose  the  par- 
ticular day  or  span  of  days  which  will  yield  curett- 
ings  most  likely  to  confirm  the  pre-operative 
diagnosis,  is  the  essential  consideration  in  certain 
diseases  and  is  pertinent  in  all  conditions.  It  is 
convenient  to  categorize  these  conditions  in  four 
groups:  true  disturbances  of  menstruation,  non- 
menstrual  bleeding  disturbances  with  a hormonal 
basis,  infertility  studies,  and  a fourth  category  of 
non-menstrual  disturbances  due  to  miscellaneous 
lesions.  In  general  the  diagnostic  curettage  will  be 
most  informative  if  done  on  the  day  or  two  prior 
to  the  onset  of  menses,  the  first  day  of  the  menses 
or  at  some  time  after  the  sixth  day  of  bleeding. 
Relatively  little  useful  information  will  be  ob- 
tained in  mid-cycle  unless  the  patient  is  exhibit- 
ing intermenstrual  bleeding,  and  frankly  mislead- 
ing pathology  reports  may  result  from  tissue  ob- 
tained on  the  second,  third  and  fourth  days  of 
menstruation. 

Of  true  disturbances  of  menstruation,  the  fol- 
lowing conditions  will  be  more  easily  diagnosed  if 
curettage  is  carried  out  on  the  day  indicated,  (a.) 
Submucous  fibromyomata  will  be  more  easily  ap- 
preciated if  exploration  of  the  endometrial  cavity 

* Telfa®. 
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is  done  immediately  after  the  functional  layer  of 
the  endometrium  has  been  sloughed,  hence  soon 
after  the  sixth  day  of  bleeding.  The  actual  re- 
covery of  muscle  tissue  in  the  curettings  may  sub- 
stantiate the  diagnosis,  (b.)  Endometrial  polyps, 
since  they  are  refractory  to  the  typical  cytologic 
changes  associated  with  a progestational  endo- 
metrium, will  be  more  obvious  in  a matrix  of 
secretory  endometrium.  The  timing  of  the  curett- 
age should  therefore  be  well  into  the  secretory 
phase  or  even  pre-menstrually.  (c.)  Irregular 
shedding  of  the  endometrium  can  be  diagnosed 
only  if  curettage  is  done  after  the  sixth  day  of 
menses  but  preferably  not  later  than  the  tenth  day. 
(d.)  Chronic  menstrual  endometrium,  a probable 
varient  of  irregular  shedding,  also  cannot  be  diag- 
nosed prior  to  the  sixth  day  of  the  cycle,  but  may 
be  diagnosed  with  great  precision  when  curettage 
is  done  between  the  fifteenth  and  twenty-sixth 
days,  (e.)  Polymenorrhea  due  to  short  cycles 
(either  or  both  phases  being  short)  need  only  be 
differentiated  from  anovulatory  bleeding,  hence 
curettage  on  the  day  prior  to  the  first  day  of 
bleeding  with  recovery  of  typical  pre-menstrual 
endometrium  would  confirm  prior  ovulation,  (f.) 
Oligomenorrhea  due  to  either  delayed  ovulation 
or  a persistent  corpus  luteum  can  be  differentiated 
from  the  usual  wrong  diagnosis  of  early  incom- 
plete abortion  by  recovering  tissue  on  the  first  day 
of  bleeding  which,  like  the  foregoing,  would  estab- 
lish prior  ovulation. 

Certain  non-menstrual  uterine  bleeding  prob- 
lems with  a hormonal  basis  can  be  diagnosed 
with  reasonable  precision  if  the  curettage  is  car- 
ried out  while  bleeding  is  occurring.  These  are 
(a.)  bleeding  due  to  ovulation,  (b.)  bleeding  sec- 
ondary to  prolonged  or  excessive  exogenous  hor- 
mones, (c.)  true  anovulatory  bleeding,  and  (d.) 
endometrial  hyperplasia  of  all  degrees  of  severity 
and  malignant  potential  from  the  innocuous  “Swiss 
cheese”  pattern  to  the  more  worrisome  adenom- 
atous hyperplasia  with  evidence  of  anaplasia. 

Infertility  per  se  is  seldom  an  indication  for  D 
and  C.  However,  in  certain  cases  it  may  ultimately 
become  necessary,  particularly  if  other  studies  in 
the  infertility  work-up  indicate  either  endocer- 
vical  or  endometrial  abnormalities.  In  order  mere- 
ly to  confirm  that  the  infertile  patient  is  ovulating, 
the  endometrial  biopsy  is  adequate.  The  biopsy 
should  be  taken  well  into  the  secretory  phase  or, 
if  one  seeks  additional  certainty  that  an  early  con- 
ception will  not  be  tragically  dislodged,  not  until 
the  first  day  of  a normal  menses.  There  are  in- 


triguing reports  that  endometrial  biopsy  not  only 
induces  a pseudodecidual  response  but  may  in 
fact  enhance  fertility.* 

Several  non-menstrual  miscellaneous  disorders 
will  be  more  accurately  diagnosed  if  due  con- 
sideration is  given  to  timing,  (a.)  Certain  distur- 
bances of  pregnancy  treated  or  diagnosed  by  cu- 
rettage should  await  the  onset  of  pathological 
bleeding,  e.g.  hydatid  mole,  retained  secundines, 
sub-involution  of  the  placental  site  and  ectopic 
pregnancy.  Mackles,  et  al.**  in  a recent  publica- 
tion have  reported  cellular  atypia  in  endometrial 
glands,  the  Arias-Stella  reaction,  as  an  aid  in  the 
diagnosis  of  ectopic  pregnancy,  (b.)  Benign 
growths  such  as  endocervical  or  endometrial 
polyps  as  well  as  submucous  myomata,  which  do 
not  affect  menstruation  itself  but  do  cause  pat- 
tem-less  inter-menstrual  bleeding,  should  be 
sought  while  bleeding  is  occurring,  (c.)  Certain 
inflammatory  reactions  producing  “chronic  en- 
dometritis” will  be  more  apparent  when  the  tis- 
sue is  most  abundant,  hence  in  the  late  secretory 
phase.  This  is  particularly  true  of  endometrial 
tuberculosis,  and  identified  tubercles  are  pathog- 
nomonic of  genital  tuberculosis. 

Summarizing,  the  most  informative  time  to  car- 
ry out  diagnostic  dilation  and  curettage  (or  endo- 
metrial biopsy)  is  in  the  late  secretory  period  or, 
rarely,  the  first  day  of  the  menstrual  flow.  Excep- 
tions to  this  are  the  two  specific  disease  entities: 
irregular  shedding  and  chronic  menstrual  endo- 
metrium which  can  be  diagnosed  only  in  the  early 
and  mid-proliferative  phases  respectively.  Other 
non-menstrual  miscellaneous  conditions  are  most 
readily  diagnosed  while  active  bleeding  is  occur- 
ring. 

Summary 

Dilation  and  curettage  of  the  uterus  is  the  most 
common  gynecologic  operation  requiring  hospital- 
ization and  general  anesthesia.  The  four  criteria 
for  optimal  results  in  the  operation  are  judicious 
patient  selection,  liaison  between  the  gynecologist 
and  pathologist,  technic,  and  timing.  A technic  for 
performing  D and  C involving  ten  essential  steps 
is  outlined.  The  importance  of  timing  the  D and 
C is  emphasized,  and  the  common  diseases  are 
enumerated  with  the  time  in  the  menstrual  cycle 
noted  when  the  diagnosis  may  most  easily  and  ac- 
curately be  made.  • 

* Hadley -Jackson,  M.:  J.  Obst.  & Gynaec.  of  the  Brit.  Emp. 
54:86,  1947. 

**  Mackles,  A.,  Wolfe,  S.  A.  and  Pozner,  S.  N.:  Am.  J.  Obst. 
& Gynec.  81:1209,  1961. 
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Cystic  fibrosis* 

Frank  J.  Cozetto,  MD;  Ernest  Cotton,  MD;  and  Samuel  H.  Haigler,  MD,  Denver 


Incidence  of  this  disease  is  higher  than 
generally  realized.  It  is  of  interest  that  a 
progressive  service  and  teaching  program  is 
available  in  our  area. 

Cystic  fibrosis  (C/F,  fibrocystic  disease  of  the 
pancreas,  mucoviscidosis)  is  a generalized,  in- 
herited disorder  of  children  and  young  adults  in 
whom  widespread  involvement  of  the  exocrine 
glands  is  present.  Characteristically  these  patients 
have  chronic  or  recurrent  bronchopulmonary  dis- 
ease, chronic  or  recurrent  diarrhea,  failure  to 
thrive,  pancreatic  enzyme  deficiency,  and  abnor- 
mally high  sweat  electrolytes.  There  may  be  con- 
siderable variation  in  the  degree  of  involvement  of 
the  various  organ  systems  and  as  a result  there  is 
a broad  spectrum  of  clinical  manifestations. 

The  late  Dr.  Dorothy  Andersen  recognized 
C/F  as  a separate  and  distinct  disorder  in  the  late 
1930’s.  The  striking  pathological  changes  in  the 
pancreas  and  the  clinical  appearance  of  pancreatic 
deficiency  attracted  the  early  investigators — and 
hence  the  name.  Farber  pointed  out  that  a wide- 
spread disorder  of  mucus  throughout  the  body 
might  explain  the  symptoms  and  as  a result  he 
suggested  mucoviscidosis.  Further  studies  revealed 
involvement  of  the  eccrine  sweat  glands,  the  tears, 
and  the  salivary  glands,  further  suggesting  that 
C/F  is  a generalized  disorder  in  which  many 
exocrine  glands,  both  mucus  and  non-mucus  pro- 
ducing, are  affected. 

C/F  is  one  of  the  common  chronic  pediatric 
disorders  and  recent  evidence  suggests  that  adults 
with  chronic  pulmonary  disorders  also  may  have 
cystic  fibrosis.  In  the  pediatric  age  group,  C/F 
accounts  for  virtually  all  cases  of  pancreatic 
enzyme  deficiency,  for  the  majority  of  patients 
with  chronic  (non-tuberculous)  pulmonary  dis- 
ease, and  for  many  children  with  liver  disease  and 
portal  hypertension. 

The  basic  defect  is  genetically  transmitted  as 
an  autosomal  recessive  trait.  Hence  both  mother 

* From  the  C/F  Clinic  at  the  University  of  Colorado  Medical 
Center.  The  Authors  are  Ex-Director,  Director  and  Chairman 
of  the  Medical  Advisory  Committee  of  the  Colorado  C/F 
Association,  respectively. 


and  father  must  carry  the  gene.  These  heterozy- 
gotes, the  parents,  usually  have  no  clinical  symp- 
toms and  only  occasionally  have  elevated  sweat 
electrolytes.  The  risk  of  having  another  child  with 
C/F  to  these  parents  is  25  per  cent  and  for  each 
succeeding  pregnancy.  The  incidence  of  the  dis- 
ease is  thought  to  range  from  one  in  1,000  to  one 
in  2,000  live  births.  The  incidence  of  the  gene  in 
the  general  population  is  25/2  to  3 per  cent. 

Cystic  fibrosis  must  be  considered  in  the  differ- 
ential diagnosis  in  any  pediatric  patient  with  fail- 
ure to  thrive,  chronic  diarrhea,  heat  intolerance, 
recurrent  and  chronic  pulmonary  disease,  rectal 
prolapse,  small  bowel  obstruction  in  the  neonate, 
and  portal  hypertension.  The  diagnosis  of  cystic 
fibrosis  depends  upon  proper  evaluation  of  the 
history,  with  particular  emphasis  on  the  family 
history;  the  interpretation  of  the  chest  x-ray  and 
elevated  electrolytes  (sodium  or  chloride)  in  the 
sweat.  Rarely,  it  may  be  necessary  to  assay  pan- 
creatic enzyme  activity.  Therapy  must  be  multi- 
disciplinary and  multidirectional  with  frequent 
and  regular  visits  to  the  physician. 

In  1960,  aided  by  a grant  from  the  Rocky 
Mountain  Cystic  Fibrosis  Association  a C/F  clinic 
was  established  at  the  University  of  Colorado 
Medical  Center.  In  1961,  this  Center  was  desig- 
nated and  supported  as  a regional  Care,  Teaching, 
and  Research  Center  by  the  National  Cystic  Fi- 
brosis Research  Foundation.  The  C/F  Center  is 
located  in  the  Pediatric  Outpatient  Department  of 
the  University  of  Colorado  Medical  Center.  Pa- 
tients are  referred  to  the  C/F  Center  by  their 
private  physician  or  a Public  Health  agency  for 
consultation,  for  diagnosis,  and  for  evaluation. 
Additionally,  suggestions  regarding  management 
are  made  by  letter  to  the  referring  physician.  In- 
struction in  postural  drainage  and  breathing  ex- 
ercises are  given  by  a pulmonary  physiotherapist. 

Medical  students,  student  nurses,  and  house- 
staffs  are  included  in  the  teaching  program.  Re- 
search is  being  conducted  in  both  the  clinical 
areas  as  well  as  on  a basic  level.  Inquiries  are  in- 
vited and  information  may  be  obtained  by  calling 
or  writing  the  C/F  Clinic  at  the  University  of 
Colorado  Medical  Center.  • 
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Mark  Your  Calendar  ....  February  23  through  26 

Midwinter  Clinical  Session 

of  the 

COLORADO  MEDICAL  SOCIETY 


Attend  the  30th  Annual  Midwinter  Clinical  Session  of  the  Colorado  Medical  Society, 
February  23  through  26  at  the  Denver  Hilton  and  at  the  Children’s  Hospital  in  Denver. 


Tuesday,  February  23 

House  of  Delegates— Wesley  W.  Hall,  M.D.,  AMA  Trustee,  Speaker 
Stag  Smoker  and  Buffet  Dinner 


Wednesday,  February  24 

MORNING — Children’s  Hospital  ' AFTERNOON— Hilton  Hotel 

Fetal-Maternal  Problems  Program  on  Drugs,  with  AMA  General 

Pediatric  Chest  Disease  Counsel  Robert  Throckmorton  and 

C.  Joseph  Stetler,  Pharmaceutical  Manu- 
facturers Association 
Research  Being  Done  in  Colorado,  re- 
ported by  Colorado  hospitals 

Thursday,  February  25 

Hilton  Hotel 


MORNING 

Effective  Audio-Visual  Presentation  by 
Jack  Fason 

Scientific  program  by  Staff  of  Denver 
General  Hospital 


AFTERNOON 

Round  Table  luncheon 
House  of  Delegates  2nd  meeting 
EVENING 
Banquet 


Friday,  February  26 

Hilton  Hotel 


MORNING 

Scientific  program  by  Staff  of  Fitzsimons 
General  Hospital 

Common  Duct  Exploration  and  Opera- 
tive Cholangiography  by  staff  of  Mercy 
Hospital 


AFTERNOON 

Round  Table  luncheon 

Symposium  on  Treatment  of  Heart  Dis 

ease 


FEE— $10.00  for  all  Doctors  of  Medicine  except  interns  and  postgraduate  residents  properly 
accredited  by  hospital  superintendents.  The  fee  admits  Doctors  without  additional  charge 
to  the  Thursday  and  Friday  Round  Table  luncheons. 

Contact  Colorado  Medical  Society,  1809  East  18th  Avenue, 

Denver— 399-1222,  for  more  information. 
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University  of  Colorado 
Medical  Center  News 

Dr.  J.  Robert  Spencer,  Denver  surgeon,  has  been 
elected  1965  president  of  the  Medical  Board  of  the 
University  of  Colorado  Hospitals  to  succeed  Dr. 
Edwin  T.  Williams,  whose  term  expired  this  month. 
Dr.  E.  Stewart  Taylor,  professor  and  chairman  of 
the  Department  of  Obstetrics  and  Gynecology  in  the 
CU  School  of  Medicine,  was  re-elected  as  vice  presi- 
dent of  the  board.  Don  L.  Arnwine,  Director  of 
University  Hospitals,  serves  ex-officio  as  secretary 
of  the  board. 

* * * 

Dr.  and  Mrs.  Joseph  E.  Koplowitz  of  Durango 
have  created  a $10,000  fund  for  ophthalmological 
studies  and  research  at  the  University  of  Colorado 
Medical  Center,  it  was  announced  by  Dr.  George 
S.  Tyner,  associate  dean  of  the  CU  School  of  Med- 
icine. Dr.  Koplowitz,  who  practices  ophthalmology 
in  Durango,  has  been  an  active  member  of  the 
school’s  volunteer  faculty  since  1949,  presently  is  an 
assistant  clinical  professor. 


Income  from  the  fund  will  be  used  to  promote 
education  and  research  in  eye  diseases  and  condi- 
tions, and,  at  the  specific  request  of  Dr.  Koplowitz, 
for  employment  of  special  educational  aids,  exchange 
programs  with  other  medical  institutions,  and  ad- 
ditional uses  approved  by  the  CU  Division  of  Oph- 
thalmology. 

In  recognition  of  the  donors.  Dr.  Tyner  said,  the 
fund  will  be  named  the  “Dr.  Joseph  E.  and  Mildred 
F.  Koplowitz  Ophthalmology  Scholarship  Fund.” 

❖ * * 

The  former  commanding  general  of  Fitzsimons 
Army  Hospital,  Dr.  Carl  W.  Tempel,  Major  Gen- 
eral U.  S.  Army  (Retired),  has  been  appointed  ad- 
ministrative assistant  to  the  president  and  director 
of  the  Webb-Waring  Institute  for  Medical  Research 
at  the  University  of  Colorado  Medical  Center.  Dr. 
Tempel  will  work  with  Dr.  Robert  L.  Stearns,  pres- 
ident of  the  institute,  and  Dr.  Roger  S.  Mitchell, 
institute  director,  in  the  coordination  of  research  and 
educational  programs  and  to  assist  in  the  institute’s 
expanded  administrative  activities.  Dr.  Tempel  has 
been  a member  of  the  CU  medical  faculty  since  1948 
and  currently  holds  appointment  as  clinical  professor 
of  medicine. 

A veteran  of  33  years  in  military  service.  Dr. 
Tempel  was  commanding  general  at  Fitzsimons  Army 
Hospital  from  1960  to  1962  and  earlier  had  served  a 
tour  as  chief  of  the  hospital’s  medical  service.  Since 
his  retirement  from  the  service,  he  has  withdrawn 


Milheim  Foundation 

The  Milheim  Foundation  for  cancer  research,  established  under  the  terms  of  the  Last  Will 
and  Testament  of  Clara  A.  Wheeler,  deceased,  continues  to  support  cancer  research  work.  The 
Executive  Committee  of  the  Foundation  will  consider  applications  for  research  grants  on  May 
10,  1965. 

Direct  requests  for  application  forms  and  for  information  concerning  the  policies  of  the 
Foundation  for  awarding  grants  to: 

Mr.  Kenneth  W.  Caughey 
Vice  President  and  Trust  Officer 
The  Colorado  National  Bank  of  Denver 
P.  O.  Box  5168,  Terminal  Annex  Station 
Denver,  Colorado  80217. 
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from  medical  practice  but  contributes  much  of  his 
time  to  his  special  field  of  interest,  tuberculosis. 

Dr.  Tempel  is  a diplomate  of  the  American  Board 
of  Internal  Medicine  and  a fellow  of  the  American 
College  of  Chest  Physicians.  He  is  the  author  of 
many  articles  on  chest  diseases  and  continues  his 
medical  writing  as  well  as  his  keen  interest  in 
community  tuberculosis  control  programs. 

Obituary 

George  E.  Van  Der  Schouw,  MD,  was  born  in  1878 
in  Jamestown,  Michigan.  He  died  January  3,  1965  in 
a nursing  home  in  Fort  Collins,  Colorado. 

Dr.  Van  Der  Schouw  graduated  from  the  Univer- 
sity of  Colorado  School  of  Medicine  and  entered 
practice  in  Cripple  Creek.  He  practiced  in  Fowler, 
Colorado  from  1904  until  his  retirement  in  1955.  He 
served  as  physician  for  the  Santa  Fe  Railroad  and  also 
as  Director  of  the  First  National  Bank  of  Fowler.  He 
was  elected  to  Life  Emeritus  membership  of  Colo- 
rado Medical  Society  in  1954  and  was  awarded  his  pin 
for  50  years  of  practice. 

Dr.  Van  Der  Schouw  has  given  two  sons  to  the’ 
medical  profession — Dr.  Martin  G.  of  Fort  Collins 
and  Dr.  H.  M.  of  Lakewood.  They  and  his  wife  sur- 
vive him. 


American  Medical  Association 
Education  and  Research  Foundation 

The  following  pictures  were  taken  in  connection 
with  the  presentation  of  state  society  contributions 
to  the  AMA-ERF: 


James  C.  Sedgwick,  MD,  New  Mexico  Delegate  to 
the  AMA  House  of  Delegates,  presents  $46,528  to 
Raymond  M.  McKeown,  MD,  President  of  the  AMA- 
ERF  Board  of  Directors  as  the  state  society’s  con- 
tribution to  the  Funds  for  Medical  Schools  program. 
The  sum  given  at  the  AMA  Clinical  Meeting  in 
Miami  Beach,  Nov.  29-Dec.  2,  was  specified  for  the 
new  medical  school  of  the  University  of  New  Mexico. 


WASHINGTON  SCENE  (continued  from  page  12) 

cure  after  they  have  had  exposure,  especially  in  the 
case  of  syphilis,  where  early  symptoms  may  pass  un- 
noticed. 

Public  Health  Service  venereal  disease  experts 
say  the  upsurge  in  both  syphilis  and  gonorrhea  “is 
not  confined  to  any  race,  sex,  socio-economic  group, 
or  geographic  area”  but  has  occurred  generally 
throughout  the  nation. 


S.  R.  Child,  MD,  President  of  the  Utah  State  Med- 
ical Association  presents  $13,710  to  Raymond  M. 
McKeown  as  his  state’s  contribution  to  the  Funds 
for  Medical  Schools  program. 


We  are  proud  of  physicians’  support  within  the 
states  served  by  the  Rocky  Mountain  Medical  Journal. 


Harlan  B.  Anderson,  MD,  Wyoming  Delegate  to  the 
AMA  House  of  Delegates,  presents  $5,000  to 
Raymond  M.  McKeown  as  his  state  society’s  contribu- 
tion to  the  Norman  A.  Welch  Memorial  Fund.  The 
sum,  given  at  the  recent  AMA  Clinical  Meeting  in 
Miami  Beach,  is  specified  for  use  in  the  Loan  Guar- 
antee Program. 


48 


Rocky  Mountain  Medical  Journal 


Stamp  of  Approval 

on  Virtually  any  Ulcer  Regimen- 


PRO-BANTHINE 

(propantheline  bromide) 


Historically,  reduction  of  acid  and  motility 
in  peptic  ulcer  has  been  approached  through 
the  use  of  antacids,  dietary  management 
and  surgery. 

Since  1953,  however,  Pro-Banthine  used 
alone  or  in  addition  to  other  measures  has 
contributed  importantly  to  achieving  both 
of  these  goals.  It  has  been  shown  repeatedly 
that  adequate  doses  of  Pro-Banthine  will  sig- 
nificantly inhibit  gastric  acid  secretion  and 
reduce  gastrointestinal  motility. 

So  dependable  have  these  actions  been  that 
now,  for  many,  standard  treatment  of  peptic 
ulcer  and  several  allied  conditions  has  be- 
come antacids  plus  Pro-Banthine,  dietary 
management  plus  Pro-Banthine,  surgery 
plus  Pro-Banthine,  or  some  combination  of 
the  three. 

Pro-Banthine  has  become  the  most  widely 


prescribed  anticholinergic  for  patients  with 
peptic  ulcer,  functional  hypermotility,  irri- 
table colon,  pylorospasm  and  biliary  dyski- 
nesia because  patients  respond  favorably  to 
its  therapeutic  actions. 

Side  Effects  and  Precautions -Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  The  drug  is 
contraindicated  in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  four  tab- 
lets may  be  given  four  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago*  Illinois  60680 

Research  in  the  Service  of  Medicine 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


The  ABC’s  of  Athletic  Injuries  and  Conditioning:  By  A.  B. 
Ferguson,  Jr.,  MD  and  Jay  Bender,  MS,  PhD.  Baltimore,  1964, 
Williams  and  Wilkins.  253p.  Price:  $9.25. 

Absorption  From  the  Intestine:  By  Gerald  Wiseman.  New 
York,  1964,  Academic  Press.  564p.  Price:  $18.00. 

Aphasia  in  Adults:  Diagnosis,  Prognosis  and  Treatment:  By 
Hildred  Schuell,  PhD  and  others.  New  York,  1964,  Hoeber. 
428p.  Price:  $12.00. 

Atlas  of  Technics  in  Surgery:  By  John  L.  Madden.  MD, 
FACS  and  others.  2d  ed.  New  York,  1964,  Appleton.  2 vols. 
Price:  $45.50. 

Bahama  International  Conference  on  Burns:  Sponsored  bj*  the 
Colonial  Research  Institute  at  West  End,  Grand  Bahama, 
March  1963.  Philadelphia,  C1964,  Dorrance.  209p.  Gift. 

Clinical  Gastroenterology:  By  Eddy  D.  Palmer,  MS,  MD, 
FACP.  2d  ed.  New  York,  1963,  Hoeber.  706p.  Price:  $24.00. 

Clinical  Haematology  in  Medical  Practice:  By  G.  C.  de 
Gruchy,  MD.  FRACP,  MCPA.  2d  ed.  Philadelphia,  1964,  Davis. 
681p.  Price:  $12.50. 

Clinical  Interpretation  of  Laboratory  Tests:  By  Raymond  H. 
Goodale,  MD.  5th  ed.  Philadelphia,  1964,  Davis.  785p.  Price: 
$11.50. 

A Colpophotographic  Study  of  the  Vascular  Patterns  of  the 
Uterine  Cervix  With  Special  Reference  to  Precancerous 
Lesions  and  Cancer:  By  Oddmund  Roller,  MD.  Philadelphia, 
1963,  Davis.  157p.  Price  $6.50. 

Dynamic  Classification  of  Bone  Dysplasias:  By  Philip  Rubin, 
MD.  Chicago,  1964,  Year  Book.  410p.  Price:  $27.00. 

Experience  in  Renal  Transplantation:  By  Thomas  E.  Starzl, 
PhD.  MD.  Philadelphia,  1964,  Saunders.  383p.  Price:  $17.00. 

Fungus  Diseases  and  Their  Treatment:  By  Gavin  Hildick- 
Smith,  MD,  MRCP,  DCH  and  others.  Boston.  1964,  Little, 
Brown.  494p.  Price:  $21.07. 


History  of  Prostitution:  By  Vern  L.  Bullough,  PhD.  New 
Hyde  Park,  N.  Y.,  1964.  University  Books.  304p.  Price:  $7.50. 

Human  Foetal  and  Neonatal  Circulation:  By  John  Lind,  MD 
and  others.  Springfield,  111.,  1964,  Thomas.  54p.  Price:  $5.75. 

The  Human  Testis:  A Clinical  Treatise:  By  Leonard  P. 
Wershub,  MD,  FACS,  FICS.  Springfield,  111.,  1962,  Thomas. 
249p.  Price:  $9.83. 

Infectious  Diseases  of  Children:  By  Saul  Krugman,  MD  and 
Robert  Ward,  MD.  3d  ed.  St.  Louis,  1964,  Mosby.  423p.  Price: 
$15.75. 


Leukemia:  By  William  Dameshek,  MD  and  Frederick  Gunz, 
MD.  2d  ed.  New  York,  1964,  Grune.  594p.  Price:  $25.00. 

Outline  of  Fractures,  Including  Joint  Injuries:  By  John  C. 
Adams,  MD,  FRCS.  4th  ed.  Baltimore,  1964.  Williams  and 
Wilkins.  303p.  Price:  $7.00. 


Pediatric  Procedures:  By  Walter  T.  Hughes,  Jr.,  MD.  Phila- 
delphia, 1964,  Saunders.  208p.  Price:  $7.50. 

Psychosomatic  Aspects  of  Neoplastic  Disease;  Proceedings  of 
the  Third  Inti.  Conference  of  the  Inti.  Psychosomatic  Cancer 
Study  Group:  Edited  by  D.  M.  Kissen.  Philadelphia,  cl964, 
Lippincott.  231p.  Price:  $6.00. 

Reconstructive  Plastic  Surgery:  Principles  and  Procedures  in 
Correction,  Reconstruction,  and  Transplantation:  Edited  by 
John  M.  Converse,  MD.  Philadelphia,  1964,  Saunders.  5 vols. 
Price:  $112.50. 

Scintillation  Scanning  in  Clinical  Medicine:  Edited  by  James 
L.  Quinn,  MD.  Philadelphia,  1964,  Saunders.  278p.  Price: 
$11.50. 

A Short  History  of  Midwifery:  By  Irving  S.  Cutter  and 
Henry  R.  Viets.  Philadelphia,  1964,  Saunders.  260p.  Price: 
$8.50. 


Sudden  Cardiac  Death:  Edited  by  Borys  Surawicz,  MD  and 
E.  D.  Pellegrino,  MD.  New  York,  1964,  Grune.  222p.  Price: 
$9.50. 

The  Thymus  in  Immunobiology:  Structure,  Function,  and 
Role  in  Disease:  Edited  by  Robert  A.  Good,  PhD,  MD.  New 
York,  1964,  Hoeber.  778p.  Price:  $24.50. 

Tranquilizing  and  Antidepressive  Drugs:  By  Wilbur  M. 
Benson,  MD,  PhD  and  Burtrum  C.  Schiele,  MD.  Springfield, 
111.,  1982,  Thomas.  108p.  Price:  $5.25. 

Tropica!  Diseases  in  Temperate  Climates:  By  Kevin  M.  Cahill, 
MD,  DTM  & H (Lond.),  Philadelphia.  1964,  Lippincott.  225p. 
Price:  $9.50. 
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COLORADO  MEDICAL  SOCIETY  1964-1965 
OFFICERS  AND  COMMITTEES 


NOTE:  The  Colorado  Medical  Society  committee  list  as  it  appeared  in  the  January 
1965  issue  of  the  Rocky  Mountain  Medical  Journal  contained  some  inaccuracies.  We  apol- 
ogize if  your  name  was  omitted  from  the  list  or  was  carried  inaccurately.  The  revised 
list  printed  below  contains  all  of  the  revisions  in  committee  appointments  through 
publication  date. 


Colorado  Medical  Society 

OFFICERS — 1964-65 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session  in  Colorado  Springs. 
President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1965. 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  J.  Robert  Spencer,  Denver,  1965;  J.  Alan 
Shand,  La  Junta,  1966;  Carl  H.  McLauthlin,  Denver,  1967; 
Kenneth  A.  Platt,  Westminster,  1967. 

Judicial  Council:  District  No.  1— Daniel  H.  Buchanan,  Jr., 
1966;  District  No.  2 — John  Simon,  Englewood,  1965;  District 
No.  3— Kenneth  E.  Gloss,  Colorado  Springs,  1967;  District  No. 
4— James  G.  Price,  Brush,  1966;  District  No.  5— William  S. 
Curtis,  Boulder,  1966;  District  No.  6 — Heman  R.  Bull,  Grand 
Junction,  1967;  District  No.  7 — Tullius  W.  Halley,  Durango, 
1967;  District  No.  8-— Herman  W.  Roth,  Monte  Vista,  Chair- 
man, 1965;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice  Chair- 
man, 1965. 

Grievance  Committee:  Joel  R.  Husted,  Boulder,  1965;  James 
A.  Henderson,  Englewood,  Assistant  Secretary,  1965;  Robert 
J.  Bliss,  Fort  Collins,  1965;  William  A.  Smedley,  Jr.,  Grand 
Junction.  1965;  H.  Harper  Kerr,  Pueblo,  1965;  Edward  E. 
Tennant,  Sterling,  1965;  John  B.  Griffith,  Aurora,  1966; 
Dwight  C.  Dawson,  Colorado  Springs,  1966;  Ray  G.  Witham, 
Craig,  Chairman.  1966;  Clayton  K.  Mammel,  Denver,  1966; 
Robert  B.  Richards,  Fort  Morgan,  1966;  Joseph  A.  Leonard, 
Lakewood,  Secretary,  1966. 

Delegates  to  the  American  Medical  Association:  I.  E. 
Hendryson,  Denver,  Dec.  31,  1965  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1965);  Harlan  E.  McClure,  Lamar, 
Dec.  31.  1965  (Alternate,  Walter  M.  Boyd,  Greeley,  Dec.  31, 
1965);  Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate. 
Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1966). 

Speaker,  House  of  Delegates:  Walter  C.  Herold,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

COUNCIL  ON  GOVERNMENTAL  RELATIONS:  Robert  G. 
Bosworth,  Jr.,  Denver,  Chairman,  1966;  Frank  E.  Stander, 
Pueblo,  Vice  Chairman,  1965;  Roger  G.  Howlett,  Golden, 
1965;  Jack  I.  Paap,  Colorado  Springs,  1965;  Phillip  Weaver, 
Greeley,  1965;  James  M.  Perkins,  Denver,  1966;  Ward  B. 
Studt,  Grand  Junction,  1966;  John  Wood,  Englewood,  1966. 

COMMITTEES  OF  THE  COUNCIL- 
DISASTER  MEDICAL  CARE  COMMITTEE:  James  M. 
Perkins,  Denver,  Chairman;  Robert  Collier,  Wheat  Ridge, 
Vice  Chairman;  Cyrus  W.  Partington,  Colorado  Springs; 
Robert  B.  Skinner,  Denver;  V.  E.  Wohlauer,  Denver. 
LEGISLATIVE  COMMITTEE:  Robert  E.  McCurdy,  Denver, 
Chairman;  H.  U.  Waggener,  Denver,  Vice  Chairman;  James 
J.  Pattee,  Colorado  Springs;  J.  Philip  Clarke,  Samuel  Haigler, 
Roger  S.  Mitchell,  McKinnie  Phelps,  all  of  Denver;  Walter 
J.  Grand,  Littleton. 

STATE  WELFARE  DEPARTMENT  AFFAIRS  COMMITTEE: 

Robert  B.  Richards,  Fort  Morgan,  Chairman;  Robert  McKenna, 
Denver;  John  M.  Wood,  Englewood. 

MILITARY  AFFAIRS  COMMITTEE:  Robert  S.  Liggett,  Den- 
ver, Chairman;  Leo  W.  Lloyd,  Durango;  Jackson  Sadler,  Fort 
Collins. 

WORKMEN’S  COMPENSATION  AFFAIRS:  Robert  F.  Bell, 
Chairman;  Harry  R.  Boyd,  Felice  A.  Garcia,  Elmer  M. 
Franz.  Raymond  Hammer,  William  Wierman,  all  of  Denver. 


COUNCIL  ON  MEDICAL  SERVICE:  I.  E.  Hendryson,  Denver, 
Chairman,  1966;  Joseph  B.  McCloskey,  Denver,  Vice  Chair- 
man, 1966;  Walter  E.  Vest,  Denver,  1965;  Kenneth  I. 
Maclnnes,  Colorado  Springs,  1965;  Arthur  Olsen,  Fort  Mor- 
gan, 1965;  Robert  Viehe,  Glenwood  Springs,  1965;  John  H. 
Amesse,  Denver,  1966;  Henry  W.  Toll,  Jr.,  Denver,  1966. 

COMMITTEES  OF  THE  COUNCIL- 
AGING  COMMITTEE:  Robert  H.  Hughes,  Denver,  Chairman; 
Jack  L.  Baughman,  William  E.  Hay,  Walter  E.  Vest,  all  of 
Denver;  Robert  Schilling,  Pueblo. 

REPRESENTATIVES  TO  BLUE  CROSS  BOARD:  Samuel  P. 
Newman,  Denver;  Heman  R.  Bull,  Grand  Junction. 

BLUE  SHIELD  ADVISORY  COMMITTEE:  William  B.  Condon, 
Denver,  Chairman,  1965;  A.  T.  Waski,  Akron,  1965;  James 
Price,  Brush,  1965;  Joseph  S.  Pollard,  Colorado  Springs,  1965; 
L.  L.  Hick,  Delta,  1965;  Leo  J.  Flax,  Denver,  1965;  Richard 
Herrmann,  Denver,  1965;  Ivan  E.  Hix,  Jr.,  Denver,  1965; 
Herbert  B.  Kennison,  Jr.,  Denver,  1965;  John  McAfee,  Den- 
ver, 1965;  H.  U.  Waggener,  Denver,  1965;  Gatewood  C. 
Milligan,  Englewood,  1965;  Harlan  E.  McClure,  Lamar,  1965; 
Wesley  Van  Camp,  Pueblo,  1965;  Leo  J.  Leonardi,  Salida, 
1965;  Lee  J.  Beuchat,  Trinidad,  1965;  William  A.  Merritt, 
Walsenburg,  1965;  William  M.  Martin,  Aurora,  1966;  Robert  E. 
Carlton,  Colorado  Springs,  1966;  Walter  E.  Herold,  Colorado 
Springs,  1966  (John  V.  Ambler,  Denver,  alternate  for  Dr. 
Herold);  Clifford  E.  Parmley,  Cortez,  1966;  D.  Eugene 
Cowan,  Denver,  1966;  Theodore  K.  Gleichman,  Denver,  1966; 
John  L.  Lightburn,  Denver,  1966;  Lex  L.  Penix,  Denver,  1966; 
Lloyd  V.  Shields,  Denver,  1966;  David  J.  Stephenson,  Denver, 
1966;  David  E.  Bates,  Eaton,  1966;  N.  Paul  Anderson,  Fort 
Collins,  1966;  Harlan  B.  Huskey,  Fruita,  1966;  Edward  E. 
Mueller,  Glenwood  Springs,  1966;  John  H.  Dahl,  Lakewood. 
1966;  Robert  D.  Pierce,  Pueblo,  1966;  Vernon  H.  Price, 
Steamboat  Springs,  1966;  Robert  B.  Bradshaw,  Alamosa, 
1967;  Raymond  C.  Beethe,  Burlington,  1967;  Henry  C.  Grabow, 
Canon  City,  1967;  James  V.  Carris,  Colorado  Springs,  1967; 
F.  A.  Garcia,  Denver,  1967;  John  Litvak,  Denver,  1967; 
Walter  J.  Longeway,  Denver,  1967;  Robert  E.  McCurdy, 
Denver,  1967;  Donald  E.  Newland,  Denver,  1967;  Leroy  Sides, 
Denver,  1967;  Chester  M.  Wigton,  Durango,  1967 ; Leon  L. 
Gordon,  Lafayette,  1967;  William  R.  Sisson,  La  Junta,  1967; 
John  Peters,  Jr.,  Montrose,  1967;  Lloyd  W.  Surges,  Steamboat 
Springs,  1967;  Jack  L.  Mackey,  Sterling,  1967. 

COMMITTEE  ON  BLOOD:  William  A.  H.  Rettberg,  Chairman: 
John  M.  Nelson,  E.  P.  Elzi,  Robert  W.  Lackey,  Robert  W. 
Virtue,  all  of  Denver. 

INSURANCE  AND  PREPAYMENTS  PLANS  COMMITTEE: 

To  be  appointed. 

INSURANCE  REVIEW  COMMITTEE:  George  R.  Buck. 
Chairman;  E.  Bruce  Badger,  Charles  B.  McCrory,  all  of 
Denver. 

MEDICAL  ASPECTS  OF  SPORTS  COMMITTEE:  M.  L.  Gibson. 
Aurora,  Chairman;  Others  to  be  appointed. 

MEDICAL  FACILITIES  COMMITTEE:  To  be  appointed. 

COUNCIL  ON  PROFESSIONAL  RELATIONS:  Carl  W. 
Swartz,  Pueblo,  Chairman,  1966;  William  A.  Liggett,  Denver. 
Vice  Chairman,  1965;  Littleton  J.  Bunch,  Alamosa,  1965; 
Robert  B.  Richards,  Fort  Morgan,  1965;  W.  Kemp  Absher, 
Pueblo,  1965;  Claude  D.  Bonham,  Denver,  1966;  Richard  P. 
Saunders,  Grand  Junction,  1966;  Clare  C.  Wiley,  Longmont, 
1966. 

COMMITTEES  OF  THE  COUNCH.— 

REPRESENTATIVES  TO  THE  ADULT  EDUCATION  COUN- 
CIL: Lawrence  T.  Brown,  Denver;  Kenneth  C.  Sawyer,  Jr., 
Denver. 

ADVISORY  TO  THE  AUXILIARY:  Fred  A.  Humphrey,  Fort 
Collins,  Chairman;  V.  V.  Anderson,  Del  Norte;  Bradford 
Murphey,  Denver:  J.  Alan  Shand,  La  Junta. 


ADVISORY  TO  THE  COLORADO  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS:  C.  William  Vickers,  Colorado  Springs, 
Chairman;  Fordyce  McCabe,  Boulder;  Robert  V.  Elliott,  Den- 
ver; Robert  Redwine,  Pueblo. 

MEDICINE  AND  RELIGION  COMMITTEE:  Bernard  T. 
Daniels,  Denver,  Chairman;  Robert  O.  Beadles,  Colorado 
Springs;  Lewis  Barbato,  Denver;  Herman  I.  La  fit,  Denver; 
Alfred  O.  Mazat,  Englewood. 

MEDICOLEGAL  COMMITTEE:  William  A.  Liggett,  Denver, 
Chairman,  1965;  Elmer  M.  Franz,  Denver,  1965;  James  E. 
Hutchison,  Denver,  1965;  Eugene  Penn,  Aurora,  1966;  Thomas 
Kennedy,  Denver,  1966;  Wilbur  Manley,  Denver,  1966. 
PROFESSIONAL  INSURANCE  ON  RETIREMENT  COMMIT- 
TEE: Frank  Gorishek,  Denver,  Chairman;  William  S.  Curtis, 
Boulder;  L.  L.  Hick,  Delta;  George  R.  Buck,  Denver;  Paul 
Stidham,  Grand  Junction. 

COUNCIL  ON  PUBLIC  HEALTH:  Roger  S.  Mitchell,  Denver, 
Chairman,  1965;  Ward  L.  Chadwick,  Denver,  Vice  Chairman, 
1966;  Kenneth  E.  Gloss,  Colorado  Springs,  1965;  L.  L.  Hick, 
Delta,  1965;  John  C.  Straub,  Limon,  1965;  Henry  B.  Strenge, 
Boulder,  1966;  Robert  K.  Brown,  Denver,  1966;  James  A. 
Stapleton,  Denver,  1966. 

COMMITTEES  OF  THE  COUNCIL- 
ADDICTIONS  COMMITTEE:  Edward  Delehanty,  Denver, 
Chairman;  Richard  L.  Conde,  Colorado  Springs;  Albert  E. 
Stock,  Colorado  Springs;  Ernest  G.  Ceriani,  Kremmling; 
J.  L.  Rosenbloom,  Pueblo. 

AUTOMOTIVE  SAFETY  COMMITTEE:  Horace  E.  Campbell, 
Denver,  Chairman;  C.  L.  Lusby  n,  Brush;  Thomas  J.  Hurley, 
Colorado  Springs;  E.  H.  Vincent,  Colorado  Springs;  Charles 
D.  Bloomquist,  Denver. 

HEALTH  EDUCATION  AND  SCHOOL  HEALTH  CO.MIVllT- 
TEE:  Ward  L.  Chadwick,  Denver,  Chairman;  Charles  E. 
Pennington,  Colorado  Springs;  Mildred  Doster,  Denver;  Ruth 
Gouge,  Englewood. 

INFECTIOUS  DISEASES:  Henry  Strenge,  Boulder,  Chairman; 
Maurice  Snyder,  Colorado  Springs;  Henry  Kempe,  Denver; 
Joseph  B.  McCloskey,  Denver;  Cecil  Mollohan,  Denver; 
James  Philpott,  Jr.,  Denver;  Ham  Jackson,  Fort  Morgan. 
MATERNAL  AND  CHILD  HEALTH:  Ben  C.  Williams,  Den- 
ver, Chairman;  Jean  M.  Bremers,  Jerry  A.  Freeman,  W.  Donald 
Woodard,  all  of  Denver;  Marcia  Curry,  Denver;  Donald  W. 
Schiff,  Littleton;  George  W.  Horst,  Glenwood  Springs. 
MENTAL  HEALTH  COMMITTEE:  Frederick  A.  Lewis,  Jr., 
Denver,  Chairman;  Richard  L.  Conde,  Colorado  Springs,  Vice 
Chairman;  V.  V.  Anderson,  Del  Norte;  Lewis  Barbato, 
Edward  Billings,  Laurence  M.  Currier,  Edward  Delehanty, 
John  N.  H annum,  Alan  M.  Kraft,  William  W.  McCaw,  Charles 
A.  Rymer,  all  of  Denver. 

OCCUPATIONAL  HEALTH  AND  REHABILITATION:  Lewis 
C.  Benesh,  Denver,  Chairman;  Irving  Ohr,  Denver;  Charley 
J.  Smyth,  Denver;  James  A.  Stapleton,  Denver;  Hal  R.  Dildy, 
Golden;  John  S.  Young,  Lakewood. 

PULMONARY  DISEASE:  Robert  K.  Brown,  Denver,  Chair- 
man; Lorence  Kircher,  Colorado  Springs;  Milton  L.  Wiggins, 
Colorado  Springs;  Edward  Donovan,  Leroy  Elrick,  John 
Zarit,  all  of  Denver;  Lynn  A.  James,  Grand  Junction. 
RURAL  HEALTH  COMMITTEE:  V.  E.  Wohlauer,  Denver, 
Chairman;  Monroe  R.  Tyler,  Denver;  Edward  G.  Merritt, 
Dolores;  Henry  P.  Thode,  Jr.,  Ft.  Collins;  Richard  B. 
Saunders,  Grand  Junction;  Mason  M.  Light,  Gunnison;  Doris 
M.  Benes,  Haxtun;  Elmer  L.  Morgan,  Rocky  Ford;  Vernon 
Price,  Steamboat  Springs. 

WEEKLY  HEALTH  COLUMN  AND  HEALTH  ARTICLES 
COMMITTEE:  Joseph  Butterfield,  Denver,  Chairman;  L.  C. 
Lusby  II,  Brush;  Howard  A.  Bronson,  Stuart  G.  Dunlop, 


PhD,  David  B.  Roos,  Herbert  Rothenberg,  Giles  Toll,  all  of 
Denver;  Birger  E.  Peterson,  Longmont. 

COUNCIL  ON  SCIENTIFIC  EDUCATION:  Albert  Kukral, 
Denver,  Chairman,  1966;  Joseph  S.  Pollard,  Colorado  Springs, 
Vice  Chairman,  1965;  John  E.  McWilliams,  Colorado  Springs, 
1965;  Jess  H.  Humphries,  Denver,  1965;  William  W.  Waddell, 
Denver,  1965;  Gilbert  Balkin,  Denver,  1966;  E.  Paul  Sheridan, 
Denver,  1966;  Victor  A.  Crumbaker,  Grand  Junction,  1966. 

COMMITTEES  OF  THE  COUNCIL— 

AMA-ERF  COMMITTEE:  Kenneth  C.  Sawyer,  Jr.,  Denver, 
Chairman;  Samuel  H.  Brown,  Colorado  Springs;  T.  W.  Halley, 
Durango;  Rodger  Wotkyns,  Lakewood;  Robert  Ludwick, 
Sterling. 

CANCER  COMMITTEE:  N.  Paul  Isbell,  Denver,  Chairman; 
Claude  D.  Bonham,  John  S.  Bouslog,  R.  Neil  Chisholm,  B.  T. 
Daniels,  Raymond  W.  Hammer,  E.  A.  Hinds,  William  A.  Hines, 
Alexis  E.  Lubchenco,  R.  G.  Mitcheltree,  Marson  Morfit, 
Kenneth  C.  Sawyer,  all  of  Denver;  Lanning  Likes,  Lamar. 
MEDICAL  EDUCATION  COMMITTEE:  William  M.  Covode, 
Denver.  Chairman;  Joseph  H.  Holmes,  Denver,  Vice  Chair- 
man; L.  E.  Maurer,  Boulder;  Robert  Hawley,  Denver;  James 
D.  Hites,  Dolores;  William  Leitch,  Wheat  Ridge. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  George  P. 
Lingenfelter,  Denver,  Chairman,  1967;  Kenneth  A.  Platt, 
Westminster,  1966;  Frank  Gorishek,  Denver,  1965;  Gene  P. 
Ley,  Pueblo,  1968;  Carl  H.  McLauthlin,  Denver,  1969. 
REPRESENTATIVES  TO  COLORADO-WYOMING  SCIENCE 
FAIR:  Robert  Dillon,  Colorado  Springs,  1965;  H.  Calvin 
Fisher,  Denver,  1966. 

PROGRAM  COMMITTEE,  1965  MIDWINTER  CLINICAL 
SESSION:  Gilbert  Balkin,  Denver,  Chairman;  John  E. 
McWilliams,  Colorado  Springs;  L.  Joseph  Butterfield,  Jess  H. 
Humphries,  Marvin  E.  Johnson,  Albert  J.  Kukral,  E.  Paul 
Sheridan,  all  of  Denver;  Victor  A.  Crumbaker,  Grand 
Junction. 

PROGRAM  COMMITTEE,  1965  ANNUAL  SESSION:  Joseph 

S.  Pollard,  Colorado  Springs,  Chairman;  Otis  J.  King,  Jr., 
Colorado  Springs;  Edward  J.  Donovan,  John  A.  Humphreys, 
Albert  J.  Kukral,  Thomas  W.  Moffatt,  James  C.  Owens,  all  of 
Denver;  L.  C.  Wollenweber,  Jr.,  Lakewood. 

BOARD  OF  TRUSTEES  COMMITTEES 
EXECUTIVE  COMMITTEE:  Samuel  B.  Childs,  Denver,  Chair- 
man; Howard  T.  Robertson,  Denver;  J.  Robert  Spencer,  Den- 
ver; Myron  C.  Waddell,  Denver;  Kenneth  A.  Platt,  West- 
minster. 

FINANCE  COMMITTEE:  J.  Alan  Shand,  La  Junta,  Chairman; 
Paul  R.  Hildebrand,  Brush;  William  A.  Day,  Colorado 
Springs;  Samuel  B.  Childs,  Denver;  Carl  H.  McLauthlin, 
Denver. 

BUILDING  MANAGEMENT  COMMITTEE:  J.  Robert  Spencer, 
Denver,  Chairman;  Carl  H.  McLauthlin,  Denver;  Howard  T. 
Robertson,  Denver. 

COCHEMS  TRUST  FUND:  Samuel  B.  Childs,  Denver;  Paul 
R.  Hildebrand,  Brush;  Myron  C.  Waddell,  Denver. 

CODE  OF  COOPERATION  COMMITTEE:  John  S.  Bouslog, 
Denver,  Chairman;  Paul  R.  Hildebrand,  Brush;  Samuel  B. 
Childs,  Denver;  Clyde  E.  Stanfield,  Denver;  Mr.  Donald  G. 
Derry,  Denver. 

ORIENTATION  COURSE  COMMITTEE:  Gill  Brehm.  Sterling, 
Chairman;  Jack  D.  Durrance,  Denver;  Carl  H.  McLauthlin. 
Denver;  John  N.  Wilson,  Denver;  Robert  R.  Tipton,  Lake- 
wood. 

PUBLIC  RELATIONS  COMMITTEE:  Clyde  E.  Stanfield,  Den- 
ver, Chairman;  Marcus  B.  Bond,  Denver;  John  S.  Bouslog, 
Denver. 


Save  Time  at  the  Midwinter  Clinical  Session 

Use  the  advance  registration  form  carried  in  the  program  of  the  Midwinter  Clinical  Session 
of  the  Colorado  Medical  Society  and  mail  it  to  us  with  your  registration  fee  and  ticket 
reservations. 
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1985  National  Medicolegal  Symposium 

The  American  Medical  Association  and  the  Amer- 
ican Bar  Association  have  joined  forces  to  sponsor 
the  1965  National  Medicolegal  Symposium  on  March 
11-13  at  the  Dunes  Hotel  in  Las  Vegas,  Nevada. 
Some  1,200  physicians  and  attorneys  are  expected 
to  attend. 

The  biennial  Medicolegal  Symposium,  sponsored 
solely  by  the  AM  A in  the  past,  was  considered  to  be 
the  outstanding  meeting  of  its  kind.  Participation  by 
the  ABA  promises  an  even  more  informative  pro- 
gram. Joint  AMA-ABA  sponsorship  of  the  1965  Na- 
tional Medicolegal  Symposium  was  agreed  upon  by 
the  AMA-ABA  Liaison  Committee. 

Topics  to  be  covered  include  the  common  goals 
and  ideals  of  law  and  medicine,  the  medical  witness, 
current  litigation,  and  tax  problems.  Trial  vignettes 
will  be  used  to  dramatize  courtroom  situations. 

The  meeting  will  start  at  2 p.m.,  Thursday,  March 
11,  and  conclude  at  noon,  Saturday,  March  13.  Reg- 
istration fee  for  the  symposium  will  be  $25.00,  which 
will  cover  the  cost  of  a luncheon  on  Friday,  a 
reception  and  a copy  of  the  proceedings. 

Advance  registration  cards  may  be  obtained  by 
writing  to  Mr.  Robert  B.  Throckmorton,  general 
counsel,  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Mid-Central  States  Orthopaedic  Society 

The  12th  Annual  Meeting  of  the  Mid-Central 
States  Orthopaedic  Society  will  be  held  March  25-27, 
1965,  at  the  Velda  Rose  Towers,  Hot  Springs, 
Arkansas. 

For  further  information  contact  Mid-Central  States 
Orthopaedic  Society,  4101  Westport,  Wichita,  Kansas 
67212. 

Southwestern  Medical  Association 

The  47th  Annual  Meeting  of  the  Southwestern 
Medical  Association  will  be  held  at  the  Sheraton 
Motor  Inn,  El  Paso,  Texas,  November  4-6,  1965. 
Secretary:  Dr.  Sol  Heinemann,  310  N.  Stanton,  El 
Paso,  Texas. 

Western  Colorado  Spring  Clinic 

The  Western  Colorado  Spring  Clinic  will  be  held 
in  Grand  Junction,  Colo.,  April  23  and  24.  For  fur- 
ther information,  contact  Victor  Crumbaker,  MD, 
403  Kennedy  Avenue,  Grand  Junction. 


Inhalation  Therapy  Seminar 

This  one-day  Seminar  will  be  held  at  the  Denver 
Hilton  Hotel  on  Saturday,  February  27,  1965.  Par- 
ticipants will  include: 

Ernest  K.  Cotton , Assistant  Professor  of  Pediatrics, 
University  of  Colorado  Medical  Center 
C.  J.  Falliers,  Medical  Director,  Children’s  Asthmatic 
Research  Center  and  Hospital,  Denver 
William  F.  Miller,  Associate  Professor  of  Medicine, 
Southwestern  Medical  School,  Dallas 
Thomas  Petty,  Assistant  Professor  of  Medicine,  Uni- 
versity of  Colorado  Medical  Center 
Allan  Hurst,  Director  of  Inhalation  Therapy,  Gen- 
eral Rose  Memorial  Hospital  and  St.  Anthony 
Hospital,  Denver 

Richard  Rink,  Lt.  Col.  M.C.,  Director  of  Anaesthesia 
and  Operative  Services,  Fitzsimons  Army  Hospital, 
Denver 

William  Waddell,  Professor  and  Chairman,  Dept,  of 
Surgery,  University  of  Colorado  Medical  Center 
Roger  Mitchell,  Associate  Professor  of  Medicine, 
University  of  Colorado  Medical  Center 
■For  further  information,  contact  Allan  Hurst,  MD, 
General  Chairman. 

American  College  of  Physicians 

The  Golden  Anniversary  Session  of  the  American 
College  of  Physicians  (ACP)  will  be  held  in  Chi- 
cago, March  22-26,  at  the  Conrad  Hilton  Hotel. 
Highlights  of  the  meeting  will  be  presentations  by 
prominent  internists  who  received  top  awards  from 
ACP  in  1933,  1949  and  1957  and  an  emphasis  on 
the  relationship  of  psychiatry  to  internal  medicine. 

Some  300  physicians  and  other  medical  scientists, 
including  two  from  Norway  and  Switzerland,  will 
take  part  in  the  five-day  scientific  program. 

General  Arrangements  Committee  Chairman  for 
the  ACP’s  Golden  Anniversary  Session  is  Wright 
Adams,  MD,  Chicago,  111.,  Professor  of  Medicine 
at  the  University  of  Chicago. 


A postgraduate  course  sponsored  by  the  American 
College  of  Physicians  and  originally  scheduled  for 
June  14-18,  1965,  has  been  postponed  until  Novem- 
ber 1-5,  1965.  This  course,  “Psychiatry  for  the  In- 
ternist,” will  be  held  at  the  University  of  Colorado 
Medical  Center,  Denver,  with  Herbert  S.  Gaskill, 
MD,  of  Denver  as  Director. 

Gastroenterology 

The  Southern  Regional  Meeting  of  the  American 
College  of  Gastroenterology  will  be  held  in  New 
Orleans,  La.,  on  Sunday,  March  7,  1965  at  the 
Roosevelt  Hotel. 

Members  of  the  medical  profession  are  cordially 
invited  to  attend.  A copy  of  the  program  may  be 
obtained  from  the  Secretary,  American  College  of 
Gastroenterology,  33  W.  60th  Street,  New  York, 
N.  Y.  10023. 
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Pediatrics 

The  American  Academy  of  Pediatrics  will  hold 
its  Spring  Session  April  26-29,  1965  at  the  Amer- 
icana Hotel,  Bal  Harbour  (Miami  Beach),  Florida. 
All  pediatricians  and  other  physicians  interested  in 
children  are  invited  to  attend  the  meeting. 

The  Spring  Session  will  meet  for  four  half  days, 
leaving  the  afternoons  free  for  recreation.  Scientific 
programs  will  include  closed  circuit  television  presen- 
tations and  panel  discussions,  as  well  as  scientific  and 
technical  exhibits.  All  presentations  will  be  simul- 
taneously translated  into  Spanish  during  the  meeting. 
Subjects  will  include  genetic  disorders  in  pediatrics; 
dentistry  in  the  pediatrician’s  office;  pediatric  derma- 
tology; pediatric  ophthalmology;  interview  techniques 
with  children;  reading  disabilities;  orthopedic  prob- 
lems; and  cyanotic  congenital  heart  disease. 

Registration  fees  are  $15  for  Academy  members, 
applicants  to  the  Academy,  applicants  to  the  Amer- 
ican Board  of  Pediatrics,  nonmembers  out  of  school 
less  than  five  years,  and  physicians  in  the  Armed 
Forces,  and  $25  for  nonmember  physicians.  Inter- 
ested physicians  may  write  to  the  American  Academy 
of  Pediatrics,  1801  Hinman  Ave.,  Evanston,  Illinois 
60204,  for  a preliminary  program  and  housing  and 
registration  forms. 

University  of  Utah  College  of  Medicine 
Postgraduate  Medical  Education 

Obstetrics  April  1-3,  1965 

The  program  in  Obstetrics  will  be  conducted  in  the 
pleasant  surroundings  of  a local  ski  resort  in  the 
early  spring  to  review  subjects  of  interest  to  phy- 
sicians practicing  obstetrics  and  gynecology.  Loca- 
tion of  the  meeting  will  afford  an  unusual  opportunity 
for  relaxation  and  learning  in  the  same  facility  in 
which  the  faculty  and  registrants  live  for  a few  days. 
This  will  allow  informal  discussion  and  learning  to 
extend  far  beyond  the  scheduled  program.  Irwin  H. 
Kaiser,  MD,  is  program  chairman. 

Registration:  Limited  to  50  Tuition:  $50 


Rehabilitation 

The  Fourth  Annual  Course  in  Principles  of  Re- 
habilitation of  the  Physicially  Handicapped  will  be 
given  under  the  sponsorship  of  the  University  of 
Miami  School  of  Medicine  and  the  Rehabilitation 
Center  for  Crippled  Children  and  Adults,  March 
22-26,  1965  in  Miami. 

For  further  information,  contact  Dr.  Pedro  Arroyo, 
Jr.,  Rehabilitation  Center  for  Crippled  Children  and 
Adults,  1475  N.W.  14th  Avenue,  Miami,  Fla. 

Urological  Symposium 

An  all-day  Urological  Symposium,  sponsored  by 
the  Southeastern  Chapter  of  the  Colorado  Academy 
of  General  Practice  will  be  held  April  4,  1965  at 
the  Minnequa  Club  in  Pueblo,  Colorado. 

Speakers  will  include  Dr.  Edward  N.  Cook  from 
the  Mayo  Clinic,  Dr.  Edward  M.  Mahoney  from  the 
Peter  Bent  Brigham  Hospital  in  Boston  and  Dr. 
William  T.  Bowles  from  the  Washington  University 
School  of  Medicine. 

Spring  Clinical  Conference 

The  Dallas  Southern  Clinical  Society  will  hold  its 
34th  Annual  Spring  Clinical  Conference,  March  22- 
24,  1965  at  the  Statler  Hilton  Hotel  in  Dallas,  Texas. 
Additional  information  and  preliminary  program 
may  be  obtained  by  writing  the  Dallas  Southern 
Clinical  Society,  Medical  Arts  Bldg.,  Dallas,  Texas 
75201. 

Ruidoso  Summer  Clinic 

The  8th  Annual  Ruidoso  Summer  Clinic,  spon- 
sored by  the  New  Mexico  Chapter  of  the  American 
Academy  of  General  Practice  will  be  held  in  Ruidoso, 
New  Mexico,  July  19-22,  1965.  12  Hours  Category  I 
credit.  Secretary:  Dr.  Herschel  L.  Douglas,  121 
South  2nd  Street,  Lovington,  New  Mexico. 
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Co-Sponsored  by  The  American  Medical  Association 
The  American  Bar  Association 

Plan  now  to  attend  this — -the  finest— —meeting  of  physicians  and  lawyers  to 
improve  medicolegal  relations  and  to  improve  the  administration  of  justice. 

Stay  at The  beautiful  Dunes  Hotel  with  its  22-story  new  addition,  the  finest  in  Las 

Vegas.  Bring  your  family  and  enjoy  swimming,  golfing,  dancing,  top  per- 
formers in  sparkling  Las  Vegas,  the  entertainment  capital  of  the  world. 
Make  your  hotel  reservations  directly  with  the  Dunes. 


For  further  Information  on  the  Symposium  contact:  Robert  B.  Throckmorton,  General 
Counsel,  American  Medical  Association,  535  N.  Dearborn  St.,  Chicago,  Illinois  60610. 
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HIATUS  HERNIA  ( continued  from  page  33) 

this  complex  of  disorders  without  severe  esopha- 
geal complications.  Success  is  claimed  in  17  of  18 
patients  operated.  In  this  operation,  in  addition  to 
classical  hernia  repair,  the  mid-lateral  dome  of  the 
left  leaf  of  the  diaphragm  is  selectively  paralyzed. 
The  cardia  is  drawn  to  the  left  under  this  section 
of  the  diaphragm  by  obliquely  placed  sutures. 
This  lengthens  the  abdominal  esophagus  and  para- 
doxically elevates  the  fundus  of  the  stomach.  We 
have  had  no  experience  with  this  procedure  but 
certainly  believe  it  deserves  additional  attention 
and  trial. 

Summary 

The  surgical  treatment  of  hiatus  hernia  and  its 
complications  presents  many  different  problems 
which  must  be  carefully  evaluated  in  each  pa- 
tient. The  operative  procedure  employed  should 
be  tailored  to  the  individual  patient’s  require- 
ments if  permanent  success  is  to  be  achieved  with 
the  lowest  possible  morbidity,  mortality  and  late 
complications.  Our  current  concepts  of  some  of 
the  problems  in  the  surgical  management  of  this 
disease  are  presented.  • 
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Colorado  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 

Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  John  M.  Read,  Elko. 

President-elect:  Joseph  M.  George,  Jr.,  Las  Vegas. 

Secretary -Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  William  A.  O’Brien,  III,  Reno. 
A.M.A.  Delegate:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal: Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary -Treasurer:  Hugh  B.  Woodward,  Albuquerque. 

Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 

Delegate  to  A.M.A. : Allan  L.  Haynes,  Clovis,  January  1,  1965, 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Councilors  for  3 Years:  W.  W.  Kridelbaugh,  Albuquerque 
(District  III);  Richard  C.  Sherman,  Alamogordo  (District 
VI). 

Councilors  for  2 Years:  Emmit  M.  Jennings,  Roswell  (District 
V);  John  C.  McCulloch,  Farmington  (District  VII);  James  B. 
Moss,  Jr.,  Clovis  (District  IV). 

Councilors  for  1 Year:  Walter  A.  Stark,  Las  Vegas  (District 
I);  Richard  B.  Streeper,  Santa  Fe  (District  II). 

CONVENTION  SCIENTIFIC  PROGRAM  COMMITTEE:  Marcus 
J.  Smith,  Santa  Fe,  1965,  Chairman;  Andrew  M.  Babey,  Las 
Cruces,  1965;  Earl  B.  Flanagan,  Carlsbad,  1966;  Reginald  H. 
Fitz,  Albuquerque,  1966;  Harry  D.  Ellis,  Santa  Fe,  1967; 
Robert  S.  Stone,  Albuquerque,  1967. 

CONVENTION  SITE  COMMITTEE:  Stuart  W.  Adler,  Albu- 
querque, Chairman;  Martin  B.  Goodwin,  Clovis;  Robert  \V. 
Mclntire,  Carlsbad. 

GRIEVANCE  COMMITTEE:  Allan  L.  Haynes,  Clovis,  1965, 
Chairman;  Samuel  R.  Ziegler,  Espanola,  1966,  Secretary; 
Lewis  M.  Overton,  Albuquerque,  1967. 

NEW  MEXICO  PHYSICIANS’  SERVICE:  William  J.  Hossley, 
Deming,  1967,  Chairman;  Emmit  M.  Jennings,  Roswell,  1965, 
Vice  Chairman;  H.  P.  Borgeson,  Alamogordo,  1965;  Albert  J. 
Fisher,  Albuquerque,  1965;  Robert  S.  Grier,  Los  Alamos, 
1965;  James  C.  Sedgwick,  Las  Cruces,  1965;  Chester  L.  Bynum, 
Farmington,  1966;  J.  C.  Dotson,  Los  Alamos,  1966;  Louis 
Levin,  Albuquerque,  1966;  James  W.  Wiggins,  Albuquerque, 
1966;  Alfred  S.  Blauw,  Roswell,  1966;  George  M.  Boyden, 
Albuquerque,  1967;  William  L.  Minton,  Lovington,  1967; 
Frank  W.  Parker,  Gallup,  1967;  John  J.  Smoker,  Raton,  1967. 

NOMINATING  COMMITTEE:  C.  Pardue  Bunch,  Artesia 
(District  V:  Chaves,  Eddy,  Lea),  Chairman;  John  J.  Smoker, 
Raton  (District  I:  Colfax,  San  Miguel);  A.  S.  Lathrop,  Santa 
Fe  (District  II:  Los  Alamos,  Santa  Fe,  Taos);  R.  V.  Seligman, 
Albuquerque  (District  III:  Bernalillo);  George  W.  Pro  thro, 
Clovis  (District  IV:  Curry,  DeBaca,  Quay,  Roosevelt);  W.  D. 
Sedgwick,  Las  Cruces  (District  VI:  Dona  Ana,  Grant,  Luna, 
Otero,  Sierra);  Wendell  Peacock,  Farmington  (District  VII: 
McKinley,  Mid-Rio  Grande,  San  Juan,  Valencia). 

STATE  AGENCIES  GROUP:  Thomas  Lyle  Carr,  Coordinator. 

ADVISORY  COMMITTEE  TO  D.P.W.:  Samuel  R.  Ziegler. 
Espanola,  Chairman;  Frank  A.  Rowe,  Albuquerque;  Emmit  M. 
Jennings,  Roswell;  Isaac  Terr,  Las  Vegas;  Reynaldo  Deveaux, 
Taos;  Geo.  Evetts,  Tucumcari. 

LEGISLATIVE  AND  PUBLIC  POLICY  COMMITTEE:  Harry 
D.  Ellis,  Santa  Fe,  Chairman;  Albert  S.  Lathrop,  Santa  Fe, 
Vice-Chairman;  Bernalillo — Hugh  B.  Woodward,  Albuquerque; 
Chaves — Emmit  M.  Jennings,  Roswell;  Colfax — R.  P.  Beaudette, 
Raton;  Curry-Roosevelt — Lynn  W.  Abshere,  Clovis;  Dona  Ana 
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— Andrew  M.  Babey,  Las  Cruces;  Eddy— C.  Pardue  Bunch, 
Artesia;  Grant— Claran  C.  Cobb,  Silver  City;  Lea— Coy  S, 
Stone,  Hobbs;  Los  Alamos — James  E.  Loucks,  Los  Alamos; 
Luna— W.  J.  Hossley,  Deming;  McKinley— Frank  W.  Parker, 
Gallup;  Mid-Rio  Grande — Jose  A.  Rivas,  Belen;  Otero— Olin 
B.  Boyd,  Alamogordo;  Quay— T.  B.  Hoover,  Tucumcari;  San 
Juan — John  T.  Parker,  Farmington;  San  Miguel — J.  J. 
Johnson,  Jr.,  Las  Vegas;  Santa  Fe— Albert  S.  Lathrop,  Santa 
Fe;  Sierra— E.  E.  Hubble,  Truth  or  Consequences;  Taos— 
Albert  M.  Rosen,  Taos;  Valencia — Norton  R.  Ritter,  Grants. 

MATERNAL  AND  PERINATAL  MORTALITY  COMMITTEE: 

Roy  F.  Goddard,  Albuquerque,  Chairman;  Norton  R.  Ritter, 
Grants;  M.  Ann  Hunt,  Santa  Fe;  Alvina  Looram,  Santa  Fe; 
Rufus  E.  Lee,  Los  Alamos;  Hoyt  M.  McClintock,  Clovis; 
Eleanor  Adler,  Albuquerque;  Homer  S.  Musgrave,  Albuquer- 
que; Morton  W.  Dann,  Roswell;  Mary  Jo  Jacobs,  Artesia; 
Edward  B.  Burke,  Hobbs;  Joseph  R.  Gurnick,  Las  Cruces; 
Jan  P.  Voute,  Las  Cruces. 

Sub-Committee  on  Maternal  Mortality:  Harris  W.  Barber, 
Santa  Fe,  Chairman;  William  C.  Johns,  Albuquerque;  John  C. 
McCulloch,  Farmington;  Leland  L.  Fellows,  Alamogordo; 
Robert  E.  McComas,  Las  Cruces. 

MENTAL  HEALTH  AND  ALCOHOLISM  COMMITTEE: 

Rudolph  S.  Kieve,  Santa  Fe,  Chairman;  Allen  A.  Hovda, 
Albuquerque;  John  J.  Smoker,  Raton;  M.  Paul  Mains,  Farm- 
ington; Harris  W.  Barber,  Santa  Fe. 

REPRESENTATIVE  TO  N.M.  TUBERCULOSIS  COORDINAT- 
ING COUNCIL:  William  C.  Gorman,  Albuquerque. 

LIAISON  COMMITTEE  WITH  MEDICAL  SCHOOL,  U.N.M.: 
Thomas  L.  Carr,  Albuquerque,  Chairman;  Merril  W.  Brown, 
Albuquerque,  Vice-Chairman;  Gilbert  R.  Gutierrez,  Grants; 
H.  P.  Borgeson,  Alamogordo;  Albert  L.  Maisel,  Albuquerque; 
Richard  B.  Streeper,  Santa  Fe;  William  J.  Hossley,  Deming; 
Henry  R.  Hyslop,  Roswell;  Clarence  M.  Kemper,  Albuquer- 
que; John  C.  McCulloch,  Farmington. 

PUBLIC  HEALTH  COMMITTEE:  R.  C.  Derbyshire,  Santa  Fe, 
Chairman;  William  C.  Gorman,  Albuquerque;  Harold  M. 
Mortimer,  Las  Vegas;  Leon  J.  Whitaker,  Deming;  Matthew  A. 
Tandysh,  Albuquerque;  Richard  B.  Streeper,  Santa  Fe; 
Robert  S.  Stone,  Albuquerque. 

PUBLIC  SERVICE  GROUP:  Omar  Legant,  Coordinator. 

ACCIDENT  PREVENTION  COMMITTEE:  Harold  A.  Fenner, 
Jr.,  Hobbs,  Chairman;  Norman  E.  Pond,  Albuquerque; 
Marshall  L.  Clevenger,  Albuquerque;  Thomas  A.  Ritch, 
Roswell;  John  S.  Moore,  Roswell. 

DISASTER  MEDICAL  CARE  COMMITTEE:  William  F.  Blank, 
Albuquerque,  Chairman;  A.  H.  Schwichtenberg,  Albuquer- 
que; Harry  O.  Whipple,  Los  Alamos;  C.  E.  Montgomery, 
Roswell;  Matt  A.  Connell,  Grants. 

LIAISON  TO  ALLIED  PROFESSIONS  AND  VOLUNTARY 
HEALTH  AGENCIES:  Eugene  P.  Szerlip,  Albuquerque,  Chair- 
man; Frederick  R.  Brown,  Roswell;  O.  Douglas  Johnson, 
Albuquerque;  Livingston  Parsons,  Albuquerque;  Ross  A. 
Manganaro,  Carlsbad. 

LIAISON  WITH  WOMAN’S  AUXILIARY:  Public  Relations 
Committee. 

MEDICAL-LEGAL  COMMITTEE:  John  K.  Torrens,  Albu- 
querque, Chairman;  Earl  L.  Malone,  Roswell;  Thomas  B. 
Gibbons,  Albuquerque;  William  L.  Minear,  Albuquerque; 
Albert  G.  Simms,  II,  Albuquerque;  James  F.  Haynes,  Carls- 
bad; Margery  U.  Whipple,  Santa  Fe;  Federico  Mora,  Albu- 
querque; William  K.  Woodard,  Albuquerque;  Murray  M. 
Friedman,  Santa  Fe;  Clifford  E.  Molholm,  Albuquerque. 

COMMITTEE  ON  MEDICINE  AND  RELIGION:  John  F. 
Boyd,  Albuquerque,  Chairman;  Louis  Levin,  Albuquerque; 
A.  Daniel  Maddox,  Las  Cruces;  James  B.  Moss,  Jr.,  Clovis; 
Frank  A.  Rowe,  Albuquerque. 

PUBLIC  RELATIONS  COMMITTEE:  David  G.  Clark,  Albu- 
querque, Chairman;  Vaun  T.  Floyd,  Albuquerque;  John  M. 
McGuire,  Alamogordo;  Allan  L.  Haynes,  Clovis;  Junius  A. 
Evans,  Roswell;  Gil  D.  Grady,  Albuquerque. 

REHABILITATION  COMMITTEE:  Freeman  P.  Fountain, 
Albuquerque,  Chairman;  Charles  M.  Bovard,  Albuquerque; 
John  C.  Kramer,  Albuquerque;  Lucy  G.  McMurray,  Albu- 
querque; Lewis  M.  Overton,  Albuquerque;  Elmo  D.  Anderson, 
Albuquerque. 

ADMINISTRATIVE  MATTERS  GROUP:  R.  P Beaudette, 
Coordinator. 

AMA-ERF  COMMITTEE:  Lawrence  H.  Wilkinson,  Albu- 


querque, Chairman;  Wendell  H.  Peacock,  Farmington;  Armin 
T.  Keil,  Raton;  Harlan  C.  Pannell,  Lovington;  Bergere  A. 
Kenney,  Santa  Fe;  Frank  G.  Hesse,  Albuquerque. 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Ronald  V. 
Dorn,  Albuquerque,  Chairman;  Harry  D.  Ellis,  Santa  Fe; 
A.  Daniel  Maddox,  Las  Cruces. 

INSURANCE  COMMITTEE:  John  D.  Abrums,  Albuquerque, 
Chairman;  Albert  G.  Simms,  II,  Albuquerque;  Joseph  H. 
Sharpe,  Farmington. 

MEDICARE  COMMITTEE:  John  J.  Corcoran,  Albuquerque, 
Chairman;  George  C.  Anison,  Albuquerque;  Thomas  Lyle 
Carr,  Albuquerque;  Irvine  G.  Jordan,  Albuquerque;  Bert 
Kempers,  Albuquerque;  Louis  F.  Kuehn,  Albuquerque;  James 
T.  McGuckin,  Albuquerque;  Clifford  E.  Molholm,  Albu- 
querque; Theodore  A.  Sadock,  Albuquerque;  Albert  L. 
Schonberg,  Albuquerque;  Sidney  Schultz,  Albuquerque; 
James  S.  Shortle,  Albuquerque;  James  W.  Wiggins,  Albu- 
querque; Lawrence  H.  Wilkinson,  Albuquerque. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  CONTINUING 
COMMITTEE:  Marcus  J.  Smith,  Santa  Fe,  Chairman; 
Solomon  Papper,  Albuquerque;  Wesley  O.  Connor,  Albu- 
querque; William  Hentel,  Albuquerque;  Walter  J.  Hopkins, 
Lovington;  Richard  B.  Streeper,  Santa  Fe;  James  S.  Clarke, 
Albuquerque;  Carol  M.  Smith,  Santa  Fe;  R.  C.  Derbyshire, 
Santa  Fe. 

Utah  State  Medical  Association 


OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City 

President-elect:  L.  V.  Broadbent,  Cedar  City 

Past  President:  Scott  M.  Budge,  Logan 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City 

Secretary:  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Eowman,  42  South  Fifth 
East,  Salt  Lake  City 

Wyoming  State  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 
Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 

Legal  Counsel:  Byron  Hirst,  Cheyenne 

Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 

Executive  Secretary:  Arthur  R.  Abbey,  P O.  Box  2266,  Chey- 
enne, Telephone  632-5525 


for  February,  1965 
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Speer  at  Acoma  • Denver ^ 534-0631 


r 


Discriminating  Doctors 
everywhere  specify 

FEE  LC AS 


Custom  Line 
Office  Furniture 

Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon— or  phone  and  our  representative' will  call- 


The  CASE  for  a Doctor 
leasing  a car  from  us: 

Worth  reading  if  you're  tired  of  trying  to  main- 
tain a car,  keeping  records  for  taxes,  buying 
tires  and  insurance,  and  still  trade  periodically 
without  losing  your  smock. 

• You  get  a brand  new  car  at  regular  intervals. 

• Any  make  and  body  style — economy  or  prestige. 

• Whatever  extra/special  equipment  you  specify. 

• Drive  it  all  you  want  with  no  capital  tied  up. 

• Service  and  repair  bills  paid  anywhere  you  go. 

• Complete  insurance  coverage,  no  problems. 

• Prompt  attention,  respecting  your  busy  schedule. 

PLUS  free  pick-up  and  delivery,  loaner  and  24-HOUR 
EMERGENCY  ROAD  SERVICE  within  Metro  Denver 
area — priority  to  physicians. 

Closed-end  lease — license,  insurance,  maintenance  and 
all  necessary  services — low  as  $100  a month. 

Open-end  lease  as  low  as  $65  a month. 

Call  without  obligation:  JOHN  BOWERS,  EM4-0850 


f I.  PRACTICING 

If  You  Are  < 2.  under  age  69 

(J  3.  A Member  of  the  COLORADO  MEDICAL  SOCIETY, 

you  can  protect  your  income  at 
extremely  low  cost  through  the  Society's 

DISABILITY  INCOME  PLAN 

HOUSE  CONFINEMENT  NEVER  REQUIRED 


Underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  CO. 

HOME  OFFICE,  OMAHA,  NEBRASKA 


RETURN  THE  COUPON  FOR  DETAILS 


VINCENT  ANDERSON  CO.,  INC. 

Second  Floor  Railway  Exchange  Bldg. 

Denver,  Colorado  80202  Phone:  222-5777 

Please  send  information  about  the  insurance  program 
endorsed  by  the  Colorado  Medical  Society. 

NAME 

ADDRESS 

CITY STATE 
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ql-  po/:CtUij&Aii7 'Y^AACU^Qy  |Qj|  BENSON’S 


BENCOTE  improves  appearance 


NOW.. .specify  BENCOTE 

anti-reflective  coating 

to  reduce  glaring  reflections 
from  lens  surfaces 


Reduces  reflections 


Reduces  thick  appearance 


BENCOTE  anti-reflective  coating  can  be  applied  to 
any  white  or  colored  glass  lens  . . . does  not  alter  the 
lens  correction  . . . increases  light  transmission. 


PROCESSED  IN  BENSON’S  SPECIALLY-EQUIPPED  LABORATORY 


BENCOTE  improves  vision 


your  service-partners  . . . 


BENSON  OPTICAL  COMPANY 

Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


DENVER  SERVICE  L A BO R ATO R Y— I I 3 3 BANNOCK  STREET 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  State  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
100  first  pound  and  50  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at 
nominal  cost. 


Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone:  222-5817  (Area  Code  303) 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIL’ 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine— on  prescription  only— as 

■EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

J2S  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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WANT  ADS 


SOUTHEASTERN  NEW  MEXICO,  oil,  farm-ranch  economy. 

City  of  15,000.  Fully  accredited  hospital.  Dry  climate.  Only 
six  full  time  MD’s.  Recently  deceased  surgeon’s  practice 
immediately  available.  Contact  Owen  C.  Taylor,  Jr.,  MD, 
Medical  Center,  Suite  C,  Artesia,  New  Mexico.  1-6-2 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modern  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


GOOD  GENERAL  PRACTICE  in  shopping  center.  Free  for 
assuming  the  lease.  Reply  to  Box  1-10-TFB,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colo.  80218 

1-10-TFB 


NEW  PROFESSIONAL  BUILDING — Approximately  1,700 
square  feet.  Can  custom  finish  immediately.  The  building 
complete  except  for  this  portion.  Located  on  the  busy  Ralston 
Road  and  Dover  in  Arvada,  Colorado.  Ample  parking;  build- 
ing has  hot  water  heat  and  is  air  conditioned.  There  is  a 
possibility  of  participating  in  building.  Dr.  R.  Wayne  Winter, 
Dr.  Walter  H.  Winter,  424-4567,  424-1851.  , 12-5-3B 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TFB 


NORTHGLENN.  Construction  starts  this  month  on  only 
Clinic  in  this  community  of  12,000.  Space  available  for  sub- 
specialties. Good  opportunity  for  opthalmologist.  Phone  Mr. 
Hickam  at  777-2671.  (Denver)  2-7-TFB 


OPEN  HOUSE  SUNDAY,  FEBRUARY  7,  1965  2-5  P.M.  Green 
Mountain  Medical  Center,  South  Union  at  West  Alameda, 
one  mile  west  of  the  Federal  Center.  Exclusive  Medical  Cen- 
ter of  16,000  sq.  ft.  with  X-ray,  pathological  and  optical 
services,  plus  pharmacy.  15-minute  drive  from  Lutheran,  St 
Anthony  and  Beth  Israel  hospitals.  For  information  call 
Ted  Frazer  or  Jim  Gordon  at  292-2900.  (Denver)  2-6-3B 


FOR  LEASE.  Space  in  recently  completed  medical  building 
in  a very  active  shopping  area.  Excellent  location  for 
specialists  or  GP’s.  Will  complete  suite  as  you  desire.  Kip- 
ling Village  Professional  Building.  237-2788,  Denver.  2-5-3B 


AVAILABLE;  G.P.  39,  offers  partnership  after  one  year 
salaried  position.  Modern  offices  near  new  hospital  in  small, 
growing  Wyoming  town.  Write  Box  2-4-2,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado 
80218.  2-4-2 


DECEASED  DOCTOR’S  HOME  AND  FULLY  EQUIPPED  OF- 
FICE for  sale  in  growing  Nevada  community  of  2700.  Price 
$32,500.  Practice  easily  grosses  over  $38,000.  New  County 
Hospital  to  be  built  early  1965.  Write:  Mrs.  Charles  C.  Hyde, 
P.  O.  Box  356,  Battle  Mountain,  Nevada.  2-3-2 


LOOKING  FOR:  A BETTER  LOCATION?  GROWING  SUB- 
URBIA? FAVORABLE  LEASE?  The  Paramount  Medical 
Building  at  26th  and  Kipling  in  the  Wheatridge-Lakewood 
area  is  the  answer.  This  fast  growing  community  of  high 
income  families  offers  tremendous  potentials  for  a new  doc- 
tor just  starting,  or  a general  practitioner  looking  for  “green- 
er pastures.”  We  have  available  two  suites,  one  arranged 
for  two  doctors  and  the  other  for  one.  Ample  off-street 
parking.  Rental  geared  to  gross  income.  For  further  informa- 
tion, write  or  call  Lee  W.  Doud,  10080  W.  27th  Ave.,  Denver 
80215.  Phone  237-1329  2-2-3B 


AVAILABLE  NOW ; a well-established,  busy  solo  general 
practice  in  Colorado  Springs.  New  office — well-equipped. 
Reply  to  P.  O.  Box  2411,  Colorado  Springs,  Colo.  2-1-1 


Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


EARNEST  DRUG 

217  1 6th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


PICKER 

4925 


X-RAY,  ROCKY  MOUNTAIN, 

EAST  38TH  AVE.— TEL.  388-5731-DENVER  7,  COLORADO 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 
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SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Myers,  m.d.,  Medical  Director 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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DOCTOR- 

WOULD  YOU  BELIEVE  1500  OF  YOUR  COLLEAGUES? 

THEN  WE  COME  TO  YOU  WELL  RECOMMENDED! 

After  20  years  working  exclusively  with  the  Medical  and  Dental  Pro- 
fessions in  I I states,  we  offer  you  wide  experience,  statistical  data 
and  basic  knowledge  to  help  you  with  your  practice  problems.  Our 
service  includes  records  and  routines,  taxes,  investments,  insurance,  credit  and  col- 
lections, personnel,  and  any  other  problems  you  may  have. 

Our  representative  in  your  area  is  Mr.  Roger  Rusley,  one  of  our  best  qualified  con- 
sultants. Won't  you  let  him  explain  to  you — WITHOUT  OBLIGATION — how  our 
services  may  also  help  you? 
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PROFESSIONAL  MANAGEMENT  MIDWEST 

13840  West  Braun  Drive 
Golden,  Colorado 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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things  go 
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Here  are  all  the  ingredients  for 
recreation  and  relaxation.  The 
finest  golf  courses  in  the  coun- 
try, outdoor  swimming  in  large 
heated  pool,  tennis,  sheet,  horse- 
back riding,  and  award  win- 
ning accommodations,  dining 
and  decor.  You  will  live  well. 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
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WESTERN  STATES 


We  are  your 
local  distributors 
of  Profexray  X-ray 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 
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Mm 

4SlSa  SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  • Denver  4,  Colorado  ■ MA  3-0258 


10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 


Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


MOKNINGSID 

HOSPITAL 


Neuroses 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 


HENRY  COE,  Administrator 
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epilepsy  can  undermine 


“A  therapeutic  ‘bull's-eye'  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation... improve  his 
prospects  for  employment . . . foster  greater  seif- 
reiiance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convuisive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rareiy. 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  ra rely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion- 
ally encountered,  especially  in  children,  adoles- 
cents. and  young  adults,  During  initial  treatment, 
minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleep- 
lessness. and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in  several  forms  including  Kapseals®  containing 
0.1  Gm,  and  0.03  Gm. 

'Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston.  Little. 

Brown  and  Company,  1960,  vol. 
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helps  to  restore  confidence 
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in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


utrexin 


H.  W.&D.  BRAND  OF  LUTUTRIN 

3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor”  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3000  unit  tablets. 
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y ou  a cup  of  coffee? 


Fine!  This  last  patient... 


Mrs.  Jones? 


issir.  She’s  down  to  140/85. 


9 it  for  all  my  hypertensives. 


Right.  When  we  started,  she  was 
195/120. 


Does  Regroton  always  work  this  well? 


Is  that  Regroton  again? 


Not  always.  But  the  exception  proves 
the  rule. 


risition:  Each  tablet  contains  chlorthalidone, 
T , and  reserpine,  0.25  mg. 
n Vindications:  History  of  mental  depression, 
sensitivity,  and  most  cases  of  severe  renal 
t atic  diseases. 

f ig:  Discontinue  2 weeks  before  general 
5'  iesia,  1 week  before  electroshock  therapy, 

1 depression  or  peptic  ulcer  occurs. 

Motions:  Reduce  dosage  of  concomitant  anti- 
)i|8nsive  agents  by  one-half.  Discontinue  if 
! jJN  rises  or  liver  dysfunction  is  aggravated. 
Kolyte  imbalance  and  potassium  depletion 
Occur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3270 


■»  ■ outperformed  other  ■ 

egroton  ms  Geigy 


Shadow  or  substance 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


A pothegm 

“On  Monday,  when  the  sun  is  hot, 

I wonder  to  myself  a lot 

Now  is  it  true  or  is  it  not 

‘That  what  is  which  and  which  is  what?’  ” 

A.  A.  Milne 

Case  1 

A 30-year-old  lady  was  referred  for  a routine 
chest  film  and  was  thought  to  have  pneumonia  at  the 
right  base  medially  (Fig.  1)  where  a large  “abnor- 
mal” density  was  present.  The  lack  of  symptoms  oc- 
casioned an  additional  lateral  view  (Fig.  2,  re- 


touched) and  the  reason  for  the  density  is  now  clear 
— the  patient  has  a pectus  excavatum  with  the  ster- 
num displacing  the  heart  to  the  left  and  compressing 
normal  lung  tissue  at  the  right  base  into  a smaller 
space.  This  is  evident  radiologically  as  a density  but 
is  not  pathologic. 

Case  2 

An  apparent  extensive  zone  of  airless  lung  at  the 
base  of  the  left  lung  (Fig.  3)  in  a 58-year-old  lady 
was  presumed  to  represent  pneumonia  but  it  corre- 
lated with  an  advanced  inflammatory  carcinoma  of 
the  left  breast,  and  one  can  see,  in  retrospect,  the 
close  continuity  of  the  density  with  the  breast.  A 
lateral  view  confirmed  the  presence  of  normal  lung 
tissue. 

Discussion 

There  are  many  instances  of  extra-pulmonary  dis- 
orders which  can  manifest  themselves  on  a frontal 
film  as  apparently  pulmonary  in  location.  The  radiol- 
ogist learns  to  be  wary  of  both  large  and  small  shad- 

Fig.  2 


i 


Fig.  3 


ows  (and  calcifications)  which  seem  to  be  in  the 
lung,  but  can  be  in  the  skin,  breast  or  neck,  or  even 
in  the  ribs  or  esophagus.  The  single  film  is  a two  di- 
mensional representation  of  a three  dimensional  per- 
son and  must  be  so  interpreted.  It  seems  preferable 
to  obtain  frontal  and  lateral  chest  films  for  both 
survey  and  diagnostic  purposes. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSIL®  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro1, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (l£  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tri- 
silicate 0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
-Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 
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Since  1941  this  has  been  the  physicians’ vitamin- 
mineral  formula  of  choice  in  the  West. 
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In  anxiety  and  tension  states. 


Trancopai  “is  effective  in  symptomatic  treatment 
of  anxiety.”*  A powerful  tranquiiaxant,  it  also  re- 
lieves muscle  spasm  so  often  accompanying  anxi- 
ety and  tension.  Other  indications  include:  ulcer 
syndrome,  spastic  colon,  alcoholism,  premen- 
strual tension,  and  bronchial  asthma.  Side  effects 
such  as  occasional  drowsiness,  dizziness,  flush- 
ing, nausea,  depression,  weakness  and  drug  rash 
have  been  observed  in  less  than  3 per  cent  of 
patients.  If  severe,  medication  should  be  discon- 
tinued. In  most  patients,  side  effects  are  minor 
and  do  not  necessitate  interruption  of  treatment. 
There  are  no  known  contraindications.  The  usual 
adult  dosage  is  one  Caplet®  (200  mg.)  three  or 
four  times  daily;  in  some  patients  100  mg.  three 
or  four  times  daily  suffice.  Dosage  for  children 
(5  to  12  years)  is  usually  from  50  to  100  mg.  three 
or  four  times  daily.  Trancopai  is  available  in  200 
mg.  Caplets  (green  colored,  scored)  and  100  mg. 
Caplets  (peach  colored,  scored). 

•A.M.A.  Council  on  Drugs:  J.A.M.A,183:469  (Feb.  9)  1963. 


CHlOBliEZftlKHIE  mm  ASPIHUI 


TRANCO-GESIC ...  for  the  more  comprehensive 
control  of  pain,  especially  in  tension  headache, 
sciatica,  lumbago  and  musculoskeletal  pain  asso- 
ciated with  strains  or  sprains... acts  dependably 
and  with  unsurpassed  tolerance.  Contraindicated 
in  persons  known  or  suspected  to  have  an  idio- 
syncrasy to  aspirin.  Side  effects  such  as  gastric 
distress,  occasional  weakness,  sedation  or  dizzi- 
ness may  be  noted  occasionally.  Ordinarily,  these 
may  be  reversed  by  a reduction  in  dosage  or  tem- 
porary withdrawal  of  the  drug.  The  usual  adult 
dosage  is  2 tablets  three  or  four  times  daily.  The 
suggested  dosage  for  children  from  5 to  12  years 
is  1 tablet  three  or  four  times  daily.  ‘Trademark 


100  mg. 


300  mg. 


Winthrop  Laboratories,  New  York,  N.  Y. 


Tour  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

‘Soma’  Compound  helps 
relieve  pain  and  relax  muscle 
in  many  musculoskeletal 
disorders.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma' Compound 

carisoprodol  200  rag., phenacetin  160  mg.,caiieine  32  mg.  A 

rational  combination  therapy  for  most  patients  with  strains  and  sprains: 
relaxes  muscle,  relieves  pain 

Also  available  as  ‘Soma'  Compound  with  Codeine:  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be  habit-forming.) 

(Warning:  Codeine  may  be  habit-forming.)  Indications:  'Soma'  Compound  and  ‘Soma’  Compound  with 
Codeine  are  useful  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting 
muscles  and  joints.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol,  phenacetin,  or 
codeine  phosphate.  Precautions:  Phenacetin  — With  long-term  use,  give  cautiously  to  patients  with  anemia 
and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage  the  kidneys  when  used  in  large  amounts  or 
for  long  periods.  Caffeine  — Not  recommended  for  persons  extremely  sensitive  to  its  CNS  stimulating  ac- 
tion. Codeine  phosphate  — Use  with  caution  in  addiction-prone  individuals.  Carisoprodol  — Carisoprodol, 
like  other  central  nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of 
similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsiness,  lightheadedness,  dizziness,  and 
gastric  complaints  have  been  reported  infrequently  for  either  or  both  of  these  preparations.  Phenacetin  — 
Side  effects  are  extremely  rare  with  short-term  use  of  recommended  doses.  Prolonged  ingestion  of  over- 
doses may  produce  dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature,  in- 
somnia, headache,  mental  disturbances,  and  tolerance.  Caffeine  — Side  effects  are  almost  always  the  result 
of  overdosage.  Average  doses  may  rarely  cause  nausea,  nervousness,  insomnia,  and  diuresis.  Excessive  dos- 
age may  produce,  in  addition,  restlessness,  nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata, 
tachycardia,  and  cardiac  arrhythmias.  Codeine  phosphate -Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Carisoprodol  —The  only  side  effect  reported  with  any  frequency  is  sleepiness, 
usually  on  higher  than  recommended  doses.  An  occasional  patient  may  not  tolerate  carisoprodol  because  of 
an  individual  reaction,  such  as  a sensation  of  weakness.  Other  rarely  observed  reactions  have  included 
dizziness,  ataxia,  tremor,  agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occurring  when  carisoprodol 
was  administered  with  other  drugs,  has  been  reported,  as  has  an  instance  of  fixed  drug  eruption  with 
carisoprodol  and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  in- 
cluded one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity  reaction,  car- 
isoprodol should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal  attempts  may  produce  coma 
and/or  mild  shock  and  respiratory  depression.  Dosage:  Usual  adult  dosage  of  'Soma'  Compound  or  'Soma' 
Compound  with  Codeine  is  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  'Soma'  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg.  ‘Soma’ 
Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required.  Before  prescribing, 
consult  package  circular. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 


The  American  Medical  Association  has  urged  that 
Congress  approve  the  Herlong-Curtis  Eldercare  bill 
(H.R.  3727)  as  the  best  answer  to  the  problem  of 
providing  medical  care  to  people  over  65  who  need 
help  in  paying  hospital  and  doctor  bills. 

In  testimony  presented  at  a closed  hearing  of  the 
House  Ways  and  Means  Committee,  representatives 
of  the  AMA  also  reaffirmed  the  Association’s  opposi- 
tion to  the  King-Anderson  bill,  known  as  Medicare. 

The  Herlong-Curtis  Eldercare  bill,  incorporating 
recommendations  of  the  AMA,  was  introduced  by 
Rep.  A.  Sydney  Herlong,  Jr.  (D.-Fla.)  and  Rep. 
Thomas  B.  Curtis  (R.-Mo.). 

The  AMA  was  represented  before  the  House  Com- 
mittee by  Donovan  F.  Ward,  MD,  Dubuque,  Iowa, 
the  Association’s  president;  F.  J.  L.  Blasingame,  MD, 
AMA  executive  vice  president,  and  Frank  Coleman, 
MD,  Des  Moines,  Iowa,  past  chairman  of  the  AMA 
Council  on  Legislative  Activities. 

The  bi-partisan  Herlong-Curtis  bill,  entitled  the 
Eldercare  Act  of  1965,  would  amend  the  Kerr-Mills 
laws  to  authorize  broad  health  insurance  coverage 
for  elderly  persons.  It  would  authorize  federal  grants 
to  the  states  on  a matching  basis  to  help  persons  65 
years  of  age  and  older  pay  costs  of  the  health  insur- 
ance if  they  could  not  afford  it  otherwise.  The  bill 
would  provide  for  utilization  of  Blue  Shield  and  Blue 
Cross  plans  and  private  health  insurance  companies. 

The  cost  of  such  coverage  would  be  borne  entire- 
ly by  government  for  those  elderly  individuals  whose 
income  falls  below  limits  set  by  each  state.  For  in- 
dividuals with  incomes  between  the  minimum  and  a 
maximum,  government  would  pay  a part  of  the  cost 
on  a sliding  scale  according  to  income.  Individuals 
with  income  above  the  maximum  would  pay  the 
entire  cost,  but  they  would  have  the  benefits  of  an 
income  tax  deduction  for  such  payments,  as  well  as 
statewide  bargaining  for  non-cancellable  health  care 
policies. 

Persons  under  65  years  of  age  also  would  be  given 
an  income  tax  deduction  for  the  amount  of  premiums 
paid  on  non-cancellable  health  insurance  policies 
to  become  effective  upon  retirement. 

States  could  administer  the  program  under  state 
health  departments  if  they  so  chose.  The  Kerr-Mills 
program  now  is  administered  by  state  welfare  depart- 
ments. 

Both  Herlong  and  Curtis  are  members  of  the  Ways 
and  Means  Committee  which  made  health-care-for- 
the-elderly  legislation  its  first  business  of  this  ses- 
sion. 

In  a joint  statement  when  they  introduced  the 
bill,  Herlong  and  Curtis  said: 

“Our  legislation  is  designed  to  provide  elderly 


persons  all  the  medical  services  they  require,  in 
contrast  to  the  limited  benefits  in  the  King-Anderson 
social  security  tax  bill.  Under  our  bill,  workers  would 
not  be  taxed  to  pay  for  hospitalization  of  those  who 
are  financially  able  to  pay  for  it  themselves. 

“This  legislation  would  not  endanger  the  solvency 
of  the  social  security  fund  or  permit  control  of  local 
hospitals  by  a federal  bureaucracy,  as  the  King- 
Anderson  proposal  could. 

“This  bill  goes  to  the  real  problem:  helping  those 
who  need  help  in  financing  their  health  care.  That 
problem  would  still  remain  after  these  individuals 
had  used  up  the  limited  benefits  of  the  King- 
Anderson  bill.  Why  levy  a new  tax  and  set  up  another 
federal  bureaucracy  when  it  will  not  do  the  full  job?” 

Identical  bills  were  introduced  by  a number  of 
senators  and  other  members  of  the  House,  including 
Rep.  Durward  G.  Hall  (R.,  Mo.),  who  also  is  a 
member  of  the  AMA  House  of  Delegates. 

The  AMA  representatives  pointed  out  that  the 
Eldercare  bill  was  designed  to  provide  the  elderly 
who  need  financial  assistance  with  a wide  range  of 
hospital  and  medical  benefits — far  more  than  the 
limited  benefits  Medicare  would  provide. 

Under  the  Herlong-Curtis  Eldercare  bill,  the 
amount  of  financial  assistance  given  to  the  elderly 
would  be  determined  by  the  amount  of  help  re- 
quired, the  AMA  noted. 

The  Eldercare  plan  would  expand  and  enlarge  on 
the  existing  Kerr-Mills  law,  preserving  state  control 
over  administration  and  requiring  no  new  payroll 
taxes  on  wage  earners,  the  AMA  said. 

They  pointed  out  that  Medicare  benefits  would  be 
restricted  to  limited  hospitalization,  some  nursing 
home  care  in  some  nursing  homes,  some  hospital- 
connected  diagnostic  services,  and  home  nursing  care. 

They  said  all  these  benefits  would  be  provided 
under  the  Eldercare  program.  But  in  addition,  they 
said,  Eldercare  would  provide  the  services  of  physi- 
cians and  surgeons,  drugs  outside  the  hospital  as  well 
as  in  the  hospital,  diagnostic  services  whether  con- 
nected to  hospitalization  or  not,  and  other  medical 
services  which  Medicare  would  not  provide. 

They  also  pointed  out  that  Medicare  would  im- 
pose higher  payroll  taxes  on  workers  and  employers 
for  a centralized,  federally-controlled  program  which 
would  provide  benefits  to  everyone  over  65,  the 
wealthy  and  well-off  as  well  as  the  needy. 

At  the  request  of  the  Johnson  Administration, 
which  is  pushing  the  King-Anderson  medicare  legis- 
lation, Rep.  Wilbur  D.  Mills  (D.,  Ark.),  chairman 
of  the  Ways  and  Means  committee,  introduced  a 
sweeping  bill  (H.R.  3699)  that  would  consolidate 
the  federal-state  medical  programs  and  extend  Kerr- 
Mills  medical  benefits  to  needy  children  under  21 
years  of  age  and  their  parents. 

The  Administration  bill  also  would  require  states 
to  follow  a flexible  income  test  to  determine  Kerr- 
Mills  eligibility  and  to  provide  specified  minimum 
medical  services.  These  minimum  services  would 
include  inpatient  and  outpatient  hospital  services, 
other  laboratory  and  X-ray  services,  nursing  home 
care  and  physicians’  services  “in  the  (physician’s) 
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office,  the  patient’s  home,  a hospital,  or  a skilled 
nursing  home.” 

Dr.  Ward  told  the  Ways  and  Means  Committee 
that  the  AMA  opposes  the  King-Anderson  medicare 
bill  (H.R.  1)  because  it  “would  be  unpredictably  ex- 
pensive.” 

“It  is  unnecessary,”  he  said.  “It  would  represent  a 
dangerous  venture  by  the  federal  government  in  the 
field  of  health  care. 

“Enactment  of  this  program  would  impose  an  un- 
fair burden  on  the  nation’s  wage-earners  and  their 
employers  to  finance  health  care  benefits  for  millions 
of  older  Americans  who  are  self-supporting,  even 
wealthy,  and  do  not  need  government  benefits. 

“Further,  government  regulation  and  control  which 
would  be  established  under  this  bill  is  not  compatible 
with  good  medicine.  The  availability  of  medical  ser- 
vice to  the  aged  could  be  contingent  upon  the  avail- 
ability of  tax  money  anql  not  upon  the  medical  needs 
of  older  citizens.  With  quantity  thus  restricted,  quality 
would  inevitably  suffer  . . . 

“We  are  opposed  to  government  undercutting 
and  disrupting  the  continuing  progress  of  private 
health  insurance  and  prepayment  plans,  on  which 
145,000,000  Americans  of  all  ages  today  depend 
for  protection  from  their  illness  costs. 

“We  are  opposed  to  offering  false  promises  to  the 
unfortunate  who  do  need  help.  This  bill  would  pro- 
vide only  a fraction  of  the  care  necessary  in  any 
serious  illness,  a fact  which  many  of  our  aged  do 
not  realize  . . . 

“From  the  beginning,  our  involvement  in  this  is- 
sue has  been  deep  and  unavoidable.  We  physicians 
care  for  the  elderly  and  know  their  health  needs 
better  than  anyone  else  . . . 

“We  have  pursued  for  years  the  goal  of  finding 
a means  for  filling  the  broad  medical  needs  of 
older  citizens,  who  need  help  in  financing  their  health 
care,  while  preserving  for  all  Americans  the  high 
standards  and  high  quality  of  our  present  health 
care  system. 

“Out  of  these  efforts  of  the  nation’s  physicians — 
during  which  they  examined  and  rejected  scores  of 
tentative  proposals — has  come  a series  of  recommen- 
dations which  has  found  expression  in  H.R.  3727. 

“I  say  categorically  that  this  bill  could  provide 
more  benefits  for  persons  over  65  who  need  health 
care  and  cannot  pay  for  it,  and  at  less  cost  to  tax- 
payers, than  any  other  measure  pending  before  Con- 
gress. . . . 

“Utilizing  Blue  Cross  and  Blue  Shield  and  health 
insurance  companies  as  intermediaries,  state  govern- 
ments would  be  authorized  to  offer  the  aged  a 
broad  spectrum  of  benefits,  including  physicians’ 
care,  surgical  and  drug  costs,  hospital  and  nursing 
home  charges,  diagnostic  services,  and  X-ray  and 
laboratory  fees.  These  are  the  components  which 
go  to  make  up  an  individual’s  total  bill  for  illness. 

“H.R.  1 would  cover  only  a small  portion  of  these 
services.  ...  It  would  not  cover  doctor’s  services 
or  surgical  charges.  It  would  not  cover  drugs  outside 
the  hospital  or  nursing  home.  It  would  offer  only  a 
partial  answer  to  any  serious  illness.” 


Hygrotorr 

brand  of  chlorthalidone 
the  long-acting  diuretic 

Geigy 

Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 
Contraindications:  Hyper- 
sensitivity, and  most  cases 
of  severe  renal  or  hepatic 
disease. 

Precautions:  Reduce  dos- 
age of  concomitant  anti- 
hypertensive agents  by  at 
least  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dys- 
function is  aggravated.  Elec- 
trolyte imbalance  and 
potassium  depletion  may 
occur;  take  special  care  in 
cirrhosis  or  severe  ischemic 
heart  disease,  and  in  pa- 
tients receiving  corticoster- 
oids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recom- 
mended. 

Side  Effects:  Constipation, 
dizziness,  dysuria,  head- 
ache, hyperglycemia,  hyper- 
uricemia, leukopenia, 
muscle  cramps,  nausea,  pur- 
pura, thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(1 00  mg.)  daily  with  break- 
fast. 

Availability:  Tablets  of  100 
mg.  in  bottles  of  1 00  and 
1000. 

For  full  details,  seethe 
complete  prescribing  infor- 
mation. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  Hy-3416 
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How  does 
your  diuretic 
stack  up 
against 
Hygroton? 

brand  of  chlorthalidone 


Hydrochloro- 

thiazide 


Response  to  the  maximum  Adapted  from  Swartz,  C.,  et  al. : 

effective  dose  Am.  J.  M.  Sc.  245:573, 1963. 

of  various  oral  diuretics 


Na  K Ci 


140 


130 


'180 

"170 


100  mg.  b.i.d. 
4 tablets 


Methyclo- 

thiazide 

10  mg.  o.d. 
2 tablets 


Tnchlorme- 

thiazide 


8 mg.  o.d. 
2 tablets 


Cyciothiazide 

4 mg.  b.i.d. 

4 tablets 


daily 

dosage 


120 


110 


Hygroton® 
brand  of 
chlorthalidone 
200  mg.  o.d. 

2 tablets 


Chloro- 

thiazide 


1000  mg.  b.i.d. 
4 tablets 


RESIDENT  AND  NURSING  HOME  FACILITY 


BELLA  VITA’S  design  and  architecture  are  a picture  of 
elegance.  With  a floor  area  of  more  than  50,000  square  feet 
its  rooms,  lobby  and  lounge  areas  are  spacious,  magnifi- 
cently decorated  and  luxuriously  furnished. 

BELLA  VITA’S  planners  were  safety-conscious  and  put 
every  conceivable  safety  device  and  appliance  into  the 
building  for  the  protection  of  its  guests.  The  building  is 
completely  fireproof  and  contains  an  ultra-modern  fire 
protection  system  with  automatic  alarm  in  direct  com- 
munication with  the  Denver  Fire  Department. 

BELLA  VITA’S  novel  and  functional  floor  plan,  its  fully 
automatic  elevators,  its  chapel  permitting  services  for  all 
faiths,  its  stainless  steel  kitchen  and  pleasant  dining  areas, 
add  to  the  comfort  and  happiness  of  the  guests. 

BELLA  VITA’S  enchanting  lounges,  colored  television 
rooms,  extensive  recreational  facilities,  paved  parking 
areas,  immense  lawn  and  shrubbery  areas  and  expansive 
patio  areas  are  unsurpassed. 

BELLA  VITA  has  the  newest  occupational  and  physical 
therapy  equipment,  skilled  and  experienced  personnel  and 
management,  rendering  service  with  a friendly  and  per- 
sonal touch. 


4450  E.  JEWEL 

EAST  OF  COLORADO 
BOULEVARD 


I NQU  IRIES 
I NVITED 


Telephone  757-7438 


in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleatej,  12  mg.; 
phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 

Nasal  congestion?  Dimetapp  lets  your  stuffed-up 
patients  breathe  easyagain.  Each  Dimetapp  Extentab 
works  hard  for  up  to  10-12  hours  to  open  up  con- 
gestion. And,  with  little  likelihood  of  adverse  reac- 
tions. Indeed,  side  effects  with  the  antihistamine  in 
Dimetapp-Dimetane®  (brompheniramine  maleate) 
were  found  in  one  investigation  to  be  as  few  as  with 
placebo.2 

1.  Clinical  report  on  file.  Medical  Department,  A.  H.  Robins  Co.,  Inc. 

2.  Schiller,  !.  W.  and  Lowell,  F.  C.:  New  England  J.  Med.  281:478,  1959. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal  drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhinitis.  Contraindications:  Anti- 
histamine sensitivity.  Not  recommended  foruse  during  pregnancy. 
Precautions:  Administer  with  caution  in  the  presence  of  cardiac 
or  peripheral  vascular  diseases  and  hypertension.  Until  the  pa- 
tient's response  has  been  determined,  he  should  be  cautioned 
against  engaging  in  operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions  including  skin  rashes,  urticaria,  hypo- 
tension and  thrombocytopenia  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability  or  excitement  may  be 
encountered. 

See  product  literature  for  complete  prescribing  information. 

A.  H.  ROBINS  COMPANY,  INC.  DflllfjflC* 
RICHMOND,  VIRGINIA  23220 


With  meticulous  attention  to  detail,  artist  Blake  Hampton  depicts  the  successful  American  businessman  who  has  driven  him- 
self relentlessly  to  the  top  and  at  last  is  solidly  entrenched  on  the  throne  of  success.  But  his  is  a hollow  victory.  Shackled  with 
responsibilities,  he  strains  to  enjoy  the  fruits  of  his  labors,  but  to  no  avail.  His  only  pleasure  is  in  his  single-minded  devotion 
to  success.  Here  indeed  is  the  patient  who  so  often  must  pay  for  his  success  with  a peptic  ulcer  and  the  limitations  it  imposes. 

NUMBER  3 IN  A SERIES 


in  peptic  ulcer  therapy— “little  things  mean  a lot” 

it’s  the  sum  total  of  many  subtle  advantages  that  makes  glycopyrrolate  a superior  anticholinergic 

ROBINUL  FORTE  glycopyrrolate 

ROBINUE-PH  FORTE 

glycopyrrolate  2 mg.  ) phenobarbital  16.2  mg.  j (warning:  may  be  habit  forming) 


The  remarkable  efficacy  of  Robinul  (glycopyrrolate)  in  the  treatment  of  peptic  ulcer  cannot  be 
attributed  to  any  single  characteristic  of  the  drug.  Rather  it  is  the  sum  total  of  several  subtle 
pharmacologic  advantages  that  enables  this  anticholinergic  to  make  such  a significant  contribu- 
tion to  the  total  ulcer  regimen. 

Epstein1  found  glycopyrrolate’s  intensive  antisecretory  action  to  be  exemplary.  Breidenbach2  was 
impressed  by  its  pronounced  antispasmodic  effects.  And  Young  and  Sun3  reported  that  a 2 mg. 
oral  dose  “did  not  affect  gastric  emptying  or  intestinal  transit  time.  . . According  to  Slanger4, 
the  absence  of  annoying  side  effects  is  an  important  plus  factor  . . for  it  permits  ready  indi- 
vidualization of  dosage  for  control  of  mild  to  severe  symptoms.”  Posey5  sums  it  up  when  he  says, 
“In  effect,  with  glycopyrrolate,  one  approaches  an  ideal  agent  for  the  management  of  peptic 
ulcer.  With  it  a vagolytic  effect  may  be  obtained  without  interfering  with  gastric  emptying — the 
medical  equivalent  to  vagectomy  plus  an  adequate  drainage  procedure.” 

We  invite  you  to  try  Robinul  (glycopyrrolate)  in  your  practice.  Discover  firsthand  how  several 
subtle  advantages  add  up  to  make  it  the  superior  anticholinergic  agent. 


BRIEF  SUMMARY 

indications:  In  addition  to  its  primary  indications  for 
duodenal  and  gastric  ulcer,  glycopyrrolate  is  indicated  for 
other  G-I  conditions  which  may  benefit  from  anticholinergic 
therapy.  Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phe- 
nobarbital) is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  ob- 
struction, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  car- 
diospasm (megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

PRECAUTIONS:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

SIDE  EFFECTS:  Dryness  of  the  mouth,  blurred  vision,  urinary 
difficulties,  and  constipation  are  rarely  troublesome  and  may 


generally  be  controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic  drugs  include 
tachycardia,  palpitation,  dilatation  of  the  pupil,  increased 
ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizzi- 
ness, drowsiness,  and  rash. 

DOSAGE:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tab- 
let three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 
See  product  literature  for  full  prescribing  information. 

Also  available: 

Robinul® (glycopyrrolate  1 mg.  per  tablet) 

Robinul®-PH  (glycopyrrolate  1 mg.  per  tablet) 
phenobarbital  16.2  mg. 

(warning:  may  be  habit  forming) 

REFERENCES:  1.  Epstein,  J.  H.:  Am.  J.  of  Gastroent.,  37:295, 
March,  1962.  2.  Breidenbach,  W.  C.:  Investigative  Clinical 
Report,  March,  1961.  3.  Young,  R.,  and  Sun,  D.  C.  H.:  Ann. 
N.  Y.  Acad.  Sc.,  99:174,  Feb.,  1962.  4 Slanger.  A.:  Journal 
of  New  Drugs,  2:215,  July-Aug.,  1962.  5.  Posey,  E.  L.,  Jr.: 
Am.  J.  Dig.  Dis.,  7:863,  Oct.,  1962. 
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* a result  of 
‘METHEDRINE’L 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ingand  ‘‘hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets- 5 mg.,  scored,  in  bottles  of 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML.  100  and  1000. 

BURROUGHS  WELLCOME  & C0.(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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PERCODAN 


in  moderate  to 
moderately  severe  pain . . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  Counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  l 
tablet.. .rarely  causes  constipation. 

Average  Adult  Dose— -1  tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2, 628.185  and  2,907.768 
Literature  on  request. 

ENDO  LABORATORIES  INC.,Garden  City,  New  York 
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Pediatrics 

A continuing  education  course  in  “Pediatrics”  will 
be  offered  to  physicians  by  the  University  of  Nebras- 
ka College  of  Medicine  on  April  5-6.  Three  physi- 
cians are  featured  as  guest  faculty  members  for  the 
“Pediatrics”  course,  which  will  be  conducted  at  the 
Eppley  Cancer  Institute.  The  course  will  be  offered  in 
cooperation  with  the  Division  of  Maternal  and  Child 
Health,  Nebraska  State  Health  Department. 

Guest  faculty  members  are '"Robert  H.  High,  MD, 
clinical  professor  of  pediatrics  at  Temple  University, 
Philadelphia,  Pa.;  Gerald  C.  O’Neil,  MD,  associate 
clinical  professor  of  pediatrics  at  Creighton  Uni- 
versity School  of  Medicine,  Omaha;  and  Francis 
Scott  Smyth,  MD,  professor  of  pediatrics  at  the 
University  of  California  Medical  Center,  San  Fran- 
cisco. 

Fee  for  the  two  day  course  in  “Pediatrics”  is  $40. 
Registration  is  being  handled  by  the  Office  of  Con- 
tinuing Education,  University  of  Nebraska  College 
of  Medicine,  Omaha. 

ACOG  Annual  Clinical  Meeting 

The  American  College  of  Obstetricians  and  Gyne- 
cologists will  hold  its  13th  Annual  Clinical  Meeting, 
Sunday-Thursday,  April  4-8,  1965,  at  the  Civic 
Auditorium  in  San  Francisco. 

Among  the  topics  of  formal  papers  will  be  pre- 
natal factors  influencing  the  premature  infant,  treat- 
ment of  vulvar  malignancies,  surgical  treatment  of 
cervical  cancer,  elective  induction  of  labor,  fetal 
salvage  in  eclampsia,  pregnancy  and  progeny  fol- 
lowing prolonged  use  of  progestin-like  substances  for 
contraception,  and  the  effects  of  caudal  anesthesia 
on  uterine  activity. 

Some  200  scientific  and  industrial  exhibits  will  be 
on  view.  Approximately  2,500  physicians  are  ex- 
pected to  attend  the  meeting,  registration  for  which 
is  open  to  all  MD’s,  regardless  of  whether  they  are 
Fellows  of  the  College. 


Arizona  Chest  Disease  Symposium 
Sunday,  April  4,  1965 
Ramada  Inn,  Tucson,  Arizona 

A ONE  DAY  PROGRAM  ON  CLINICAL  MAN- 
AGEMENT, held  by  the  Arizona  Academy  of  Gen- 
eral Practice,  with  the  support  of  the  Arizona  Col- 
lege of  Chest  Physicians,  Arizona  Thoracic  Society, 
Arizona  State  Department  of  Health  and  the  Arizona 
Tuberculosis  & Health  Association. 

GUEST  SPEAKERS  include: 

Dr.  Giles  Filley,  Department  of  Medicine,  Uni- 
versity of  Colorado  School  of  Medicine;  and  the 
Webb-Waring  Institute  of  Medical  Research,  Denver, 
Colorado. 

Dr.  Philip  Kimbel,  Director,  Pulmonary  Section, 
Albert  Einstein  Medical  Center,  Philadelphia,  Penn- 
sylvania. 

Dr.  Thomas  S.  Moulding,  National  Jewish  Hos- 
pital; and  the  University  of  Colorado  School  of 
Medicine,  Denver,  Colorado. 

Dr.  Donald  Tierney,  Cardiovascular  Research  In- 
stitute, University  of  California  Medical  Center,  San 
Francisco,  California. 

Dr.  Richard  Armstrong,  Department  of  Pathology, 
Tucson  Medical  Center,  Tucson,  Arizona. 

Dr.  Merlin  DuVal,  Dean,  College  of  Medicine, 
University  of  Arizona,  Tucson,  Arizona. 

Dr.  Hugh  H.  Smith,  Professor  of  Microbiology, 
University  of  Arizona,  Tucson,  Arizona. 

Dr.  Albert  Roberts,  Chief,  Cardiopulmonary  Dis- 
ease Section,  H.D.C.P.,  Public  Health  Service,  Wash- 
ington, D.C. 

American  Cancer  Society 

The  1965  Scientific  Session  of  the  American  Can- 
cer Society  will  be  held  at  the  Drake  Hotel  in  Phil- 
adelphia on  June  16,  1965. 

This  symposium  on  “Hormones  and  Chemo- 
therapy for  Cancer — A Critical  Appraisal”  is  open 
to  all  members  of  the  medical  and  dental  profes- 
sions, and  students.  There  is  no  advance  registration 
or  registration  fee. 

For  program  and  further  information,  write:  Di- 
rector of  Professional  Education,  American  Cancer 
Society,  219  East  42nd  Street,  New  York,  New 
York  10017. 


See  your  “What  goes  on”  monthly  bulletin  for  more  complete  scientific 
programs  of  meetings  in  the  Rocky  Mountain  area. 
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Fewer  bacterial  resistance  problems 
when  you  treat  infections 


PENBRITIN* 


Brand  of  Ampicillin 

kills  bacteria... does  not  just  suppress  them! 


With  PENBRITIN  (ampicillin)  the 
emergence  of  resistant  strains  of  organ- 
isms is  sloiv  rather  than  rapid  as  with 
other  antibiotics.12  Tetracycline-resist- 
ant hemolytic  streptococci  and  pneumo- 
cocci have  been  reported3  0— but  this  has 
not  been  a problem  with  PENBRITIN 
(ampicillin).  According  to  an  editorial 
in  Lancet ,2  PENBRITIN  (ampicillin) 
could  be  particularly  valuable  in  killing 
coliforms  and  Proteus,  which  may  other- 
wise quickly  become  resistant  during 
treatment.  Recently,  several  Shigella 
strains,  resistant  to  tetracycline,  chlor- 
amphenicol, and  other  antibiotics,  were 
found  to  be  susceptible  to  ampicillin.7 

Dosage:  Adults  — 250  mg’,  every  six  hours  in 
respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infec- 
tions (higher  doses  may  be  needed  in  severe 
infections).  Children— (under  13  years, 
whose  weight  will  not  result  in  a dosage 
higher  than  that  recommended  for  adults) 
100  mg./Kg./day  in  divided  doses  every  six 
or  eight  hours;  200  mg./Kg./day  in  divided 
doses  every  six  hours  for  severe  infections. 


Contraindications : (1)  Hypersensitivity  to 
penicillin.  (21  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillin- 
ase-producing organisms.  Aerobacter  aero- 
genes,  Pseudomonas  pyocyanea,  and  Proteus 
morganii  are  resistant  to  PENBRITIN  (am- 
picillin). 

Side  Effects : Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasion- 
ally appeared. 

Precautions : As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastro- 
intestinal superinfection.  To  date,  safety  for 
use  in  pregnancy  has  not  been  established. 
Supplied:  No.  606  — Each  capsule  contains 
250  mg.  of  ampicillin.  Bottles  of  16  and  100. 
References : 1.  Rolinson,  G.  N.,  and  Stevens,  S.: 
Brit.  M.  J.  ii : 191  (July  22)  1961.  2.  Editorial. 
Lancet  if : 723  (Oct.  5)  1963.  3.  Parker,  M.  T.,  et 
at.:  Brit.  M.  J.  i:  1550,  1962.  4.  Evans,  W.,  and 
Hansman,  D.:  Lancet  i':451  (Feb.  23)  1963. 
5.  Richards,  J.  D.  M.,  and  Rycroft,  J.  A.:  Lancet 
i:553  (March  9)  1963.  6.  Schaedler,  R.  W.,etal.: 
New  England  J.  Med.  270: 127  (Jan.  16)  1964. 
7.  Howard,  R,  and  Riley,  H.  D.,  Jr.:  Abstracts, 
Fourth  Interscience  Conference  on  Antimicro- 
bial Agents  and  Chemotherapy,  Oct.  26-28,  1964, 
New  York,  N.Y 
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Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 


CUSTOM-FITTED  BRASSIERES 

7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores: 

MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 


MILT RATE 


meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Long-acting  coronary  vasodilation  plus 
effective  tranquilization  for 
prophylaxis  of  pain  in  angina  pectoris 


Indications:  'Miltrate'  is  useful  for  prophylaxis  of  pain  in  angina  pectoris,  especially  where  accompanied  or  intensified  by 
anxiety.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients 
with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Careful  supervision  of  dose  and  amounts  prescribed  is  advised.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  use  for  weeks  or  months  at  excessive  dosage. 
Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced  and  operation  of 
motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects: 
Side  effects  of  ‘Miltrate’  administration  have  been  few,  consisting  of  headache,  nausea,  sleepiness  and  insomnia,  and  dizziness. 
Pentaerythritol  tetranitrate  —The  most  common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flush- 
ing, gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions.  Meprobamate  — Drowsiness  may 
occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous 
dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More  severe  and  very  rare  cases  of 
hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchia!  spasms,  hypotensive  crises  (1  fatal 
case),  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic  in  such  cases,  and  the  drug  should  not 
be  reinstituted.  Isolated  cases  of  agranulocytosis,  thrombocytopenic  purpura,  and  a single  fatal  instance  of  aplastic  anemia 
have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly.  Fast  EEG  activity 
has  been  reported,  usually  after  excessive  meprobamate  dosage.  Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and  at  bedtime.  Individual- 
ization of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  12  tablets  daily  are  not  recommended.  (Note:  When 
titration  of  the  doses  of  the  individual  components  of  ‘Miltrate’  is  desired,  meprobamate  is  available  as  ‘Miltown’  [meproba- 
mate] tablets  and  ‘Meprospan’  [meprobamate,  sustained  release]  capsules.)  Supplied:  White  tablets,  each  containing  meproba- 
mate 200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  prescribing,  consult  package  circular. 
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Consider  V-Cillin  K,  the  acid-stable  peni- 
cillin that  is  less  affected  by  gastric  acids 
than  is  oral  penicillin  G.  In  fact,  compara- 
tive data  show  that  V-Cillin  K given  with 
meals  produces  blood  levels  twice  as  high 
with  just  half  the  dose.  Such  pharmaco- 
logic characteristics  provide  your  patients 
consistently  dependable  therapy.  In  addi- 
tion, significant  economy  is  achieved,  since 
three  to  four  times  as  much  oral  penicillin 
G is  required  to  assure  equivalent  anti- 
bacterial activity.1 

1.  Griffith,  R.S.,and  Black,  H.R.:  Current  Ther.  Res.,  6: 253, 1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci.  Contraindica- 
tions and  Precautions:  Although  sensitivity  re- 
actions are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 
to  penicillin.  As  with  any  antibiotic,  observation 
for  overgrowth  of  nonsusceptible  organisms  dur- 
ing treatment  is  important.  Usual  Dosage  Range: 
125  mg.  (200,000  units)  three  times  a day  to  250 
mg.  every  four  hours.  Supplied:  Tablets  V-Cillin  K, 
125  or  250  mg.,  and  V-Cillin  K,  Pediatric,  125  mg. 
per  5-cc.  teaspoonful,  in  40,  80,  and  150-cc.-size 
packages. 


V-Cillin  K" 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company , Indianapolis  6,  Indiana. 

500228 


24 


Rocky  Mountain  Medical  Journal 


M, 


From  Olympus 5 
Towering  Tops* 


.edicine  in  the  land  is  at  a crossroad.  The 
recent  election  has  placed  in  the  hands  of  the 
Administration  the  power  to  take  the  nation  down 
the  long  and  bitter  road  to  compulsory  health  care 
controlled  by  the  Federal 
Government.  The  visage  of 
such  an  occurrence  is  not 
an  apparition.  It  only  re- 
mains for  the  planners  to 
select  the  route  we  must  follow.  The  greatest  sys- 
tem of  Medical  Care  the  world  has  ever  known 
hangs  in  the  balance. 

While  such  an  outlook  is  shocking  to  those  who 
are  aware  of  the  inherent  evils  and  weaknesses  of 
compulsory  health  care,  there  is  an  even  more 
frightening  aspect  of  the  recent  election.  The  total 
destruction  of  the  Republican  candidate  for  Presi- 
dent by  news  media,  beginning  earlier  than  the 
San  Francisco  Convention,  is  a dismaying  depar- 
ture from  the  objectivity  of  the  free  press,  which 
had  been  respected  in  earlier  years.  The  mis- 
quotes, the  quotes  out  of  context,  the  editorializ- 
ing in  news  stories,  the  sly  ridicule  of  the  head- 
lines, changed  the  candidate’s  position,  and  most 
assuredly  the  Republican  Party’s,  from  that  of 
Conservative  to  Radical,  and  paradoxically,  that 
of  the  Democratic  President  from  recognized  Lib- 
eral to  Conservative.  The  strength  and  freedom  of 
the  fourth  Estate  has  been  diminished,  and  we, 
too,  are  diminished.  The  danger,  of  course,  is  that 
if  this  force  can  be  used  in  the  political  area,  it 
can  also  be  terrifyingly  applied  in  other  areas.  It 
will  be  applied  against  us  in  the  coming  months  in 
the  struggle  to  preserve  a free  enterprise  system  of 
medical  care. 

The  days  ahead  call  for  statesmanship  by 
American  Medicine.  There  will  be  cries  of  non- 
compliance  around  the  land  from  those  who  shout, 
“Fight  to  the  death,”  but  this  certainly  is  not  a 
position  of  strength.  It  can  only  result  in  con- 
fusion and  ridicule.  We  must  now  maturely  and 
factually  consider  all  of  the  possibilities  that  may 
occur,  and  prepare  the  resultant  courses  of  action 
the  Medical  Profession  may  pursue  in  an  effort 
to  maintain  quality  care  for  our  patients,  and  to 
deter  oppression  by  regulation  to  ourselves.  This 


* Reprinted  from  the  Denver  Medical  Bulletin,  December, 
1964. 


review  and  planning  is  now  going  forward  in  the 
American  Medical  Association. 

The  pressure  to  prevent  enactment  of  the  So- 
cial Security  Amendment  must  continue.  Evalua- 
tion of  alternate  plans  to  strengthen  Public  Law 
86-7778  (to  liberalize  and  strengthen  the  Kerr- 
Mills  concept)  must  be  pursued.  Other  types  of 
legislation  to  provide  Medical  Care  for  the  needy 
are  being  studied  and  carefully  weighed  for  pos- 
sible presentation  to  the  Congress. 

In  view  of  the  possibility  that  such  positive 
courses  of  action  may  fail,  drafts  are  being  pre- 
pared to  ensure  that  organized  Medicine  has  its 
proper  place  in  the  writing  of  rules  and  regula- 
tions for  the  operation  of  the  anticipated  legisla- 
tion. There  are  inherent  basic  principles  (such  as 
the  free-choice  mechanism)  which  must  be  fitted 
into  any  law  that  must  be  preserved  because  they 
are  basic  to  the  quality  of  Medical  Care. 

The  immediate  future  is  grim,  and  its  implica- 
tions are  severe.  At  this  time  it  would  be  well  for 
all  Americans  to  recall  the  words  of  Frank  Morris, 
“Those  of  other  occupations,  trades,  and  skills, 
may  stand  by  unconcerned  while  this  tragedy 
takes  place.  But  they  should  take  heed  from  the 
words  of  the  poet  and  preacher,  John  Donne.  The 
bell  that  tolls  the  death  of  free  medicine  is  also 
tolling  the  death  of  free  religion,  free  justice,  free 
press.  All  the  excuses  of  the  common  good  that 
apply  to  Medicine  apply  in  different  degree  to 
these  other  professions.  What  diminishes  the  free- 
dom of  my  doctor  takes  from  me  too.” 

Irvin  E.  Hendryson,  MD,  Denver 


T, 


he  U.  S.  prescription  drug  industry  held  an 
upward  trend  on  all  phases  of  operations  during 
1964  except  prices  and  introduction  of  new  drugs. 
Both  were  down  from  1963.  The  Bureau  of  Labor 

Statistics  consumer 
price  index  for  pre- 
scription drugs  now 
stands  at  91.1  or  nine 
per  cent  below  1958- 
59  and  16.9  per  cent  below  the  all-items  index. 
Between  1955-59  inclusive,  the  industry  intro- 
duced 231  new  drug  entities;  between  1960-64, 
it  produced  146  new  entities.  The  year  ending 
saw  the  smallest  number  of  new  drugs  introduced 


Prescription  Drug 
Industry,  1964-65 
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to  the  market,  15  as  of  November  30.  During 
1963,  there  were  18  new  drugs  put  on  the  market. 

The  bright  side  showed  sales  and  dollar  earn- 
ings up  (but  not  percentage  profits);  employment 
and  wages  as  well  as  spending  on  research  and 
development  also  were  up.  Outlook  for  1965  is 
for  current  trends  to  continue.  Some  persons  in 
the  industry,  however,  see  little  hope  of  continuing 
price  declines  at  the  manufacturers’  level  in  the 
face  of  increasing  research  and  general  costs  and 
the  prospect  of  entangled  laws  at  the  state  level. 

Shades  of  the  late  Senator  Kefauver!  And  what  a com- 
mentary upon  loss  of  incentive  in  the  wake  of  Big  Govern- 
ment nosing  into  private  industry. — Ed. 


Social  Security  is  not  insurance — a fact  now 
recognized  (or  admitted)  by  most  persons  inter- 
ested in  its  operation  or  promotion.  Some  who 
are  anxious  to  emphasize  its  respectability,  or  to 
encourage  its  palatability, 
have  hit  on  the  term  “Social 
Insurance”;  the  more  practical 
politician  calls  it  “forced  sav- 
ings”; the  down-to-earth  ob- 
server labels  it  a Federal  tax.  The  fact  that  So- 
cial Security  is  approximately  611  million  dollars 
in  the  red  for  1963  (less  interest  but  not  includ- 
ing administrative  expenses)  should  readily  dis- 
tinguish it  from  any  private  insurance  company. 

However,  our  purpose  is  not  to  enumerate  the 
differences  between  Social  Security  and  insurance. 
(The  reader  is  referred  to  The  Coming  Din  of  In- 
equity, Ray  M.  Peterson,  JAMA,  April  8,  1961, 
for  a clear  and  scientific  analysis  of  the  differ- 
ences.) Rather,  we  wish  to  emphasize  one  dif- 
ference which  is  important  to  the  recipient  who 
has  contributed  to  the  system  his  whole  working 
life.  If  this  difference  were  written  in  small  print 
in  a commercial  insurance  policy,  it  would  be 
deception.  At  age  65  to  receive  his  Social  Security 
the  recipient  must  stop  work.  He  must  retire! 
This  is  the  hoax. 

There  are  three  reasons  why  this  retirement 
provision  of  the  Social  Security  Act  is  unfair  to 
the  recipient.  First,  there  are  many  gainfully  em- 


ployed persons  who  at  65  do  not  want  to  retire. 
Many  persons  at  this  age  are  at  their  peak  of  pro- 
ductivity. Does  government  have  the  right  to 
force  these  persons  to  quit  work  in  order  to  re- 
ceive their  share  of  the  earnings  which  they  have 
invested? 

Secondly,  there  are  many  persons  who  should 
not  retire  at  65.  For  many  elderly  people  work- 
ing is  the  best  physical  and  mental  stimulus  to 
health  and  happiness.  Healthy  people  are  active 
people.  Should  the  government  encourage  or 
force  these  people  to  retire?  Is  it  sound  govern- 
ment policy  if  it  jeopardizes  the  health  of  the 
aged?  Is  it  a wise  political  philosophy  which  cre- 
ates a huge  block  of  unemployed  and  discontented 
persons  who  tend  to  become  primarily  concerned 
with  their  own  welfare  because  they  have  been 
deprived  of  their  principal  opportunity  to  con- 
tribute to  society? 

Thirdly,  many  at  age  65  cannot  financially  af- 
ford to  retire.  The  maximum  Social  Security  ben- 
efit for  a single  person  is  $127.00  per  month.  He 
may  earn  from  part-time  employment  $100.00 
per  month  without  jeopardizing  the  basic  benefit, 
to  bring  his  income  to  the  maximum  of  $227.00 
(and  there  are  not  many  part-time  jobs  in  this 
category) . A man  with  a family  receives  a monthly 
benefit  of  $190.00,  and  he  may  receive  a maxi- 
mum of  $254.00.  Therefore,  the  man  with  a fam- 
ily may  receive  $3,048.00  per  year — barely  the 
$3,000.00  per  year  which  President  Johnson  in 
the  War  on  Poverty  has  declared  the  level  below 
which  a man  is  a pauper. 

Life  expectancy  in  America  increases  every 
year.  For  a young  vigorous  American  of  age  20, 
payment  of  $348.00  a year  for  45  years  in  order 
to  receive  $254.00  a month  when  he  is  65 — and 
only  if  he  retires — is  not  a good  investment  as  a 
substitute  for  insurance.  Although  the  forced  re- 
tirement provision  of  Social  Security  undoubtedly 
provides  a financial  cushion  for  its  operation,  it 
is  an  unsound  requirement  for  the  active  elder 
citizen  who  does  not  wish  to  retire,  who  should 
not  retire,  or  who  cannot  afford  to  retire  because 
the  benefit  is  not  adequate. 


In  the  Small 
Print 


Hysteria  . . . Pandemonium  . . . Pressure 

Legislation  that  is  conceived  and  enacted  in  an  atmosphere  of  panic  is  usually  ill-advised  and  may  be 
disastrous.  This  statement  applies  to  the  passage  of  the  Kefauver-Harris  amendments  to  the  Food,  Drug 
and  Cosmetic  Act.  It  had  its  origin  in  the  hysteria  and  panic  of  the  thalidomide  tragedy,  it  was  nurtured 
and  developed  in  the  pandemonium  of  the  biased  hearings  before  the  Kefauver  Committee  of  the  Senate, 
and  through  the  pressure  of  an  impetuous  administration,  was  enacted  into  law. — John  C.  Krantz,  Jr., 
Ph.D.,  in  Military  Medicine , 130:1,  (Jan.)  1965. 
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Small  vessel  surgery  in  a small 
community  hospital* 

Damaged  smaller  arteries  of  the  extermity  should 
always  be  repaired  when  possible , and  this  can  be  done 
at  the  local  hospital  level  with  the  proper 
training , equipment  and  practice. 

Edward  O.  Goodrich,  Jr.,  MD,  Santa  Fe,  New  Mexico 

The  development  of  vascular  surgery  has  been 
so  concentrated  in  the  major  medical  centers  over 
the  last  fifteen  years  that  reports  of  the  applica- 
tion of  vascular  surgical  technics  have  been 
practically  confined  to  them.  Although  elective 
major  vascular  manipulations  are  probably  best 
limited  to  these  centers,  it  is  the  purpose  of  this 
article  to  show  that  lesions  of  the  smaller  vessels, 
particularly  of  traumatic  etiology,  can  be  success- 
fully handled  on  the  community  hospital  level. 

Further,  some  of  the  accompanying  cases  will 
demonstrate  the  feasibility  of  repairing  vessels 
which  are  usually  relegated  to  ligation,  with  sal- 
vage of  the  distal  limb  in  the  balance. 

Principles  and  technics 

To  the  general  surgical  principles  of  exposure, 
hemostasis,  delicate  handling  of  tissues,  minimal 
residual  dead  tissue  and  dead  space  and  avoidance 

* From  the  Department  of  Surgery,  St.  Vincent  Hospital, 

Santa  Fe,  New  Mexico. 


of  contamination  are  superimposed  the  vascular 
principles  of  absolute  proximal  and  distal  control, 
complete  dissection  of  adventitia,  accurate  per- 
Fig.  1 . Case  5 . 22  Cal.  defect  in  axillary  artery . formance  of  anastomoses  and  a good  outflow 


Fig.  2.  Case  6.  Lateral  roentgenogram  on  admission 
indicating  extent  of  osseous  and  soft  tissue  damage 
and  level  of  injury. 
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TABLE  1 


CASE  DATA  PATHOLOGY  & OPERATION 


RESULT 


Case  1 
J H 
52  yr. 

Case  2 

J L 

18  yr. 

Case  3 
E W 
25  yr. 

Case  4 

EF 
20  hr. 


Case  5 
D L 
21  yr. 

Case  6 

J A 

21  yr. 


Case  7 

L L 
11  yr. 


Case  8 
B C 
3 yr. 


Case  9 
GQ 
78  yr. 

Case  10 
G B 
65  yr. 


Arterial  Lacerations 


Transverse  glass  laceration,  volar  aspect  left  mid- 
forearm, radial  artery  and  flexor  carpi  radialis 
muscle  repaired. 

Oblique  glass  laceration,  right  volar  forearm  with 
two  tangential  1 cm.  lacerations  of  radial  artery. 
Direct  repair. 

Deep  transverse  glass  laceration  right  proximal 
forearm,  including  radial  artery  and  nerve,  and 
median  nerve.  Primary  repair  of  all  structures. 

Attempted  exchange  transfusion  for  Rh  incom- 
patibility via  right  superficial  femoral  artery  with 
ligation.  Right  common  femoral  vein  repaired  at 
original  groin  re-exploration  at  St.  Vincent  Hospital. 
Three  subsequent  successful  exchanges  performed 
and  femoral  artery  repair  attempted  with  Jacobson1 
technic  at  age  1 week. 


Weak  but  definite  radial  pulse  present  at  wrist  2 
years  later.  No  ischemic  symptoms. 

No  distal  pulse  immediately  but  good  pulse  detected 
10  days  after  repair  and  2Vi  years  later. 

Dense  desmoplastic  reaction  defeated  neural  re- 
generation, strong  radial  pulse  persists  3 years  later. 

Failure  of  arterial  repair  due  to  softness  of  artery 
wall.  7-0  silk  repeatedly  cut  through  the  vessel.  Leg 
length  and  muscle  volume  normal  at  9 months  but 
no  distal  pulse  palpable. 


Gunshot  Wounds 


22  Cal.  pistol  through  and  through  wound,  right 
axillary  artery  with  posterior  cord  contusion  (Fig. 
1).  Exposure  by  Henry3  technic  and  excision  with 
end  to  end  anastomosis. 

High  velocity  rifle  wound  lower  3rd  left  leg  through 
and  through  (Fig.  2).  Anterior  and  posterior  tibial 
arteries  destroyed.  Wound  debrided  and  local  sa- 
phenous vein  segment  inserted  into  anterior  tibial 
artery  defect. 

Vein  graft  collapsed  and  clotted,  propagating  proxi- 
mal thrombus  removed  and  replaced  by  saphenous 
vein  obtained  from  opposite  thigh.* 


Blunt  Trauma 


Strong  distal  pulse  immediately  and  after  2 years. 
Radial  nerve  deficit  recovered  after  3 months. 


Immediate  warming  of  foot.  Dorsalis  pedis  pulse 
strong  but  thrombosed  in  next  6 hours.  Re-explored. 


No  immediate  good  dorsalis  pedis  pulse  but  foot 
became  warm  and  viable.  No  tissue  loss.  Multiple 
subsequent  operations  for  wound  closure.  Bone 
healed  without  direct  intervention.  Good  dorsalis 
pedis  pulse  3 years  later. 


Amputation  through  lower  3rd  right  forearm  by 
washing  machine  agitator  sparing  only  median 
nerve  (Fig.  3).  2 cm.  of  radius  resected  and  fixed 
with  intramedullary  nail,  radial  artery  and  cephalic 
veins  repaired,  cast  applied.* 

Arteriogram  showed  gross  muscle  edema  within  the 
cast  causing  failure  of  both  anastomoses  (Fig.  4). 

Churning  wringer  injuries  of  both  axillae,  right 
proximal  third  of  arm  coagulated  and  amputated. 

Coagulated  left  axillary  brachial  artery  excised  and 
replaced  with  saphenous  vein.  Wide  skin  debride- 
ment. 

Arterial  Emboli 

Left  femoral  bifurcation  embolus  from  fibrillating  Excellent  result  3 years  later. 

atrium.  Removed  under  local  anaesthesia  within  4 

hours. 

Left  femoral  bifurcation  embolus  from  unknown  Good  distal  pulsations  2 years  later. 

source  after  complicated  urologic  procedure.  Distal 

propagations  removed  and  retrograde  flush  from 

posterior  tibial  artery  performed  at  femoral  em- 

bolectomy. . 


Hand  became  warm  and  next  day  the  patient  had 
pin  prick  sensation  in  the  median  nerve  distribution. 
Anaesthesia  and  dry  gangrene  developed  insidiously 
over  subsequent  3 day  period.  Arteriogram  and  re- 
exploration. 

Amputation. 

Left  hand  appeared  viable  but  child  expired  6 hours 
after  operation.  Tourniquet  shock  not  present. 
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TABLE  1 (Continued) 


CASE  DATA 

PATHOLOGY  & OPERATION 

RESULT 

Right  popliteal  artery  exposed  and  good  pulsations 
found.  Right  posterior  tibial  artery  opened  at  ankle 
and  flushed  with  the  establishment  of  pulsatile  in- 
flow. 

Good  distal  pulsations  2 years  later. 

Case  11 

C B 

53  yr. 

Right  femoral  bifurcation  embolus  removed  with 
good  femoral  pulse  established.  No  distal  propaga- 
tion seen. 

Arteriogram  showed  popliteal  embolus  (Fig.  5). 
Embolectomy  and  retrograde  flush  from  dorsalis 
pedis  and  posterior  tibial  arteries  performed. 

Foot  remained  cool  and  viability  questionable.  Open 
femoral  arteriogram  performed  24  hours  postoper- 
atively. 

Good  distal  pulses  1 year  later. 

A V Fistula 

Case  12 
AG 

21  yr. 

Mid  leg  wound  12  years  previously  with  long  stand- 
ing arteriovenous  fistula.  Excised  after  arteriogram 
(Fig.  6)  with  direct  anterior  tibial  artery  repair. 

Good  distal  pulse  1 year  later. 

* Cases  operated  on  jointly  with  Dr.  Florence  Khedroo 


tract.  It  is  also  imperative  that  one  not  accept  an 
imperfect  result  in  a potentially  favorable  situa- 
tion. Failure  to  follow  this  dictum  resulted  in  the 
loss  of  one  limb  (Case  7)  but  by  adopting  an 
aggressive  approach  two  others  were  salvaged 
when  the  distal  limbs  were  imperiled  after  the 
original  surgery  ( Cases  6 and  11). 

Although  some  arteries  are  ligated  with  more 
safety  than  others,  occlusions  of  most  major  vas- 
cular trunks  cause  some  disability.  Whether  all 
vessels  proximal  to  the  wrist  or  ankle  should  be 
repaired,  as  advocated  by  Shaw,6  is  not  settled; 
although  where  the  potential  of  repair  exists,  it 
makes  sense  to  attempt  to  restore  normal  circula- 
tion. Furthermore,  mere  survival  of  the  limb  after 
ligation  does  not  provide  any  parameters  of  less 
serious  but  still  bothersome  symptoms  of  ische- 


Fig.  3.  Case  7.  Admission  status,  only  the  median 
nerve  connects  the  proximal  and  distal  forearm. 


mia,  such  as  early  fatigability,  claudication,  troph- 
ic skin  changes  or  neuritis  and  impaired  wound 
healing.5  Stimulated  by  the  observation  elsewhere 
of  a man  with  distal  ulnar  artery  arteriosclerosis 
extending  into  the  junction  of  the  deep  and  super- 
ficial palmar  arches  and  causing  Buerger  type 
ischemic  changes  of  the  index  finger,  it  has  been 
my  practice  to  repair  major  vessels  of  the  forearm 
and  leg. 

The  relatively  simple  armamentarium  described 
by  Chase1  modified  by  the  use  of  very  fine  tooth 
and  smooth  ophthalmic  surgical  forceps  has  been 
used  by  the  author  for  ten  years.2  With  practice 
the  technic  can  be  applied  successfully  to  vessels 
down  to  2 mm.  diameter.  Smaller  vessels  demand 
the  higher  magnification  and  special  technics  de- 
scribed by  Jacobson4  and  are  probably  beyond 
the  realm  of  small  hospital  vascular  surgery.  Ex- 
cept for  dilute  Heparin  injections  into  the  vessels 
beyond  the  vascular  clamps  anticoagulants  have 
not  been  used  in  this  series. 

The  accompanying  cases  have  been  gathered 
over  a four  year  period  (Table  1).  This  leads 
one  to  suspect  that  the  paucity  of  published  re- 
ports of  small  vessel  repairs  reflects  the  fact  that 
many  of  them  never  reach  a vascular  surgeon, 
amputation  being  the  alternative  and  generally 
accepted  treatment. 

Discussion 

Although  one  might  reasonably  argue  that 
many,  if  not  a majority,  of  vessels  distal  to  the 
elbow  and  knee  can  be  ligated  without  loss  of  the 
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Fig.  4.  Case  7.  Arteriogram  after  cast  removed  on  3rd  day.  Swelling  within  cast  had  forced  bone  ends  apart 
as  well  as  thrombosing  anastomoses. 


member,  there  are  definite  indications  that  in  some 
cases  limb  survival  depends  on  one  of  these 
smaller  vessels.  Where  damage  to  more  than  one 
major  artery  occurs,  unless  distal  circulation  can 


be  restored  either  by  direct  repair  or  vein  graft- 
ing,  ischemic  gangrene  will  almost  certainly  ensue. 

Since  arteries  of  two  mm.  diameter  and  larger 
are  amenable  to  repair  or  grafting  with  a mini- 


Fig.  5.  Case  11.  Popliteal  obstruction  discovered  by 
open  arteriogram  twenty-four  hours  after  initial 

procedure. 


Fig.  6.  Case  12.  Preoperative  arteriogram  taken  with 
manual  film  changing  technic.  A,  anterior  tibial 
artery;  V,  anterior  tibial  vein;  F,  fistula. 
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mum  of  additional  equipment  and  a readily 
learned  technic,  it  seems  logical  to  attempt  to  re- 
store the  normal  circulatory  situation.  With  in- 
creasing experience,  ligation  appears  to  be  a de- 
creasingly  attractive  alternative  and,  unless  the 
distal  extremity  is  mangled  beyond  repair,  ampu- 
tation should  probably  be  relegated  to  a secondary 
delayed  procedure. 

If  one  elects  to  undertake  vascular  repairs,  one 
must  be  prepared  to  perform  the  necessary  arte- 
riographic  studies  which  complement  this  work. 
No  special  equipment  is  needed  however  and  ex- 
cellent films  may  be  obtained  by  rehearsing  the 
x-ray  technicians  in  a rapid  manual  film  changing 
technic  (Fig.  6). 

Most  important  to  the  success  of  a program  of 
repair  of  smaller  vessels  is  the  adoption  of  an  ag- 
gressive attitude  toward  a less  than  satisfactory 
outcome.  The  tolerable  period  of  ischemia  is  a 
limiting  factor  which  must  be  reckoned  with  when 
attempting  to  determine  whether  a vascular  suture 
line  is  open  or  clotted.  Where  a reasonable  doubt 
exists,  and  where  distal  limb  survival  may  hang  in 
the  balance,  emergency  arteriography  and  re-ex- 
ploration are  always  indicated,  since  failure  may 
be  converted  to  a successful  result  by  revision  of 
the  repair  or  graft. 

The  above  cases  have  been  collected  over  a 
four  year  period  in  a two-hundred  bed,  non-teach- 
ing, rural  hospital.  The  reasonable  distal  limb 
survival  rate  is  sufficient  argument  for  the  develop- 


ment and  application  of  these  technics  by  sur- 
geons working  at  the  community  level. 

Summary 

Twelve  cases  are  presented  which  show  the 
feasibility  of  performing  small  vessel  surgery  in  a 
community  hospital.  A wider  application  of  the 
relatively  simple  small  vessel  technics  should  re- 
sult in  the  salvage  of  many  limbs  which  would 
otherwise  be  amputated.  Certainly  a more  opti- 
mistic approach  to  severe  injuries  proximal  to 
the  wrist  and  ankle  is  indicated,  since  failure  of 
attempted  salvage  with  good  proximal  debridement 
and  vessel  repair  should  cause  no  increase  in 
morbidity. 

An  aggressive  surgical  attitude  with  unwilling- 
ness to  accept  anything  short  of  a palpable  distal 
pulse  and  with  readiness  to  perform  arteriographic 
examination  and  surgery  early  and  repeatedly  if 
necessary  is  vital  to  a full  realization  of  the  po- 
tentials of  small  vessel  repairs.  • 
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Direct  coronary  arteriography 

Clinical  application  of  cineangio graphic  methods 


The  potential  of  a new  and  interesting 
method  of  study  of  the  coronary  circulation 
is  illustrated  and  discussed. 

Atherosclerotic  coronary  artery  disease  has 
long  been  “number  one”  from  the  standpoint  of 
epidemiology,  mortality,  and  complexity  of  the 
disease  itself.  No  other  entity  is  subject  to  such 
intense  investigation  on  all  levels;  yet  even  the 
simplest  ideas  as  to  its  basic  cause  are  imperfectly 
understood  and  subject  to  widespread  disagree- 
ment. Biophysics  has  elucidated  some  of  the  phe- 
nomena of  flow  which  contribute  to  localized 
plaque-lesions,  and  chemistry  has  made  clearer 
the  gross  relationships  of  nutritional  factors^ 
notably  fats,  on  the  one  hand  and  the  incidence  of 
atherosclerosis  on  the  other.  At  the  same  time, 
the  study  of  coronary  artery  disease  has  been  just 
as  intense  on  the  clinical  level;  refined  exercise 
electrocardiographic  methods,  hypoxemia  meth- 
ods, improved  auscultatory  skills,  ballistocardiog- 
raphy, apex-cardiography,  radio-electrocardiog- 
raphy, and  laboratory  study  of  lipids  and  coagu- 
lability of  blood  continue  to  be  the  mainstays  in 
diagnosis  of  coronary  artery  disease  as  adjuncts  to 
the  careful  history — which  remains  the  most  im- 
portant single  clinical  tool  for  the  detection  of 
this  entity. 

In  spite  of  this  increase  in  basic  knowledge  of 
the  disease  process  itself,  and  in  spite  of  exhaus- 
tive use  of  the  above  methods  of  examination, 
there  remains  a sizeable  group  of  patients  in  which 
the  diagnosis  is  still  in  doubt  or  cannot  be  made. 
Almost  every  physician  who  deals  with  the  disease 
has  had  numerous  examples  of  “problem  cases” 
consisting  of  patients  in  whom  the  diagnosis  of 
coronary  artery  disease  is  possible  or  suspected 
on  a clinical  basis,  but  cannot  be  satisfactorily 
established.  In  some  of  these,  to  ascertain  the 
presence  of  coronary  artery  disease  is  urgent;  in 
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others,  to  ascertain  its  absence  is  equally  urgent. 
Since  this  is  a disease  of  the  coronary  arteries,  the 
ideal  way  to  make  a diagnosis  would  be  to  visual- 
ize these  vessels  in  vivo  in  some  way.  This  can 
now  be  done.  Coronary  arteriography  has  proven 
extremely  helpful  in  firmly  establishing  the  pres- 
ence or  absence  of  coronary  artery  disease  and 
has  been  employed  for  some  time  in  selected 
patients  at  the  General  Rose  Memorial  Hospital 
Cardiopulmonary  Laboratory.  It  is  a procedure 
requiring  expensive  equipment  and  considerable 
skill.  It  has  an  element  of  risk,  but  this  is  not  in 
any  sense  prohibitive  in  good  hands.  If  it  were 
not  for  these  limitations,  it  has  been  suggested  that 
every  person  over  the  age  of  forty  years  should 
have  the  examination. 

Indications 

At  the  present  time,  when  the  diagnosis  is 
clear  by  the  use  of  our  present  methods  of  exami- 
nation and  a patient  is  doing  well,  there  is  no 
compelling  reason  to  consider  arteriography.  There 
are,  however,  four  types  of  patients  in  which  the 
procedure  would  seem  clearly  indicated: 

1.  The  patient  whose  complaints  of  chest  pain 
have  some  of  the  characteristics  of  angina,  al- 
though perhaps  not  entirely  typical,  and  in  whom 
the  conventional  methods  yield  negative  results. 
To  avoid  having  to  do  this  with  multitudes  of  pa- 
tients the  pain  should  be  competently  evaluated. 

2.  Asymptomatic  patients  with  abnormal  elec- 
trocardiograms and  possibly  other  abnormal  car- 
diac findings. 

3.  Older  patients  with  valvular  disease  (es- 
pecially but  not  exclusively  aortic  valve  involve- 
ment) in  whom  surgery  is  being  considered.  Pa- 
tients with  aortic  valve  disease  often  have  angina 
and  it  is  imperative  to  know  if  it  is  due,  at  least 
in  part,  to  coronary  artery  disease.  We  have  lost 
a number  of  patients  with  mitral  valve  disease 
who  were  operated  upon  without  realizing  the 
extent  of  coronary  artery  disease. 
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4.  Patients  with  coronary  disease  in  whom  the 
lesion  is  segmented  and  amenable  to  surgery. 
These  are  in  general  in  the  younger  age  group. 

In  some  patients  (particularly  in  groups  1 and 
2),  it  is  of  paramount  importance  to  clarify  the 
diagnosis  in  a negative  sense,  that  is,  proving  the 
presence  of  normal  coronary  vessels  may  be  es- 
sential for  several  reasons,  such  as  fear  of  cardiac 
neurosis,  consideration  of  a hazardous  or  respon- 
sible post,  or  to  clarify  the  nature  of  chest  pain 
due  to  other  important,  perhaps  treatable,  causes. 

I have  attempted  to  be  specific  in  defining  what 
patients  may  be  benefited  by  this  procedure,  but 
in  addition  to  the  study  of  “selected  patients,”  it 
is  reasonable  to  assume  that  as  the  method  be- 
comes more  refined  and  enjoys  more  widespread 
use,  it  will  be  utilized  more  extensively  for  evalua- 
tion as  well  as  diagnosis  of  coronary  artery  dis- 
ease, and  for  use  as  a research  tool.  It  is  becom- 
ing increasingly  clear  that  many  cases  of  coro- 
nary artery  disease  are  “atypical,”  i.e.,  do  not 
conform  to  the  accepted  pattern  so  well  estab- 
lished in  past  years.  The  reverse  is  also  true.  An- 
gina pectoris,  by  definition,  is  an  historical  fact, 
but  excluding  angina  pectoris  is  by  no  means  the 
same  thing  as  excluding  coronary  artery  disease. 

History  of  coronary  arteriography 

The  first  coronary  arteriograms  were  inciden- 
tal opacification  of  these  vessels  in  roentgeno- 
grams taken  after  injection  of  contrast  agent  into 
the  aortic  root  for  other  reasons.  It  was  seen  that 
in  some  films  the  entire  coronary  tree  (surface 
vessels)  was  well  shown,  while  in  others,  little  or 
no  opacification  had  resulted.  From  these  begin- 
nings, methods  for  purposeful  contrast  demon- 
stration started  to  evolve.  Many  methods  are  in 
use  today  and  several  extensive  reviews  of  the 
various  approaches  are  in  the  literature  and  will 
not  be  discussed  in  detail  here.  Suffice  it  to  say 
that  all  the  methods  employed,  with  one  excep- 
tion, require  indirect  opacification  through  in- 
jection into  the  aortic  root  and  some  means  of 
assuring  that  sufficient  contrast  agent  finds  its 
way  into  the  coronary  bed.  The  latter  requires  one 
of  the  following:  (a)  temporary  cardioplegia  in- 
duced with  acetylcholine,  (b)  injections  auto- 
matically timed  to  coincide  with  diastole,  or  (c) 
temporary  occlusion  of  flow  in  the  aorta  distal  to 
the  coronary  ostia.  These  methods  are  satisfactory 
in  some  hands  and  the  results  are  occasionally  ex- 
cellent, but  they  are  indirect,  they  depend  upon 
simultaneous  filling  of  all  important  branches 


(right  and  left),  their  technical  aspects  are  cum- 
bersome and,  most  important,  the  dynamics  of 
flow  and  vessel  lumen  characteristics  with  repeat- 
ed injections  are  not  obtainable.  The  exception 
mentioned,  of  course,  is  the  direct  cannulation  of 
the  individual  coronary  ostia  with  a special  cathe- 
ter, and  repeated  injections,  by  hand,  of  small 
amounts  of  contrast  agent  utilizing  cinefluorog- 
raphy.  This  is  the  procedure  pioneered  and  per- 
fected by  Dr.  Mason  Sones  of  the  Cleveland  Clin- 
ic, and  by  whom  it  has  been  used  extensively  with 
extreme  effectiveness.  It  is  therefore  appropriately 
called  the  Sones  technic.  A brief  description  of 
this  method  as  used  in  our  laboratory,  inevitably 
differing  somewhat  from  that  of  its  originator, 
follows. 

The  patient  is  fasting  and  premedicated  with 
a sedative  and  analgesic  prior  to  the  procedure 
as  in  the  case  of  every  other  type  of  cardiac  cathe- 
terization. The  right  brachial  artery  is  isolated 
under  local  anesthesia,  and  the  special  Sones 
catheter  is  introduced  through  a small  longitudi- 
nal slit  in  the  vessel  wall  made  with  a no.  1 1 blade, 
and  fluoroscopically  placed  above  the  aortic  valve 
(usually  this  is  done  by  placing  the  catheter  across 
the  valve  into  the  left  ventricle  then  withdrawing 
to  just  distal  to  it).  At  this  point  or  before,  we 
inject  fifty  milligrams  of  aqueous  heparin  through 
the  catheter  so  as  to  have  the  anticoagulant  effect 
during  the  time  the  catheter  is  partially  occluding 
the  peripheral  artery.  The  patient  is  then  placed 
on  his  right  side  (left  anterior  oblique  projection) 
and  both  the  left  and  right  coronary  ostia  are  can- 
nulated  in  turn  and  small  hand  injections  of  dye 
made  into  each  (usually  4 to  8 cc.).  Recording  is 
done  with  35  mm.  negative  and  reversal  black 
and  white  cine  film  at  60  frames/second.  Several 
injections  are  made  into  each  ostium;  a vasodila- 
tor (usually  nitroglycerin)  is  given,  and  injec- 
tions are  made  at  intervals  to  record  its  effect.  A 
multichannel  recorder  is  used  for  constant  moni- 
toring of  electrocardiogram  and  pressures,  and 
a synchronized  DC  counter-shock  unit  is  available 
for  conversion  of  arrhythmias  that  may  occur.  All 
connections  to  the  catheter  are  made  through 
airless  tubing  from  an  airless,  pressurized  plastic 
bottle  (to  prevent  accidental  introduction  of  air) 
with  arrangements  for  automatic  backflow  occlu- 
sion. When  injections  are  completed,  the  catheter 
is  withdrawn,  the  artery  is  thoroughly  flushed 
proximally  and  distally  to  assure  patency  and  to 
wash  out  any  small  clots  that  may  have  formed, 
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and  the  vessel  is  closed  with  individual  sutures  of 
5-0-arterial  silk. 

Case  histories 

Case  1.  J.  G.,  a 36-year-old  white  male,  had  onset 
of  substernal  chest  pain  one  year  prior  to  admission 
to  this  hopsital.  He  had  been  hospitalized  in  his 
home  city  with  the  diagnosis  of  “massive  infarction,” 
and  had  had  recurrent  chest  pain  during  all  of  the 
period  of  14  weeks’  time  that  he  was  hospitalized. 
Following  discharge  he  continued  with  recurrent 
chest  pain  with  exertion  and  anxiety,  with  radiation 
to  the  left  arm  described  as  an  ache,  and  usually  re- 
lieved by  nitroglycerin.  There  were  peculiar  “shoot- 
ing pains”  and  anxiety  with  each  episode  and  the 
frequency  of  these  had  progressed  over  the  inter- 
vening year.  He  had  repeatedly  visited  his  physi- 
cian’s office,  each  time  the  chest  pain  occurred  he 
would  appear  more  anxious  and  nervous,  and  he 
became  completely  debilitated.  Examination  presented 
an  extremely  anxious  patient,  who  at  the  time  mani- 
fested a peculiar  shaking  reaction  and  complained  of 
chest  pain.  The  blood  pressure  was  normal;  the  pulse 
rate  was  110  and  regular.  The  only  positive  finding 
was  some  tenderness  along  the  upper  four  costochon- 
dral junctions  bilaterally.  Heart  size  and  heart  sounds 
were  normal.  Complete  blood  count,  sedimentation 
rate,  serum  cholesterol,  bleeding  and  clotting  times, 
prothrombin  time  and  enzyme  studies  were  normal. 
Electrocardiograms  taken  at  rest,  with  exertion,  and 
with  hyperventilation  were  normal  with  the  exception 
of  minimal  ST  segment  depression  and  ventricular 
ectopic  beats  with  exercise  and  occasionally  in  the 
presence  of  pain.  Hyperventilation,  however,  did 
produce  the  same  changes.  A triiodothyronine  red 
cell  uptake  was  in  the  euthyroid  range.  The  patient 
continued  with  chest  pain,  unabated.  His  age,  the 
possibility  of  surgical  approach  to  his  coronary  dis- 
ease, if  present,  and  the  possibility  of  absence  of 
coronary  disease  prompted  investigation  by  coro- 
nary arteriography.  This  was  done  and  the  films 
were  interpreted  as  entirely  normal. 

Case  2.  C.  S.  is  a 66-year-old  male  with  history 
of  chest  pain  and  syncope  for  eighteen  months  prior 
to  admission.  The  pain  was  described  as  a vice-like 
tightness,  only  occurring  with  exertion,  and  associ- 
ated with  syncope.  The  syncopal  episodes  lasted  two 
to  four  minutes  and  the  patient  felt  well  following 
regaining  of  consciousness.  The  substernal  tightness 
and  vice-like  pain  was  without  radiation,  was  re- 
lieved promptly  by  rest  and/or  nitroglycerin  and 
had  occurred  10  to  20  times  during  this  year  and 
one-half.  He  had  some  dyspnea  with  the  chest  pain, 
but  no  dyspnea  at  rest  and  no  other  signs  or  symp- 
toms of  congestive  heart  failure.  He  was  thought 
to  have  valvular  aortic  stenosis,  and  surgery  was 
contemplated.  He  was  considered  for  study  by  coro- 
nary arteriography  prior  to  final  decision  for  opera- 
tion. Examination  revealed  a male  with  normal  color, 
blood  pressure  158/100,  and  good  peripheral  pulses. 
There  were  no  pulmonary  rales,  no  hepatomegaly 
or  splenomegaly,  and  no  peripheral  edema.  Heart 


was  at  the  upper  limits  of  normal  in  size,  with  a 
definite  left  ventricular  heave,  and  normal  sinus 
rhythm  with  rate  of  72  per  minute.  There  were  no 
shocks  or  thrills,  and  on  auscultation  there  was  an 
ejection,  rather  “saw-toothed,”  systolic  murmur 
which  began  after  the  first  sound  and  ended  well  be- 
fore the  second  sound,  was  heard  well  at  the  mid-left 
sternal  border  and  in  the  primary  aortic  area,  and 
was  moderately  well  transmitted  to  the  carotids  sym- 
metrically. There  was  an  atrial  filling  sound  which 
was  well  heard  at  the  apex.  There  was  also  a very 
faint  early  decrescendo  diastolic  murmur  of  semi- 
lunar insufficiency  (presumably  aortic  insufficiency) 
at  the  primary  aortic  area  but  heard  best  at  the  mid- 
left sternal  margin.  Electrocardiogram  revealed  evi- 
dence of  left  ventricular  hypertrophy  with  so-called 
strain  pattern  and  left  atrial  hypertrophy.  Cardiac 
x-rays  revealed  left  ventricular  hypertrophy,  a tor- 
tuous aorta  and  calcific  changes  in  the  region  of  the 
aortic  valve.  This  patient  was  studied  by  coronary 
arteriography  by  direct  approach,  and  films  were 
obtained  of  both  right  and  left  coronaries  before  and 
after  a vasodilator.  The  films  revealed  a normal 
right  coronary  artery,  some  stenosis  with  definitely 
diminished  flow  in  the  left  anterior  descending 
branch,  normal  appearing  circumflex  arteries,  and 
no  evidence  of  significant  collateral  formation. 

Case  3.  J.  B.  is  a 24-year-old  colored  female,  a 
long  known  case  of  severe  rheumatic  heart  disease 
involving  mitral,  aortic,  tricuspid  and  possibly  pul- 
monic valves.  She  finally  had  submitted  to  surgery, 
and  in  February,  1964,  underwent  open  cardiac  sur- 
gery with  placement  of  a McGovern  valve  in  the 
aortic  ring  and  plication  of  the  mitral  valve.  The 
plication  was  done  because  of  difficulty  with  the  pa- 
tient during  surgery,  and  the  surgeon’s  judgment  pre- 
cluded taking  the  time  for  replacing  the  mitral  valve 
with  a prosthesis.  She  had  an  uneventful  recovery 
except  for  one  episode  of  ventricular  fibrillation 
which  responded  promptly  to  treatment.  She  im- 
proved considerably  after  surgery.  However  she  re- 
turned to  the  hospital  with  episodes  of  paroxysmal 
atrial  tachycardia,  which  she  had  had  in  the  past, 
and  was  converted  by  synchronized  counter  shock, 
and  dismissed  again  on  anticongestive  measures. 
However,  she  was  admitted  several  months  later 
with  chest  pain,  refractory  tachycardia,  evidence  on 
electrocardiography  and  enzyme  determinations  of 
myocardial  infarction,  as  well  as  indications  of 
splenic  infarction — all  of  these  thought  to  be  sec- 
ondary to  embolic  phenomena  as  complications  of  the 
McGovern  valve.  At  this  time  she  also  had  a basal 
early  decrescendo  diastolic  murmur  of  aortic  in- 
sufficiency, which  was  thought  to  be  evidence  of 
displacement  of  the  prosthesis.  Although  this  pa- 
tient was  believed  to  have  normal  coronary  vessels, 
it  was  thought  that  embolic  phenomena  to  the  coro- 
nary vessels  might  be  demonstrated  by  coronary 
arteriography,  and  also  demonstration  of  function 
of  the  prosthetic  valve  might  be  visualized.  This  pro- 
cedure was  carried  out  soon  after  her  admission. 
Fig.  1 reveals  the  coronary  vessel  on  the  left  side, 
which  appeared  to  be  normal. 
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Fig.  1.  Case  3.  All  vessels  are  smooth,  with  no 
tortuosity  or  “ moth-eaten  appearance,”  and  no  evi- 
dence of  collateral  formation  or  occlusion  of  small 
vessels  terminally. 

Case  4.  J.  K.  is  a 36-year-old  white  male  who  had 
been  well  until  three  weeks  prior  to  admission  at  an- 
other hospital  because  of  sudden  onset  of  substernal, 
vice-like,  chest  pain  radiating  to  the  left  arm,  not 
associated  with  exertion,  and  relieved  by  nitroglycer- 
in. His  past  history  included  radiologically  proved 
peptic  ulcer,  recently  asymptomatic  and  re-studied 
with  normal  findings  and  cholecystectomy  for  chole- 
cystitis in  the  past  with  normal  x-rays  of  the  biliary 
tract  recently.  He  continued  with  pain  recurrently, 
at  rest,  with  no  changes  in  serum  enzymes,  no  ele- 
vation of  sedimentation  rate,  and  no  temperature 
elevation.  An  exercise  tolerance  was  done  with  dizzi- 
ness and  faintness,  without  true  syncope  and  with- 
out electrocardiographic  changes.  Because  of  con- 
tinuing pain,  his  age,  absence  of  electrocardiographic 
findings,  and  his  extreme  anxiety  which  had  been 
gradually  becoming  progressively  more  severe,  it 
was  decided  that  coronary  arteriography  would  be 
of  benefit.  Physical  examination  revealed  no  sig- 
nificant abnormal  findings.  A catheter  was  passed 
retrograde  and  direct  coronary  arteriography  was 
was  done  with  poor  filling  of  the  right  coronary  ves- 
sel, but  good  filling  of  the  left  coronary  vessel  on 
several  occasions.  These  vessels  were  diseased  as 
is  shown  in  Fig.  2. 

Case  5.  P.  L.,  a 65-year-old  man,  was  admitted 
because  of  long  history  of  exertional  dyspnea,  par- 
oxysmal nocturnal  dyspnea,  and  chest  pain  growing 
progressively  more  severe  over  the  past  three  years. 
He  had  been  in  another  hospital  where  diagnosis  of 
aortic  stenosis  and  probable  coronary  artery  disease 
was  made.  He  was  treated  with  anticongestive  mea- 
sures with  good  results,  until  during  the  last  few 
months  chest  pain  had  become  more  severe  and  dif- 
ficult to  control.  Examination  revealed  a prosthetic 
eye  on  the  right  and  recent  cataract  surgery  with  poor 
vision  in  the  left  eye.  There  were  pulmonary  rales, 
large  “a”  waves  in  the  internal  jugular  pulsation, 
cardiomegaly  with  evidence  of  left  ventricular  hy- 


pertrophy, systolic  thrill  over  the  primary  aortic  area 
as  well  as  apex  and  in  the  carotids  bilaterally,  an  ejec- 
tion type  rough  systolic  murmur  maximal  over  the 
upper  left  sternal  margin  and  primary  aortic  area 
and  well  heard  in  the  carotids  symmetrically.  There 
was  minimal  hepatomegaly,  good  peripheral  pulses, 
and  no  peripheral  edema.  Electrocardiogram  revealed 
left  ventricular  hypertrophy  and  “strain  pattern”  with 
a sinus  rhythm.  Cardiac  films  revealed  extremely 
tortuous  aorta  with  left  ventricular  hypertrophy.  The 
patient  was  catheterized  via  the  retrograde  approach 
through  the  right  brachial  artery  and  a definite  gradi- 
ent was  noted  across  the  aortic  valve.  The  right  coro- 
nary artery  was  directly  entered  with  opacification 
on  several  occasions  before  and  after  vasodilator; 
the  left  coronary  vessel  could  not  be  entered  and 
was  not  opacified  any  time  during  the  procedure. 
The  results  of  the  catheterization  revealed  signifi- 


Fig.  2.  Case  4.  Note  the  constriction  in  the  trunk  of 
the  anterior  descending  branch  of  the  left  coronary 
vessel,  as  well  as  a definite  constriction  more  distally 
with  some  tortuosity  of  the  lumen  of  the  vessel  distal 
to  the  second  constriction.  These  defects  were  quite 
constant  on  several  injections. 

cant  aortic  stenosis  along  with  coronary  artery  dis- 
ease of  significant  proportion.  The  right  coronary 
vessel  is  reproduced  in  Fig.  3. 

Discussion 

Case  1 is  an  example  of  the  patient  who  be- 
comes convinced  he  has  coronary  artery  disease 
and  has  developed  a significant  emotional  compo- 
nent, while  having  normal  coronary  vessels.  In 
retrospect,  this  patient  showed  a tendency  to  alter 
his  story  with  successive  examiners  to  be  more 
typical  of  angina,  exhibited  electrocardiographic 
changes  with  exercise  which  were  non-diagnostic 
and  reproducible  in  part  by  hyperventilation,  and 
did  not  seem  to  readily  accept  the  fact  that  he 
had  normal  vessels.  This  would  seem  to  be  a pa- 
tient in  whom  a cardiac  neurosis  already  had  a 
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Fig.  3.  Case  5.  There  is  conspicuous  proliferation  of 
vessels  stemming  from  the  right  coronary  ostium, 
which  is  very  abnormal,  and  on  the  films  many  long 
narrow  channels  formed  collateral  circulation  from 
these  many  branches  to  the  left  ventricular  myocar- 
dium. 

good  start,  and  it  is  expected  that  the  examination 
would  be  the  basis  for  a definite  positive  attitude 
in  his  situation. 

Case  2 illustrates  the  patient  with  aortic  ste- 
nosis and  angina  pectoris  in  whom  surgery  is  con- 
templated. This  patient  exhibited  significant  nar- 
rowing of  the  anterior  descending  branch  of  the 
left  coronary  artery  but  minimal  disease  elsewhere 
— a pattern  not  unexpected  in  a 68-year-old  man. 
Surgery  was  therefore  thought  not  contraindi- 
cated on  this  basis.  Had  the  disease  been  more 
widespread,  a different  decision  would  have  been 
made. 

Case  3 presents  an  unusual  situation  of  a 24- 
year-old  female  who  had  had  a ball-valve  pros- 
thesis placed  in  the  aortic  ring  and  plication  of 
mitral  valve  who  developed  embolic  phenomena, 
initially  characterized  by  myocardial  infarction 
(including  electrocardiographic  evidence  and  ele- 
vated serum  enzymes  along  with  substernal  pain), 
and  who  developed  auscultatory  signs  of  aortic 
regurgitation.  Although  primary  coronary  disease 
was  not  suspected,  occlusion  of  a branch  of  the 
left  coronary  artery  by  embolus  was  thought  pres- 
ent, and  coronary  arteriography  was  done  to  eval- 
uate its  extent  in  conjunction  with  the  primary  ob- 
jective of  evaluating  the  function  of  the  ball-valve 
prosthesis.  The  vessels  are  seen  to  be  normal  with- 
out evidence  of  occlusion  and  the  patient  is 
thought  to  represent  an  example  of  true  relative 
coronary  insufficiency  of  such  degree  that  injury 


occurred  in  the  presence  of  added  stress  (aortic 
regurgitation  and  episodes  of  tachyarrhythmia). 

Case  4 represents  an  example  of  the  patient 
who  has  persistent  symptoms  of  coronary  insuf- 
ficiency in  the  absence  of  corroborative  evidence 
with  ancillary  tests.  He  also  represents  the  pa- 
tient in  whom  coronary  artery  disease  first  mani- 
fests itself  as  neither  angina  pectoris  nor  frank  in- 
farction. His  known  peptic  ulcer  disease,  previ- 
ous biliary  tract  disease,  rather  inappropriate  re- 
action to  pain,  and  the  prolonged  time  without 
corroborative  evidence  of  coronary  disease  led  to 
legitimate  doubt  that  the  pain  represented  myo- 
cardial ischemia.  Angiography  demonstrated  dis- 
ease, and  he  later  manifested  elevated  serum  en- 
zymes and  electrocardiographic  evidence  of  an- 
terior septal  injury. 

Case  5 represents  another  example  of  signifi- 
cant aortic  valvular  disease  as  well  as  clinical  sus- 
picion of  coronary  artery  disease.  As  opposed  to 
Case  2,  this  patient  by  angiography  had  signifi- 
cant coronary  disease,  as  manifested  by  extreme 
formation  of  collateral  circulation  from  the  right 
coronary  artery  nourishing  the  major  portion  of 
the  myocardium.  Although  the  failure  to  opacify 
the  left  coronary  vessel  cannot  be  taken  as  abso- 
lute evidence  that  the  patient  did  not  have  some 
blood  flow  into  his  left  coronary  system,  it  is  ex- 
tremely good  evidence  that  there  was  major  dis- 
ease and  possibly  complete  occlusion  of  the  trunk 
of  that  vessel.  These  findings  preclude  major  car- 
diac surgery  in  this  patient. 

Summary 

Coronary  arteriography  has  become  an  estab- 
lished procedure  which  is  safe  and  frequently  is 
rewarding.  It  is  being  employed  with  increasing 
frequency  in  our  laboratory  for  the  indications 
already  discussed.  It  is  not  needed  in  the  majority 
of  cases  of  coronary  artery  disease,  and  it  is  in 
no  way  a substitute  for  the  history  and  physical 
examination  and  the  usual  ancillary  tests.  It  does, 
however,  provide  a method  for  definitive  diag- 
nosis and  evaluation  when  such  is  required,  and 
this  paper  is  an  attempt  to  clarify  its  status  and  to 
provide  details  as  to  safety  and  indications.  It  can 
be  employed  in  patients  in  virtually  every  cate- 
gory of  cardiac  disease,  the  only  absolute  con- 
traindication being  acute  myocardial  infarction. 
Complications  are  rare  as  long  as  adequate  steps 
are  taken  to  detect  and  treat  arrhythmias,  to  pre- 
(Continued  on  page  40) 
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Local  anesthesia  for 


This  brief  article  illustrates  the  practicality 
of  the  use  of  local  anesthesia  for  the 
procedure  of  dilatation  and  curettage. 

In  any  general  hospital,  dilatation  and  currett- 
age  is  a frequently  performed  and  important  pro- 
cedure. Anything  which  can  safely  be  done  to 
simplify  the  operation  or  decrease  associated  risk 
or  morbidity  deserves  thoughtful  consideration. 
This  is  especially  true  in  a small  hospital  situation 
where  facilities  or  experienced  anesthesia  person- 
nel may  be  lacking  at  times. 

Use  of  local  block  anesthesia  for  D & C’s  and 
other  vaginal  procedures  is  not  a new  concept.  In 
1960  Mengert6  reported  four  hundred  and  three 
patients  treated  in  this  fashion  as  outpatients.  Any 
number  of  papers1,  2’1 2 3  4 describe  its  effectiveness. 
These,  however,  have  usually  appeared  in  the  ob- 
stetric and  gynecologic  literature,  and  hence  many 
general  physicians  are  not  aware  of  the  varied  ap- 
plications of  the  procedure.  In  some  instances,  in- 
complete abortions  for  example,  the  technical  as- 
pects and  potential  complications  of  general  or 
spinal  anesthesia  far  outweigh  the  risks  of  the 
gynecologic  procedure  itself.  Since  a trained  anes- 
thetist is  not  needed,  a block  anesthetic  seems  par- 
ticularly suitable  for  the  generalist  who  frequently 
is  accustomed  to  use  pudendal  blocks  for  other 
obstetric  procedures.  The  full  stomach  frequently 
present  in  these  cases  is  no  determent,  and  the  pa- 
tient can  be  ambulatory  whenever  she  desires. 
More  rapid  discharge  is  feasible.  The  financial 
savings  are  considerable.  Possible  disadvantages 
are  few  and  include  reaction  to  the  medications, 
local  hematoma,  infection,  and  the  discomfort  of 
the  local  injection  itself. 

A small  series  of  9 patients  is  reported  to  illus- 
trate the  practicality  of  the  procedure  for  general 
physicians.  The  women  were  between  18  and  54 
years  of  age,  with  a mean  of  37.  Final  diagnoses 
are  summarized  in  Table  1.  Patients  were  all  treat- 
ed as  inpatients.  Surgery  was  performed  in  the 


dilatation  and  curettage 

R.  E.  Kunkel,  MD,  Thermopolis,  Wyoming 

surgical  suite.  Although  outpatient  care  is  feasi- 
ble,5 6 7 8 9 it  has  not  been  attempted  here  as  yet. 

Technic 

Equipment  used  includes  a 10  cc.  Luer-Lok 
syringe,  a 5 inch  21  gauge  pudendal  needle,  and 
an  Iowa  trumpet  needle  guide,  together  with  the 

TABLE  1 

FINAL  DIAGNOSES  OF  NINE  PATIENTS  WHO 
HAD  D.  & C.  UNDER  LOCAL  ANESTHESIA 


1.  Inevitable  abortion 

2.  Chronic  and  subacute  endometritis 

3.  Menorrhagia  due  to  uterine  fibroid 

4.  Menorrhagia  due  to  subacute  endometritis 

5.  Menorrhagia  due  to  endometritis 

6.  Menorrhagia  due  to  endometrial  hyperplasia 

7.  Menorrhagia  due  to  atrophic  endometrium 

8.  Inevitable  abortion 

9.  Menorrhagia  due  to  secretory  endometrium. 

anesthetic  solution.  Standard  1 per  cent  xylocaine 
with  epinephrine  was  diluted  to  0.5  per  cent  using 
injectable  saline. 

Premedication  is  of  primary  importance  in  this, 
as  in  many  other,  block  procedures.  Morphine  sul- 
fate in  suitable  doses,  usually  % or  % grain,  with 
atropine  or  scopolamine  provides  excellent  alle- 
viation of  apprehension,  sedation,  and  analgesia. 
Demerol  in  the  usual  100  mgm.  dose  is  not  ade- 
quate since  it  has  little  effect  on  apprehension  and 
produces  less  analgesia.  It  is  important  that  the 
physician  explain  the  planned  anesthetic  in  terms 
familiar  to  the  patient,  viz.,  “like  the  dentist  uses 
on  your  teeth.”  Similarly  he  should  talk  the  wom- 
an through  the  procedure  as  he  works,  lest  she 
become  fearful  if  he  touches  an  unanesthetized 
area  or  exerts  traction  on  the  cervical  tenaculum. 

With  the  patient  in  the  lithotomy  position,  phis- 
ohex  cleansing  of  the  unshaven  vulva,  perineum, 
and  vaginal  vault  is  accomplished.  The  patient 
is  draped  in  the  usual  fashion,  no  towel  clips  be- 
ing used.  A 10  cc.  syringe  is  loaded  and  the 
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needle  attached.  The  Iowa  trumpet  is  inserted  so 
that  its  distal  tip  lies  in  the  utero-vaginal  fold  just 
lateral  to  the  cervix  at  approximately  the  four 
and  eight  o’clock  positions.  The  needle  is  inserted 
through  the  guide  and  penetrates  1.5  to  2.0  cm. 
into  the  paracervical  region  where  10  or  15  cc. 
of  anesthetic  solution  is  deposited  after  aspiration 
to  avoid  intravascular  injection.  The  procedure  is 
repeated  on  the  opposite  side.6  Bilateral  pudendal 
block  anesthesia  is  then  accomplished  using  the 
Iowa  trumpet  for  standard  transvaginal  approach 
to  the  ischial  spines.5  Fifteen  cc.  are  injected  im- 
mediately under  the  spine  on  each  side  with  the 
needle  parallel  to  the  longitudinal  axis  of  the  pa- 
tient, after  preliminary  aspiration. 

Anesthesia  onset  is  rapid.  It  is  advisable  to  wait 
5 to  10  minutes  after  the  injections  before  starting 
the  D & C,  which  is  performed  in  the  usual  fash- 
ion. In  two  instances,  the  surgery  was  accom- 
plished easily  using  paracervical  block  alone,  15  cc. 
being  injected  on  each  side.  Postoperative  ergo- 
trate  and/or  pituitrin  were  used  as  indicated. 

Results 

All  patients  tolerated  the  procedure  well.  One 
exhibited  some  uterine  cramping  distress  during 
curettage,  but  this  was  not  severe  enough  to  re- 
quire supplemental  general  anesthesia  which  was 
available.  Good  tissue  specimens  were  obtained 
in  each  instance  and  menorrhagia,  when  present, 
was  controlled  by  the  procedure.  Patients  were 


sometimes  drowsy  postoperatively  due  to  the  pre- 
medication, but  this  was  not  considered  undesira- 
ble. Two  patients  were  nauseated.  One  patient  de- 
veloped a right  saphenous  thrombophlebitis  and 
remained  hospitalized  for  8 days;  this  was  not 
related  to  the  local  technic  used.  Hospital  stays 
for  the  other  eight  were  from  2 to  4 days.  There 
was  no  postoperative  bleeding.  The  patients  them- 
selves felt  that  the  anesthesia  had  been  satisfac- 
tory. Hospital  time  has  been  shortened  as  our 
familiarity  with  the  procedure  has  increased.  In 
the  absence  of  bleeding  or  other  complicating  fac- 
tors, I now  see  no  objection  to  discharge  of  the 
patient  the  afternoon  of  her  surgery. 

Conclusions 

Local  anesthesia  for  dilatation  and  curettage 
offers  distinct  advantages  for  the  patient  and  for 
the  operator,  especially  for  general  physicians  in 
small  hospitals.  • 
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NATIONAL  DEBT  continues  to  climb  at  a rate  of  almost  $16  million  per  day,  365  days  a 
year.  We  may  reach  the  $317  billion  in  debt  mark  this  year.  The  following  table  gives  some  idea 
of  what  this  means  to  you  and  your  family.  At  least  the  next  time  someone  says,  “Don’t  worry, 
we  only  owe  it  to  ourselves,”  you'll  know  how  much  you  owe  yourself. 


NATIONAL 

INTEREST 

COST  PER 

DEBT 

PAID 

FAMILY 

1961 

$289  Billion 

$ 9.0  Billion 

$180 

1962 

298  Billion 

9.1  Billion 

182 

1963 

306  Billion 

9.9  Billion 

198 

1964 

312  Billion 

10.7  Billion 

214 

1965  (Est.) 

317  Billion 

11.1  Billion 

222 

“Reports  from  Washington”  Vol.  IV,  No.  11,  Peter  H.  Dominick,  United  States  Senator. 
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Use  of  the  circle  bed 


This  describes  a fascinating  bed.**  Apparently  practically 
unknown  in  our  part  of  the  country , the  author 
enthusiastically  desires  to  acquaint  us  with  its  advantages. 

We  are  told  that  St.  Joseph  Hospital  in  Denver 
has  one  and  plans  to  acquire  more. 


Fifty  consecutive  cases  cared  for  on  the  Cir- 
colectric  bed  (Fig.  1)  were  studied  at  Borgess 
Hospital,  Kalamazoo,  Michigan,  in  1962.  The 
advantages  of  vertical  turning  of  a patient  are  ob- 
vious from  the  standpoint  of  ambulation.  Tilt 
tables  have  been  used  since  the  1940's  in  physical 
therapy  departments  to  help  patients  ambulate. 
The  Circolectric  bed  operates  in  the  same  manner 
in  that  patients  are  tilted  upright  and  then  they 
may  simply  walk  off  the  bed.  This  new  type  bed 
also  offers  advantages  over  the  Stryker  frame  in 
that  it  can  be  operated  by  only  one  nurse,  it  is 
easier  to  maintain  and  patients  like  it  much  better. 
One  would  expect  the  bed  to  decrease  the  need 
for  catheterization  since  the  role  of  gravity  in 
starting  urination  could  be  utilized.  The  purpose 
of  the  present  report  is  to  describe  the  uses  of  the 

* Former  resident  at  Borgess  Hospital,  Kalamazoo,  Michigan. 
**  Geo.  Berbert  & Sons,  Denver,  are  distributors  for  this 
product  of  Stryker  Corporation,  Kalamazoo,  Mich 
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bed  so  that  others  may  be  more  aware  of  its  ad- 
vantages. 

The  primary  indications  for  use  of  the  bed  were 
(1)  immobilization  with  skin  care,  (2)  traction 
and  stir-up  (frequent  change  of  position),  (3) 
pain,  ( 4 ) to  facilitate  traction,  ( 5 ) skin  care  with 
ambulation,  and  (6)  secretion  care.  Table  1 
shows  that  most  of  the  cases  on  the  bed  were  for 
immobilization  and  skin  care.  There  were  23 
cases  with  spinal  fusions  making  up  14  of  these. 
While  surgeons  today  do  not  always  use  bed  im- 
mobilization for  spinal  fusions,  nevertheless,  the 
ease  of  ambulating  these  patients  without  bother- 
ing their  wounds  is  facilitated  on  this  bed. 

Table  1 also  shows  that  the  bed  was  used  for 

TABLE  1 

INDICATIONS  FOR  CIRCOLECTRIC  BED 


PRIMARY  INDICATIONS  DIAGNOSES  NUMBER 


Immobilization  and 

spinal  fusion  14;  compres- 

skin  care 

sion  fracture  8;  paraplegia  1 

23 

Traction  and  fre- 

multiple  fractures  8;  hip 

quent  turning 

prosthesis  3;  hip  pinning 

1;  self  operation  1 

13 

Pain 

ruptured  disc,  postopera- 
tive 3;  back  pain  3;  coc- 
cydynia  1;  osteomyelitis  1; 
terminal  carcinoma  (hy- 

pernephroma)  1 

9 

To  facilitate  traction 

fracture  femur  1;  fracture 
humerus  1;  fracture  elbow 

Skin  care  and 

1 

3 

ambulation 

burns  of  buttocks 

1 

Secretions  care 

coma  and  fractures 

1 

TOTAL 

50 
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traction  and  frequent  turning  in  multiple  fractures 
and  hip  surgery.  In  these  cases  traction  apparatus 
was  attached  to  the  bed  and  more  mobility  was 
obtained  in  the  bed  by  tilting  it  frequently.  This 
would  not  be  possible  with  standard  hospital  beds. 
This  would  theoretically  decrease  the  formation 
of  urinary  calculi  and  other  complications  of 
body  stasis.  No  patients  in  this  study  had  any 
urinary  calculi  except  for  one  paraplegic. 

Pain  was  another  indication;  nine  patients  were 
put  on  the  bed  simply  for  control  of  their  pain. 
One  patient  who  had  coccydynia  was  much  more 
able  to  be  up  and  about.  Another  patient  with 
painful  osteomyelitis  of  the  femur  was  able  to 
ambulate  much  'easier.  The  patient  with  terminal 
cancer  was  much  more  comfortable  on  the  bed, 
after  he  had  been  transferred  from  a regular  bed. 

The  bed  was  used  in  three  cases  to  facilitate 
traction.  While  this  traction  could  have  been 
carried  out  on  regular  hospital  beds  it  was  done 
on  the  circle  beds  merely  because  they  were 
present  on  the  ward;  it  was  a policy  to  use  the 
beds  as  frequently  as  possible,  to  keep  the  nursing 
personnel  alert  to  maintenance  of  the  beds.  When 
the  patients  were  placed  in  traction  they  could  be 
tilted  more  easily  than  on  a regular  bed.  In  ad- 
dition, they  could  eat  better  by  adjusting  the  bed’s 
position. 

There  was  one  person  who  had  bums  of  the 
buttocks.  He  was  very  easily  cared  for  because  no 
pressure  was  allowed  at  any  time  from  the  bed. 
He  could  be  tilted  to  the  upright  position,  backed 
away  from  the  bed  and  could  walk  about.  Burn 
centers  such  as  the  University  Hospital  in  Ann 
Arbor,  Michigan,  and  Brooke  Army  Hospital 
have  used  this  bed  for  special  care  of  burns. 

One  patient  was  in  coma.  He  was  placed  on  the 
bed  for  easy  control  of  secretions.  The  bed  could 
be  tilted  into  Trendelenburg  position  for  better 
drainage.  One  can  see  how  this  bed  may  be  of 
value  in  patients  with  bronchiectasis  and  other 
chest  problems. 

Table  2 demonstrates  the  complications  of  pa- 
tients on  the  bed.  There  were  no  deaths  except  for 
the  terminal  cancer  patient  (hypernephroma).  The 
decubitus  ulcer  was  in  a patient  who  had  already 
had  a decubitus  which  had  healed.  The  ileus  that 
lasted  longer  than  48  hours  was  not  significant  as 
these  patients  had  had  spinal  fusions,  where  ileus 
is  expected.  The  frequent  changes  of  position  pos- 
sible with  this  bed  would  discourage  bowel  stasis. 

The  nurses  were  interviewed  during  the  time 
the  patients  were  on  the  bed  and  they  mentioned 


TABLE  2 

COMPLICATIONS  ON  THE  CIRCOLECTRIC  BED 


Phlebitis  1 

Atelectasis  8 

Pneumonia  4 

Embolism  2 

Skin  (breakdown  of  old  decubitus)  1 

Ileus  over  48  hours  10 

Patients  requiring  catheterization  21 

Patients  requiring  Foley  catheter  12 

Average  days  these  patients  had  to  have 

Foley  catheter  5 


the  following  points:  (1)  less  calls  from  patients 
than  when  on  regular  bed,  (2)  easier  ambulation, 
(3)  better  morale,  (4)  easy  to  change  linen,  (5) 
easy  to  reach  patient.  Many  patients  were  inter- 
viewed while  on  the  circle  bed.  The  things  that 
they  most  often  mentioned  were  (1)  like  self 
operation  of  bed,  (2)  easy  to  start  walking,  (3) 
bed  can  be  rolled  out  of  room  for  a change,  (4) 
easy  to  self-adjust  bed. 

The  main  difficulty  that  patients  had  when  put 
on  the  bed  was  the  fear  of  falling  off.  This  fear 
disappeared  within  four  days  as  the  patients  gained 
confidence  in  the  bed. 

Summary 

This  study  embodies  50  consecutive  patients 
who  were  on  the  Circolectric  bed.  The  bed  was 
found  useful  in  those  patients  requiring  immobili- 
zation and  skin  care,  traction,  relief  of  pain,  am- 
bulation, and  care  of  secretions.  This  report  shows 
the  advantages  which  this  bed  has  over  regular 
hospital  beds  and  horizontally  turning  frames.  This 
bed  is  a valuable  adjunct  in  treatment  of  many 
afflictions.  • 


ARTERIOGRAPHY  (continued  from  page  36) 

vent  air  embolism,  and  to  avoid  occlusion  of  the 
peripheral  artery  by  careful  handling. 

Addendum 

Since  this  paper  was  prepared,  the  author  received 
a personal  communication  concerning  Case  2,  re- 
cently operated  upon  at  another  hospital.  The  pa- 
tient had  an  extremely  small  aortic  orifice  (tight 
aortic  valvular  stenosis  with  extensive  calcification), 
and  a Starr  prosthesis  was  placed  in  his  aortic  ring. 
However,  following  completion  of  the  procedure, 
the  patient  expired  on  the  table  as  a result  of  tech- 
nical difficulties  and  probably  severe  left  ventricular 
disease.  Postmortem  revealed  the  exact  changes  diag- 
nosed by  coronary  arteriography.  • 
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Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
PabaiatE'SF  a logical  choice  for  antlarthritic  therapy  in  elderly  pa- 
tients- -even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  §r®  present.  The  potassium  salts  of  Pabaiate*SF  can- 
not contribute  to  sodium  retention ,,  .the  enteric  coating  assures 
gastric  tolerance . , » and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects;  Occasionally,  mild  salicylism 
may  occur,  but  It  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

At  so  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
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lit  each  persian-rose  enteric-coated  tabtsfe. potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 
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ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can’t  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

ORNADE®™  SPANSU  LE® 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  50  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 


42 


Rocky  Mountain  Medical  Journal 


ORGANIZATION 


Abstract  of  Minutes 
House  of  Delegates  of 
New  Mexico  Medical  Society 

Seventh  Interim  Session 
November  20-21, 1964 

The  House  held  two  meetings  at  its  Seventh  In- 
terim Session,  in  Los  Alamos,  New  Mexico.  Speaker 
John  F.  Conway  presided  at  both  meetings  since  Vice 
Speaker  John  Parker  was  absent.  At  the  first  meet- 
ing all  reports  published  in  the  Handbook  and  all 
supplemental  reports  and  resolutions  which  had 
been  mimeographed  after  publication  of  the  Hand- 
book, as  well  as  verbal  and  typed  resolutions  intro- 
duced on  the  floor  of  the  House,  were  referred  to 
appropriate  reference  committees. 

First  Meeting 

Friday,  November  20,  1964 

The  House  was  called  to  order  at  2:15  p.m.  Albert 
S.  Lathrop  pronounced  the  invocation. 

Forty-nine  delegates  answered  the  roll  call,  includ- 
ing certified  substitute  alternates. 

Omar  Legant,  President,  spoke  to  the  House  briefly 
outlining  some  of  the  problems  that  had  confronted 
the  Society  since  the  last  meeting  of  the  House  and 
mentioned  several  important  matters  that  will  be  con- 
sidered at  this  session  of  the  House. 

Mrs.  Roy  Goddard  and  Mrs.  Matt  Connell,  Presi- 
dent and  President-elect  of  the  Auxiliary,  addressed 
the  House  indicating  their  desire  for  the  State  Society 
to  appropriate  $4.00  per  active  member  of  the  So- 
ciety to  the  Auxiliary  in  order  that  they  might  be  a 
better  organized  and  functioning  Auxiliary. 

Speaker  Conway  appointed  the  following  to  mem- 
bership on  the  reference  committees: 

Administrative  Matters:  Ronald  V.  Dorn,  Chair- 
man; Norton  R.  Ritter,  John  J.  Smoker,  Elmo  D. 
Anderson,  David  R.  Ashmun. 

Legislation  and  Public  Affairs:  Albert  S.  Lathrop, 
Chairman;  Allan  L.  Haynes,  John  J.  Corcoran,  Jr., 
R.  C.  Derbyshire,  Paul  Lee. 

Miscellaneous  Business:  Vaun  T.  Floyd,  Chair- 
man; E.  O.  Goodrich,  John  M.  McGuire,  Sidney 
Auerbach,  Jan  P.  Voute. 


Second  Meeting 

Saturday,  November  21,  1964 

The  House  was  called  to  order  at  2:30  p.m.,  with 
48  delegates  answering  the  roll  call,  including  ac- 
credited substitute  alternates. 

Speaker  Conway  introduced  the  new  Director  of 
the  New  Mexico  Department  of  Public  Health, 
Edwin  O.  Wicks.  Dr.  Wicks  spoke  briefly  indicating 
his  desire  to  compliment  the  total  health  resources 
of  New  Mexico  and  his  anticipation  of  becoming  ac- 
quainted with  the  physicians  of  the  State. 

The  Delegates  awarded,  in  absentia,  a Certificate 
of  Recognition  to  Richard  A.  Walsh,  M.D.,  Silver 
City,  for  the  emergency  medical  service  he  provided 
to  a 14-year  old  boy  suffering  from  a broken  leg  in 
a remote  area  of  the  Mogollon  Mountains. 

Reference  Committee  on  Administrative  Matters 

The  following  published  reports  considered  by 
the  reference  committee  were  for  information  only, 
included  no  recommendations,  and  required  no  pol- 
icy action,  therefore  were  filed: 

Rocky  Mountain  Medical  Conference  Continuing 
Committee 

Grievance  Committee 

Convention  Scientific  Program  Committee 

AMA  Delegate  Report 

The  Interim  Report  of  the  Council  was  approved. 

The  Supplemental  Report  of  the  Council  was  ap- 
proved and  included: 

a)  Authorized  travel  funds  for  Chairman  of  the  Mental 
Health  and  Alcoholism  Committee  to  attend  an  AMA 
meeting  on  Mental  Health  in  Chicago  next  March. 

b)  Authorized  $300.00  for  the  Mental  Health  and  Alco- 
holism Committee  to  sponsor  a Psychiatric  Seminar 
early  in  1965. 

c)  Approved  a maximum  budget  of  $2,000.00  for  the 
Legislative  and  Public  Policy  Committee  to  use  in  em- 
ploying legal  counsel  for  the  coming  Legislature. 

d)  Approved  a request  for  $200.00  by  the  Public  Relations 
Committee  to  sponsor  a Conference  of  County  Med- 
ical Society  Officers'  meeting  in  January. 

e)  Authorized  an  expenditure  up  to  $500.00  for  the  Ma- 
ternal and  Perinatal  Mortality  Committee  for  a special 
one-year  project  to  investigate  perinatal  deaths. 

f)  Changed  Stuart  Adler’s  membership  status  from  Ac- 
tive to  Emeritus  by  virtue  of  his  retirement. 

g)  Amended  the  Joint  Medico-Legal  Plan  to  include  all 
physicians  in  the  State  and  permits  the  panel  to  ap- 
point advisers. 

h)  Approved  the  Department  of  Public  Welfare  proposal 
for  implementing  Kerr-Mills  provided  that  no  over- 
utilization be  decided  upon  or  penalties  set  and  that 
no  fee  schedule  for  physicians’  services,  hospitals’ 
services,  or  pharmaceutical  services  be  adopted  with- 
out the  concurrence  of  the  representatives  of  the  var- 
ious professional  organizations  involved. 

i)  Referred  a request  of  the  Veterans  Administration 
for  endorsement  of  a fee  schedule  for  New  Mexico  to 
New  Mexico  Physicians’  Service  for  study  and  report. 

j)  Authorized  that  $2.00  per  active  member  be  appropri- 
ated to  the  Auxiliary  of  the  AMA  in  order  for  the 
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Auxiliary  to  the  State  Society  to  have  100  per  cent 
membership. 

k)  Authorized  that  an  Auxiliary  fund  be  established  in 
the  amount  of  $2.00  per  active  member  and  that  this 
fund  be  dispensed  through  the  State  office  and  a 
budget  be  submitted  each  year. 

l)  Approved  that  the  House  of  Delegates  recognizes  the 
value  of  the  Auxiliary  and  recommends  that  a com- 
mittee be  appointed  to  form  a closer  liaison  between 
the  Auxiliary  and  the  Society  and  that  the  Auxiliary 
budget  be  treated  in  a manner  similar  to  other  ac- 
tivities of  the  State  Society. 


The  Delegates  elected  the  following  individuals  to 
be  considered  by  the  Blue  Shield  Board  in  replacing 
the  four  members  whose  terms  on  the  Board  expire 
in  1965:  William  Oakes,  Wilfred  Friedman,  James 
McCrory,  Albert  Fisher,  Livingston  Parsons,  James 
Wiggins,  William  Woodard  and  T.  E.  Hauser. 

Reference  Committee  on  Legislation  and 
Public  Affairs 


Article  IV  of  the  Constitution  was  amended  to 
provide  that  full-time  medical  missionaries  may  ap- 
ply for  Associate  membership. 

Future  sites  of  meetings  were  approved  as  follows: 
Interim  Meeting,  November  1966,  Alamogordo;  An- 
nual Meeting,  spring  1967,  Santa  Fe,  and  Interim 
Meeting,  November  1967,  Raton. 

The  Delegates  defeated  a resolution  which  called 
for  holding  the  Interim  Sessions  in  the  South  and 
the  Annual  Meetings  in  the  North. 

The  Delegate  to  the  AMA  was  instructed  to  op- 
pose any  increase  in  AMA  membership  dues  at  the 
Interim  AMA  Meeting,  November  1964. 

A Resolution  from  Lea  County  inviting  the  So- 
ciety to  hold  its  1966  Interim  Meeting  in  Hobbs  was 
referred  to  the  Convention  Site  Committee. 

A Resolution  from  Santa  Fe  County  calling  for 
an  amendment  to  Article  VII,  Section  1,  of  the  Con- 
stitution was  referred  to  the  Constitution  and  By- 
laws Committee. 


The  following  published  reports  considered  by  the 
reference  committee  were  for  information  only,  in- 
cluded no  recommendations,  and  required  no  policy 
action,  therefore  were  filed: 

Liaison  Committee  to  Allied  Professions  and  Vol- 
untary Health  Agencies 

Accident  Prevention  Committee 
Mental  Health  and  Alcoholism  Committee 
Medicare  Committee 

The  Delegates  took  the  following  actions  with  re- 
gard to  the  Legislative  and  Public  Policy  Committee’s 
published  and  supplemental  reports: 

a)  A substitute  motion  was  passed  for  the  first  recommen- 
dation (page  21  of  the  Handbook)  as  follows: 

“That  the  New  Mexico  Medical  Society  has  in  the  past 
advised  the  DPW  of  the  opinions  and  purposes  of  the 
members  of  the  Society  and  has  recommended  that  the 
members  accept  or  reject  such  proposed  programs  or 
proposed  fee  schedules  on  their  merit;  that  the  DPW’s 
proposed  program  for  implementing  the  Kerr-Mills  Law 
be  approved  provided  that  first,  decisions  regarding 
possible  overutilization  be  made  jointly  by  the  DPW 


...excessive 

endogenous  insulin  acts 
to  stimulate  (ipogenesis 
and  weight  gain1,3,4 


...fasting  serum  levels 
of  insulin  are  usually 
normal,  postprandial 
levels  excessive1'3 


and  representatives  designated  by  the  Medical  Society, 
and  second,  that  fees  be  set  by  the  DPW  only  with  the 
agreement  of  representatives  designated  by  the  hospital 
and  pharmaceutical  associations;  and  that  if  in  the 
future  physicians’  services  be  added  to  the  program, 
their  fees  be  set  only  by  joint  agreement  of  the  DPW 
and  the  State  Society.” 

b)  The  Delegates  approved  the  proposed  Implied  Consent 
Bill  and  authorized  the  Society’s  support. 

c)  With  minor  amendments,  the  proposed  Abused  Child 
Bill  was  approved. 

d)  The  model  Child  Abuse  Bill  of  the  Children’s  Bureau, 
HEW,  was  disapproved. 

e)  The  matter  of  our  Legislative  Legal  Counsel  was  con- 
sidered by  the  Reference  Committee  on  Administrative 
Matters,  therefore  was  not  considered  by  this  com- 
mittee. 

f)  The  Delegates  authorized  the  establishment  of  an  Ex- 
ecutive Committee  of  the  Legislative  Committee. 

g)  No  action  was  taken  on  the  recommendation  regarding 
consolidation  of  Licensing  Boards,  since  testimony  be- 
fore the  committee  revealed  that  this  proposal  would 
not  be  pushed. 

h)  Approval  was  given  to  submit  and  support  an  Autopsy 
Consent  Law. 

i)  Disapproved  of  a psychiatrist-patient  Privileged  Com- 
munication Bill  and  requested  the  Mental  Health  Com- 
mittee to  further  study  this  subject. 

j)  Approved  that  the  Medical  Society  would  not  support 
the  Hospital  Association  with  its  legislative  efforts  to- 
ward collective  bargaining  of  Federal  employees. 

k)  Approved  of  the  Society’s  support  to  the  Hospital  As- 
sociation for  modifying  the  bankruptcy  laws  to  exclude 
hospital  charges. 

l)  Approved  that  the  State  Society  support  the  Hospital 
Association  in  its  efforts  to  amend  the  Workmen’s  Com- 
pensation Laws. 

m)  Approved  that  the  State  Society  support  the  Hospital 
Association  in  its  efforts  to  have  the  Department  of 
Public  Welfare  pay  for  hospital  care  of  DPW  clients  on 
an  audited  cost  basis. 


The  report  of  the  Public  Health  Committee  was 
approved  by  the  Delegates. 

The  three  reports  of  the  Advisory  Committee  to 
the  Department  of  Public  Welfare  were  received  for 
information  and  the  following  additional  recommen- 
dations were  adopted: 

The  Committee  was  particularly  mindful  of  an  earlier 
action  of  the  House  of  Delegates  which  instructed  the 
Advisory  Committee  to  the  Department  of  Public  Welfare 
to  work  for  immediate  adoption  of  Blue  Shield  Schedule  4 
as  a fee  schedule  for  Welfare  Department  services.  It 
is  recommended  to  the  House  of  Delegates  that  the  Ad- 
visory Committee  to  DPW  be  instructed  to  continue  to 
work  for  adoption  of  Blue  Shield  Schedule  4.  The  House 
of  Delegates  urges  all  component  societies  and  individual 
members  of  the  Society  to  approach  their  respective  legis- 
lators directly  in  support  of  an  increased  budget  for  the 
Department  of  Public  Welfare  with  the  objective  of  mak- 
ing possible  realistic  increases  in  the  fee  schedule. 

A Resolution  concerning  the  increased  incidence 
of  tuberculosis  in  New  Mexico  and  the  inadequacies 
of  existing  laws  regarding  compulsory  confinement 
and  facilities,  and  requesting  the  Legislature  to  re- 
vise or  re-write  such  laws  as  may  be  necessary  to 
better  control  this  problem  was  introduced  by  Eddy 
County  and  approved. 

The  Eddy  County  Resolution  regarding  the  Bat- 
tered Child  Syndrome  was  considered  in  the  Legis- 
lative Committee’s  report  and  the  substance  of  this 
resolution  was  adopted. 

Two  similar  joint  resolutions  introduced  by  Colfax, 
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San  Miguel  and  Taos  County  Societies  pertaining  to 
the  DPW  determining  eligibility  of  hospitals  to  be 
paid  for  services  were  disapproved. 

Committee  on  Miscellaneous  Business 

The  Public  Relations  Committee  Report  was  adopt- 
ed, with  the  exception  of  the  request  for  funds,  which 
was  considered  by  the  Reference  Committee  on  Ad- 
ministrative Matters. 

The  Maternal  and  Perinatal  Mortality  Committee 
Report  was  approved,  with  the  exception  of  the  re- 
quest for  funds,  which  was  considered  by  the  Refer- 
ence Committee  on  Administrative  Matters. 

The  Rehabilitation  Committee  Report  was  adopted. 

The  New  Mexico  Physicians'  Service  Report  was 
ordered  filed,  with  the  recommendation  that  NMPS 
Board  should  meet  with  the  physician  in  question  to 
resolve  the  problem,  and  if  they  are  unable  to  resolve 
the  differences  between  the  patient  and  the  physician, 
that  the  matter  be  referred  to  the  Grievance  Com- 
mittee of  the  State  Society. 

The  Medical-Legal  Committee  Report  was  ordered 
filed. 

The  Reference  Committee  thanked  the  Dean  and 
Assistant  Dean  of  the  University  of  New  Mexico 
Medical  School  for  their  cooperation  in  working 
with  our  Liaison  Committee.  Certain  minor  correc- 
tions were  made  in  the  Liaison  Committee  to  the 
Medical  School  Report  prior  to  filing. 

The  AMA-ERF  Committee  Report  was  adopted 
with  the  additional  information  that  during  the  year 
1963,  $35,000  were  given  by  New  Mexico  physicians 
to  the  Dean’s  Fund  for  un-earmarked  uses,  and  in 
the  near  future  an  additional  $10,000  will  be  given 
to  the  same  fund.  The  School's  Intern  and  Residents' 
Fund  has  received  $35,580.42  since  1961  from  New 
Mexico  physicians,  and  this  fund  will  receive  $16,000 
in  the  near  future  for  educational  purposes. 

The  Delegates  ordered  the  Medicine  and  Religion 
Committee  Report  and  the  Insurance  Committee  Re- 
port filed. 

A Resolution  from  Chaves  County  pertaining  to 
the  Joint  Commission  on  Accreditation  of  Hospitals 
was  amended  by  deleting  the  following  in  the  last 
sentence  of  the  Resolve:  “.  . . with  special  reference 
to  the  final  case  summary.” 

A Resolution  from  Chaves  County  regarding  op- 
position to  “bricks-and-mortar"  Federal  aid  was 
tabled  indefinitely. 

A Resolution  from  Chaves  County  regarding  op- 
position to  area-wide  hospital  planning  was  tabled 
indefinitely. 

A Resolution  from  San  Juan  County  regarding  re- 
filling of  prescriptions  was  referred  to  the  Liaison 
Committee  to  Allied  Professions  and  Voluntary 
Health  Agencies. 

The  following  resolution  was  presented  by  the 
reference  committee  and  was  approved: 

“Be  It  Resolved  that  the  New  Mexico  Medical 
Society  recognize  the  responsibility  of  its  member- 
ship in  specifying  the  number  of  refills  or  termination 
date  of  the  prescription.” 


The  Public  Relations  Committee  supplemental 
report  was  ordered  filed. 

A Resolution  from  Chaves  County  which  in- 
structed our  AMA  Delegate  to  oppose  the  proposal 
of  the  Washington,  D.  C.,  Medical  Society  and  sim- 
ilar proposals  at  the  AMA  Clinical  Session  in  Miami, 
November  1964,  was  approved. 

Dr.  Omar  Legant  introduced  a resolution  thanking 
the  local  physicians  in  Los  Alamos  for  their  efforts 
in  making  this  meeting  a success,  and  it  was  adopted. 


The  above  abstract  of  minutes  is  respectfully  sub- 
mitted to  the  Society. 

Ralph  R.  Marshall,  Executive  Secretary 


Symposium  on  Medical  Aspects  of  Marriage 


Dr.  James  G.  Price  of  Brush,  President,  Colorado 
Academy  of  General  Practice,  took  an  active  part  in 
a symposium  on  Medical  Aspects  of  Marriage  and 
Family  Life,  held  in  Denver  recently.  Dr.  Price  (left) 
is  pictured  with  Dr.  Edward  M.  Litin,  Head,  Depart- 
ment of  Psychiatry,  Mayo  Clinic,  Rochester,  prior 
to  a luncheon  meeting  attended  by  more  than  500 
doctors  and  their  wives.  This  symposium  was  ar- 
ranged by  Lederle  Laboratories  and  sponsored  by 
Colorado  Academy  of  General  Practice  and  the 
University  of  Colorado  School  of  Medicine. 


University  of  Colorado 
Medical  Center  News 

Dr.  James  G.  White,  assistant  professor  of  pedi- 
atrics in  the  University  of  Minnesota  Medical  School, 
is  winner  of  a $2,500  prize  in  the  third  national 
Cochems  Competition  conducted  under  auspices  of 
the  University  of  Colorado  School  of  Medicine. 

The  prize  is  offered  for  the  best  paper  on  advances 
in  the  understanding  or  treatment  of  thrombo- 
phlebitis and  basic  vascular  problems  under  terms 
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of  the  will  of  the  late  Mrs.  Jane  Nugent  Cochems  of 
Denver.  The  Colorado  National  Bank  of  Denver,  as 
trustee  of  the  Cochems  estate,  administers  the  com- 
petition. 

Dr.  White’s  winning  essay  is  entitled  “The  Mecha- 
nisms of  Human  Blood  Platelet  Function  in  Clotting 
Physiology:  An  Ultrastructure  Study  Combining  His- 
tochemical  and  Immunologic  Techniques.” 

The  Cochems  Competition  is  open  to  all  persons 
holding  the  MD  degree  who  are  subject  to  U.  S.  in- 
come tax  regulations.  Dr.  Conger  said  entries  were 
received  this  year  from  all  quarters  of  the  nation, 
California  and  Oregon  to  New  York  and  North 
Carolina,  and  were  described  by  the  judges  as  being 
of  exceptionally  high  calibre. 

* * * 

The  Deafness  Research  Foundation  of  New 
York  City  announced  a grant  of  $10,500  to  a Uni- 
versity of  Colorado  Medical  Center  research  project 
keyed  to  a coordinated,  nation-wide  study  of  the 
changes  in  the  ear  which  accompany  hearing  prob- 
lems. 

The  grant  goes  to  Dr.  William  G.  Hemenway,  as- 
sociate professor  and  head  of  the  Division  of  Oto- 
laryngology in  the  CU  School  of  Medicine.  Dr. 
Hemenway  directs  at  the  CU  center  one  of  37 
“temporal  bone  bank  laboratories”  which  have  been 
linked  in  the  national  program  of  the  Deafness 
Research  Foundation  for  a systematic  investigation 
of  the  structural  and  functional  pathology  of  deaf- 
ness. The  temporal  bone  banks,  it  was  explained, 


do  not  store  bony  tissues  for  surgical  use,  as  do 
some  other  types  of  tissue  banks,  but  are  repositories 
of  pathological  information,  specimens  and  records 
being  gathered  in  the  foundation’s  national  ear  re- 
search program. 

Dr.  Hemenway's  grant  was  one  of  21  announced 
today  by  the  foundation,  bringing  its  investment  in 
ear  research  to  $200,000  during  the  past  six  months. 
Research  grants  during  the  foundation’s  seven  years 
of  operation  now  exceed  $1  million. 

The  foundation's  temporal  bone  bank  system  was 
established  with  the  cooperation  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology  to 
help  meet  the  need  of  medical  science  for  more  in- 
formation about  the  causes  of  many  forms  of  deaf- 
ness and  other  ear  disorders  through  the  study  of 
impaired  inner  ear  structures. 

The  inner  ear  cannot  be  seen  or  examined  during 
a person’s  life  because  it  is  housed  deep  within  the 
cranium  in  the  temporal  bone,  hardest  bony  struc- 
ture of  the  body.  The  foundation  thus  is  currently 
conducting  a campaign  to  encourage  persons  with 
ear  disorders  to  bequeath  their  inner  ear  structures, 
together  with  their  medical  and  hearing  records,  to 
the  temporal  bone  bank  program. 

Inquiries  about  possible  bequests  may  be  addressed 
to  Dr.  Hemenway  at  the  CU  Medical  Center,  4200 
E.  Ninth  Ave.,  Denver  80220,  or  to  the  foundation 
headquarters  at  366  Madison  Ave.,  New  York  City 
10017. 

* * * 
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Appointment  of  Dr.  Frederick  C.  Battaglia  of 
Johns  Hopkins  University  as  associate  professor  of 
pediatrics  and  obstetrics-gynecology  in  the  Univer- 
sity of  Colorado  School  of  Medicine  was  approved 
by  the  University’s  Board  of  Regents  at  its  January 
meeting. 

Dr.  Battaglia  is  a native  of  Weehawken,  New  Jer- 
sey, and  a 1957  graduate  of  the  Yale  University 
School  of  Medicine.  He  received  his  BA  degree 
in  1953  from  Cornell  University.  During  1958-59 
he  served  as  a U.  S.  Public  Health  Service  post- 
doctoral fellow  in  the  Department  of  Biochemistry 
at  Cambridge  University  in  England.  He  was  a Josiah 
Macy  Foundation  post-doctoral  fellow  in  physiology 
at  Yale  in  1959-60.  His  internship  and  residency  in 
pediatrics  both  were  served  at  the  Johns  Hopkins 
Hospital  in  Baltimore.  He  is  a member  of  Phi  Beta 
Kappa,  Sigma  Xi  and  the  Society  for  Pediatric  Re- 
search. 

In  addition  to  his  post  on  the  Johns  Hopkins  medi- 
cal faculty,  Dr.  Battaglia  also  holds  appointment  as 
a surgeon  with  the  Laboratory  of  Perinatal  Physi- 
ology of  the  National  Institute  of  Neurological  Dis- 
eases and  Blindness  of  the  U.  S.  Public  Health  Ser- 
vice in  San  Juan,  Puerto  Rico. 

* * * 

A “Physicians’  Poison  Consultation  Service”  has 
begun  operations  at  the  University  of  Colorado 
Medical  Center  under  joint  sponsorship  of  the  CU 
School  of  Medicine  and  the  Colorado  State  Depart- 
ment of  Public  Health  in  cooperation  with  the  Rocky 
Mountain  Pediatric  Society  and  the  Colorado  Med- 
ical Society. 

Director  of  the  service  will  be  Dr.  Ray  E.  Heifer, 
assistant  professor  of  pediatrics  and  director  of  the 
Pediatric  Outpatient  Department. 

Dr.  Heifer  explained  the  purpose  of  the  service 
as  threefold: 

1.  To  provide  all  physicians  and  district  poison 
control  centers  in  Colorado  with  a 24-hour  consulta- 
tion service  on  difficult  poisoning  cases. 

2.  To  make  rapid  and  efficient  arrangements  for 
emergency  transfer  of  poison  cases  to  the  CU  Medi- 
cal Center,  if  desired  by  the  attending  physician. 

3.  To  provide  an  on-going  medical  education 
service  for  the  private  physician  in  Colorado  and  the 
Rocky  Mountain  area. 

The  service  is  not  intended  for  the  lay  public, 
Dr.  Heifer  emphasized. 

Any  Colorado  physician  or  poison  control  center 
wishing  an  immediate  telephone  consultation  on  a 
poison  problem  or  desiring  to  arrange  for  transfer 
of  a patient  with  acute  poisoning  may  call  the  Physi- 
cians’ Poison  Consultation  Service  in  Denver  at  399- 
1211,  Dr.  Heifer  said.  Long  distance  calls  should  be 
made  person-to-person  to  the  service. 

Working  in  conjunction  with  the  postgraduate  pro- 
gram of  the  Medical  Center,  an  on-going  educational 
program  on  poisons  will  be  provided  to  the  physi- 
cians of  Colorado.  Periodic  informational  reports  will 
be  made  to  area  physicians,  and  speakers  will  be 
made  available  to  talk  on  poisoning  problems  to  any 


interested  medical  group.  Arrangements  for  the 
speaker  service  may  be  made  through  the  Office  of 
Postgraduate  Medical  Education  at  the  Medical 
Center,  4200  E.  Ninth  Ave.,  Denver  80220. 


Obituary 

Benoni  Austin  Place,  MD,  Berkeley,  California, 
died  on  November  8,  1964.  Dr.  Place  was  born  in 
Little  Hocking,  Ohio,  on  October  10,  1878.  He  re- 
ceived his  BA  degree  in  1904  from  Ohio  University, 
and  his  MD  degree  in  1910  from  Rush  Medical 
College.  In  1913,  Dr.  Place  established  his  practice 
in  Great  Falls,  Montana.  He  served  as  assistant 
county  physician  during  1932,  and  as  county  coroner 
from  1933  to  1940.  In  1940,  Dr.  Place  joined  the 
staff  of  the  State  Hospital  in  Warm  Springs,  where 
he  served  until  his  retirement. 


University  of  Utah  Medical  Center  News 

The  University  of  Utah  College  of  Medicine  will 
begin  vital  research  into  the  causes  of  deafness  and 
other  hearing  disorders  as  a result  of  a special  grant 
from  the  Deafness  Research  Foundation,  Inc.,  of 
New  York  City.  The  grant  is  composed  of  funds  ap- 
propriated by  the  Deafness  Research  Foundation, 
which  has  been  matched  by  a gift  from  the  George 
S.  Eccles  and  Delores  Dore  Eccles  Foundation.  It 
provides  for  the  establishment  of  a temporal  bone 
bank  and  research  laboratory  at  the  University  of 
Utah  Medical  Center.  Mr.  Eccles,  Salt  Lake  City 
businessman,  community  leader  and  philanthropist, 
is  a director  of  the  Deafness  Research  Foundation. 

The  laboratory,  which  will  be  in  full  operation  in 
June,  1965,  will  be  known  as  the  “George  Eccles 
Temporal  Bone  Bank  Laboratory  for  Ear  Research.” 
It  will  be  under  the  direction  of  Dr.  David  A. 
Dolowitz,  associate  professor  of  Surgery,  University 
of  Utah  College  of  Medicine,  and  Chairman  of  the 
ear,  nose  and  throat  division.  The  Eccles  Laboratory 
will  serve  as  a collection  agency  for  human  temporal 
bones,  bequeathed  by  persons  who  suffered  from 
hearing  and  ear  problems  during  their  lives,  for  use 
in  research.  The  “Bank”  will  not  provide  an  exchange 
service  such  as  a human  bone,  or  eye  bank,  but  will 
concentrate  on  research  and  study  of  the  small 
temporal  bones  received  from  deafness  victims  after 
death. 
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REPORT  ON  ACTIONS  OF 
THE  HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
SPECIAL  SESSION 

February  6-7,  1965 
Chicago 

Meeting  in  a two-day  special  session  here  to  review 
current  health  care  legislation,  the  House  of  Dele- 
gates of  the  American  Medical  Association  gave 
unanimous  approval  and  support  to  the  AMA  Elder- 
care  Program  and  to  the  Herlong-Curtis  Eldercare 
bill  (H.R.  3727),  which  embodies  the  basic  principles 
of  the  AMA  program. 

In  acting  upon  six  resolutions  and  reports  from  the 
AMA  Board  of  Trustees,  Council  on  Legislative 
Activities  and  Council  on  Medical  Service,  the  House 
of  Delegates  also: 

1.  Reaffirmed  its  opposition  to  the  King- Anderson 
bill  (H.R.  1 and  S.  1)  and  all  similar  measures; 

2.  Commended  the  Board  of  Trustees  and  its 
Task  Force  for  implementing  and  funding  a pro- 
gram of  public  education  on  the  AMA  Eldercare 
Program  and  gave  them  a standing  vote  of  con- 
fidence; 

3.  Called  for  study  of  the  “desirability  and  feasi- 
bility of  extending  the  principle  of  federal  and  state 
aid  under  the  Kerr-Mills  principles  to  persons  below 
the  age  of  65  who  need  help”; 

4.  Adopted  a statement  on  Standards  for  Health 
Care  Programs,  and 

5.  Urged  that  the  professional  services  of  patholo- 
gists, radiologists,  physiatrists  and  anesthesiologists 
should  be  excluded  from  the  provisions  of  any  bill 
which  excludes  other  physicians’  services. 

AMA  Eldercare  Program 

First  announced  on  January  9 by  AMA  President 
Donovan  F.  Ward,  at  the  Association’s  Kerr-Mills 
Conference  in  Chicago,  the  AMA  Eldercare  Pro- 
gram would  encourage  the  use  of  voluntary  health 
insurance  or  prepayment  plans  in  the  implementa- 
tion of  Kerr-Mills  programs,  permit  the  state  to 
have  a health-oriented  agency  supervise  or  administer 
the  program,  provide  for  use  of  an  income  informa- 
tion statement  as  the  sole  eligibility  test  of  need,  and 
provide  for  a wide  spectrum  of  medical,  surgical  and 
hospital  benefits  with  sliding-scale  eligibility  so  that 
a citizen  65  and  over  would  pay  all,  part  or  none  of 
the  cost  of  the  insurance  or  prepayment  policy,  de- 
pending on  his  income. 

The  Eldercare  Bill 

These  principles  are  incorporated  in  the  Eldercare 
Act  of  1965,  introduced  on  January  27  by  Repre- 


sentatives A.  Sydney  Herlong,  Jr.  (D.,  Fla.)  and 
Thomas  B.  Curtis  (R.,  Mo.),  amending  the  Kerr- 
Mills  law  to  authorize  broad  health  insurance  cover- 
age for  elderly  persons. 

The  Herlong-Curtis  bill  would  authorize  federal 
grants  to  the  states  on  a matching  basis  to  help  per- 
sons 65  years  of  age  and  older  pay  the  costs  of  the 
health  insurance  or  prepayment  policy  if  they  could 
not  afford  it  otherwise.  The  bill  would  provide  for 
utilization  of  Blue  Shield  and  Blue  Cross  plans  and 
private  health  insurance  companies. 

The  cost  of  such  coverage  would  be  borne  entire- 
ly by  government  for  those  elderly  individuals  whose 
income  falls  below  limits  set  by  each  state.  For  in- 
dividuals with  incomes  between  the  minimum  and 
a maximum,  government  would  pay  a part  of  the 
cost  on  a sliding  scale  according  to  income.  In- 
dividuals with  income  above  the  maximum  would 
pay  the  entire  cost,  but  they  would  have  the  bene- 
fits of  an  income  tax  deduction  for  such  payments. 

Persons  under  65  years  of  age  also  would  be  given 
an  income  tax  deduction  for  the  amount  of  premiums 
paid  on  health  insurance  policies  for  elderly  relatives. 

Dr.  Ward’s  Address 

Condemning  the  King-Anderson  bill  and  urging 
support  of  the  Eldercare  program,  Dr.  Ward  told  the 
House  on  the  first  day  of  the  Special  Session; 

“Are  200,000  doctors  wrong  in  urging  the  Con- 
gress to  give  serious  consideration  to  the  one  measure 
now  before  it  that  offers  genuine  medical  and  hos- 
pital benefits  to  the  needy  aged?  This  is  a bill 
authored  neither  by  the  Republican  party  nor  the 
Democratic  party.  It  is  a bill  with  bipartisan  parent- 
age— the  Herlong-Curtis  Eldercare  bill,  numbered 
H.R.  3727.  We  urge  Congress  to  compare,  and  the 
people  to  compare,  this  bill  with  its  genuine  benefits 
and  realistic  financing — and  with  its  provision  allow- 
ing for  administering  a health  program  through 
health  agencies  of  the  states — to  compare  it  feature- 
by-feature  with  Medicare. 

“If  the  drums  can  be  stilled  long  enough  to  make 
this  comparison,  it  will  be  found  that  the  Herlong- 
Curtis  Eldercare  bill  can  cover  not  only  the  cost  of 
hospital  care  and  nursing  homes  for  the  aged,  but 
also  payment  of  physicians  and  surgical  and  drug 
costs — which  Medicare  would  not  do.” 

Dr.  Ward  declared  that  “it  is  never  too  late  to  pass 
good  legislation  and  defeat  bad  legislation.  The  one 
thing  in  this  historic  decision — the  only  thing — that 
may  truly  come  too  late,  is  regret.” 

Education  Program 

Dr.  Percy  E.  Hopkins,  Chairman  of  the  Board  of 
Trustees,  reported  to  the  House  that  the  AMA’s 
current  effort  to  tell  its  story  to  the  people  and  to 
the  Congress  is  being  financed  through  the  allocation 
of  a portion  of  the  Association’s  reserve  fund.  In  re- 
sponse to  a number  of  questions  raised  during  the 
open  discussions,  the  delegates  also  were  told  that 
the  education  program  will  not  require  a dues  in- 
crease or  a special  assessment.  The  program  will  be 
national  in  scope — involving  magazines,  radio  and 
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television — but  maximum  grass  roots  effort  was  urged 
upon  the  entire  AMA  membership  and  the  Woman’s 
Auxiliaries. 

Health  Care  Legislation 

Declaring  that  “it  is  essential  that  the  position  of 
the  AMA  be  made  clearly  apparent  while  at  the  same 
time  remaining  responsive  and  flexible  in  legislative 
developments,”  the  House  passed  a resolution  reaf- 
firming earlier  positions  established  on  federal  medi- 
cal care  programs. 

Specifically  included  was  the  reaffirmation  of  the 
policy  established  by  the  House  of  Delegates  at  the 
1964  Clinical  Convention,  which  urged  component 
associations  to  stimulate  state  and  local  governments 
to  seek  the  fullest  possible  implementation  of  exist- 
ing mechanisms,  including  the  voluntary  health  in- 
surance principle,  to  the  end  that  everyone  in  need, 
regardless  of  age,  is  assured  that  necessary  health 
care  is  available. 

The  House  defeated  a motion  that  “a  medical  and 
hospital  service  plan  with  minimum  benefits  specified, 
one  and  the  same  across  the  nation  from  the  point  of 
view  of  the  benefits  offered,  be  prepared  to  accom- 
pany H.R.  3727”  (the  Herlong-Curtis  Eldercare  bill). 

The  House  tabled  that  portion  of  the  Reference 
Committee  on  Legislation  and  Public  Relations  Re- 
port dealing  with  Resolutions  No.  3 and  No.  5,  both 
of  which  called  for  the  AMA  to  propose  legislation 
which  would  extend  health  insurance  coverage  to  all 
needy  persons  regardless  of  age. 

In  considering  this  proposal,  the  House  adopted 
Resolution  No.  7,  introduced  by  California,  one  por- 
tion of  which  asked  that  “the  AMA  Board  of 
Trustees,  the  Council  on  Medical  Service  and  the 
Council  on  Legislative  Activities  (a)  study  the  de- 
sirability and  feasibility  of  extending  the  principle  of 
federal  and  state  aid  under  the  Kerr-Mills  principle 
to  persons  below  the  age  of  65  who  need  help  and 
(b)  report  their  recommendations  as  early  as  possible 
to  the  AMA  Board  of  Trustees  and  House  of  Dele- 
gates as  a basis  for  formulation  of  future  AMA 
policy  in  this  regard.” 

After  adopting  the  California  resolution,  the  House 
voted  not  to  “lift  from  the  table”  the  portion  of  the 
Reference  Committee  Report  dealing  with  Resolu- 
tions No.  3 (Indiana)  and  No.  5 (Michigan). 

Standards  for  Health  Care  Programs 

The  House  adopted  the  following  principles  as 
essential  to  sound  health  care  programs: 

1.  No  person  needing  health  care  shall  be  denied 
such  care  because  of  inability  to  pay  for  it. 

2.  It  is  appropriate  that  government  revenues  be 
used  to  finance  health  care  when  other  resources 
have  been  found  to  be  inadequate. 

3.  Every  level  of  government  (municipal,  county, 
state  and  federal)  should  assume  a responsible  share 
in  the  financing  of  such  programs. 

4.  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  in  quality 
to  that  available  to  those  who  can  afford  to  pay. 


5.  Maximum  use  should  be  made  of  voluntary  pre- 
payment and  insurance  mechanisms. 

6.  Administration  of  such  a program  should  be  the 
responsibility  of  the  state  government.  Participating 
states  should  be  required  to  meet  adequate  standards 
of  administration  in  order  to  qualify  for  federal 
funds. 

7.  Eligibility  requirements  for  benefits  should  be 
fair,  realistic,  uncomplicated  and  practical. 

8.  Any  such  health  care  program  should  provide 
funds  only,  and  not  direct  services. 

9.  Funds  for  such  programs  should  come  from 
general  tax  revenues  and  not  from  Social  Security 
taxes. 

Medical  Service  Report 

In  approving  the  report  of  the  Council  on  Medical 
Service,  the  House  adopted  the  following  statement: 

“The  Council  believes  it  is  important  for  the  pro- 
fession to  note  that,  while  suggested  mechanisms  for 
providing  health  care  to  the  needy  have  changed  as 
the  nation’s  social  and  economic  structure  has 
changed,  the  basic  underlying  concepts  of  the  Ameri- 
can Medical  Association,  upon  which  our  policy 
statements  have  been  made,  have  not  changed. 

“While  the  Council  is  concerned  with  the  avail- 
ability and  assessibility  of  health  care  for  all  citizens, 
it  has  long  recognized  that  certain  groups  have 
health  problems  disproportionate  to  those  of  the 
general  population.  Included  are  the  impoverished  of 
all  ages — the  mother  and  newborn,  the  crippled  child, 
the  blind,  the  mentally  ill,  the  mentally  retarded,  the 
long-term  chronically  ill,  the  physically  disabled,  and 
the  aged.” 

F.  J.  L.  Blasingame,  MD 
Executive  Vice  President 
American  Medical  Association 
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Rocky  Mountain  Medical  Journal 


The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIL! 


brand  of 

psyllium  hydrophilic  mucilfoid 


* ‘Diverticulosis  ...  a low-roughage  diet  is  advisable. . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


* ‘Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated1  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . .” 

Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 

Research  in  the  Service  of  Medicine 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Biochemical  Diseases  (Chemical  Pediatrics):  By  I.  Newton 
Kugelmass,  MD,  PhD,  ScD.  Springfield,  111.,  1964,  Thomas. 
1229p.  Review. 

Chelation  Therapy:  By  Alfred  Softer,  MD  and  others. 
Springfield,  111.,  1964,  Thomas.  163p.  Price:  58.00. 

Child  Psychiatry:  By  Leo  Kanner,  MD.  3d  ed.  Springfield, 
111.,  1962,  Thomas.  777p.  Price:  510.50. 

The  Community  Mental  Health  Center:  An  Analysis  of 
Existing  Models:  By  Raymond  M.  Glasscote  and  others. 
Washington,  D.  C.,  1964,  American  Psychiatric  Association. 
219p.  Price:  $3.00. 

Conjoint  Family  Therapy:  A Guide  to  Theory  and  Technique: 
By  Virginia  M.  Satir,  MA,  ACSW.  Palo  Alto,  Calif.,  1964, 
Science  and  Behavior  Books.  196p.  Price:  $4.95. 

Determinants  of  Human  Sexual  Behavior:  Edited  by  George 
Winokur,  MD.  Springfield,  111.,  1963,  Thomas.  230p.  Price: 
$7.25. 

On  Diabetes  Mellitus:  Selected  Topics  for  Students  and 
Clinicians:  By  W.  P.  U.  Jackson,  MD,  FRCP,  DCH.  Spring- 
field,  111.,  1964,  Thomas.  393p.  Review. 

Drug  Addiction;  A Medical  Problem:  By  Lawrence  C.  Kolb, 
MD.  Springfield,  111.,  1962,  Thomas.  183p.  Price  $7.25. 

Hernia:  Edited  by  Lloyd  M.  Nyhus,  MD,  FACS  and 
Henry  N.  Harkins,  MD,  PhD,  FACS.  Philadelphia,  1964, 
Lippincott.  836p.  Price:  $26.67. 

Insight  and  Responsibility:  Lectures  on  the  Ethical  Implica- 
tions of  Psychoanalytic  Insight:  By  Erik  H.  Erikson.  N.  Y., 
1964,  Norton.  256p.  Price:  $5.00. 

The  Lesbian  in  America:  By  Donald  W.  Cory.  New  York, 
1964,  Citadel.  288p.  Price:  $5.95. 

Mammography:  By  Robert  L.  Egan,  MD.  Springfield,  111., 
1964,  Thomas.  446p.  Review. 

Neurosis  and  Psychosis:  By  Beulah  C.  Bosselman,  MD. 
3rd  ed.  Springfield,  111.,  1964,  Thomas.  201p.  Price:  $6.50. 

The  Obstructing  Acromion:  Underlying  Diseases,  Clinical 
Development,  and  Surgery:  By  Bernard  Diamond,  MD. 
Springfield,  111.,  1964,  Thomas.  212p.  Review. 

The  Other  Side;  Perspectives  on  Deviance:  Edited  by 
Howard  S.  Becker.  New  York,  1964,  Free  Press  of  Glencoe. 
297p.  Price:  $6.95. 

Personality  in  Epilepsy:  By  John  Guerrant,  MD  et  al. 
Springfield,  111.,  1962,  Thomas.  128p.  Price:  $6.50. 

Progress  in  Hematology:  Edited  by  Carl  V.  Moore,  MD 
and  Elmer  B.  Brown,  MD.  New  York,  1964,  Grune,  309p. 
Price:  $12.88. 

Psychotherapeutic  Techniques  in  Medicine:  By  Michael 
Balint  and  Enid  Balint.  Springfield,  111.,  1962,  Thomas.  256p. 
Price:  $4.50. 

Respiratory  Function  in  Disease  . . . : By  David  V.  Bates, 
MD  and  Ronald  V.  Christie,  MD.  Philadelphia,  1964, 
Saunders,  566p.  Price:  $13.95. 

Septic  Shock:  Experimental  and  Clinical  Studies:  By 
Hiroshi  Hayasaka,  MD  and  John  M.  Howard,  MD.  Spring- 
field,  111.,  1964,  Thomas.  86p.  Review. 

Social  Psychiatry  in  the  Community,  in  Hospitals,  and  in 
Prisons:  By  Maxwell  Jones,  MD.  Springfield,  111.,  1962, 

Thomas.  129p.  Price:  $5.75. 


Strong  and  Elwyn’s  Human  Neuroanatomy:  By  Raymond 
C.  Truex,  AB,  MS,  PhD  and  Malcolm  B.  Carpenter,  BA, 
MD.  5th  ed.  Baltimore,  1964,  Williams  and  Wilkins.  591p. 
Price:  $13.25. 

The  Study  of  Lives:  Essays  on  Personality  in  Honor  of 
Henry  A.  Murray:  Edited  by  Robert  W.  White.  New  York, 
1963,  Atherton.  442p.  Price:  $9.50. 

Temporal  Lobe  Epilepsy:  Edited  by  Maitland  Baldwin  and 
Pearce  Bailey.  Springfield,  111.,  1958,  Thomas.  581p.  Price: 
$15.50. 

Book  Reviews 

Chelation  Therapy:  By  Alfred  Softer,  MD  and  others.  Spring- 
field,  111.,  1964,  Thomas.  163p.  Price:  $8.00. 

This  monograph  on  a unique  and  recently  de- 
veloped form  of  therapy  has  been  well  executed  by 
the  author  and  his  co-authors.  Much  of  the  volume 
is  related  to  the  chemistry,  the  pharmacology  and  the 
pharmo-physiology  of  chelating  agents.  The  clinical 
investigative  studies  are  well  described.  The  only  area 
in  which  chelating  agents  appear  to  be  definitely 
indicated  are  heavy  metal  poisoning  including  iron 
toxicity.  Chelation  therapy  appears  to  be  of  particular 
value  in  the  short  term  management  of  ventricular 
arrythmias  caused  by  overdoses  of  digitalis.  It  is  pos- 
sible that  atherosclerotic  peripheral  vascular  disease 
may  be  benefited  by  repeated  administration  of  the 
calcium  chelating  agents.  Chelation  therapy  in  the 
management  of  calcareous  valvulus  disease,  sclero- 
derma heart  disease,  and  hypercholesterolemia  is  still 
investigational.  This  monograph  is  the  only  one  of  its 
type  that  has  been  published  in  the  field  of  chelation 
therapy  and  is  an  excellent  review  of  the  subject.  Its 
utility,  however,  will  be  limited  to  those  who  are 
working  primarily  in  the  clinical  investigation  of 
the  chelating  agents. 

Paul  K.  Hamilton,  MD 

Signs  and  Symptoms:  Edited  by  Cyril  M.  Mac  Bryde,  4th  ed., 
Philadelphia,  1964,  J.  B.  Lippincott  Co.  971p.  Price:  $14.00. 

The  fourth  edition  contains  35  chapters.  Thirty 
one  authors  have  developed  the  subjects  with  under- 
standing and  insight  into  the  disturbed  mechanisms 
resulting  in  the  abnormal  clinical  evidence. 

The  first  two  chapters  are  concerned  with  the  study 
of  symptoms  and  growth.  A third  chapter  details 
basic  information  on  pain  and  introduces  seven  sub- 
sequent sections  on  anatomically  confined  pain.  These 
describe  head,  tongue,  thoracic,  abdominal,  back, 
joint  and  extremity  pain.  Other  neurologic  chapters 
include  discussions  on  nervousness  and  fatigue, 
syncope,  coma  and  convulsion,  disturbances  of  move- 
ment, vertigo,  dizziness  and  itching. 

Important  subjects  include  those  on  dyspnea  and 
cyanosis.  The  latter  chapter  is  eight  pages  long  and 
therefore  cannot  deal  adequately  with  a most  im- 
portant pathologic  and  physiologic  disturbance  in 
medicine,  namely  anoxia. 

An  effort  has  been  made  to  apply  basic  science 
information  in  the  interpretation  of  pathologic 
mechanisms.  “Sign  and  Symptoms”  will  prove  help- 
ful to  the  busy  practitioner. 

George  W.  Holt,  MD 
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An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 

STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 

In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS® 

Stress  Formula  Vitamins  Lederle  ffmAsi 
*/*»»*■  FDFRLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine Mononitrate)  10  mg. 


Vitamin  82  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B*  (Pyridoxine  HCI)  2 mg. 

Vitamin  B)2  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


Colorado  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  terip  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary -Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  John  M.  Read,  Elko. 

President-elect:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  William  A.  O’Brien,  III,  Reno. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal: Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

Delegates  to  Executive  Committee 

Clark  County  Medical  Society:  Harry  J.  McKinnon,  Jr.,  Las 
Vegas. 

Elko  County  Medical  Society:  Roger  C.  Seyferth,  Elko. 
Lahonton  Basin  Medical  Society:  V.  E.  Elliott,  Fallon. 

Washoe  County  Medical  Society:  Lowell  J.  Peterson,  Reno. 


White  Pine  County  Medical  Society:  Donald  D.  Wicker,  East 
Ely. 

Standing  Committees 

ARRANGEMENTS  AND  PROGRAM:  Hugh  S.  Collett,  Chair- 
man, Elko;  Charles  D.  Lanning,  Reno;  V.  E.  Elliott,  Fallon; 
Harold  L.  Miller,  Henderson;  S.  N.  Landis,  Reno;  Eugene  H. 
Bastien,  Elko;  J.  Kendall  Jones,  East  Ely;  Kirk  V.  Cammack, 
Las  Vegas;  John  S.  Gaynor,  Elko;  William  A.  O’Brien,  III, 
Reno. 

CONSTITUTION  AND  BY-LAWS:  William  A.  O'Brien,  III, 
Chairman,  Reno;  Hugh  C.  Follmer,  Las  Vegas;  James  N. 
Greear,  Jr.,  Reno;  Lome  M.  Phillips,  Henderson;  John  M. 
Moore,  East  Ely;  Ernest  W.  Mack,  Reno;  Lowell  J.  Peterson, 
Reno. 

MILITARY  AND  VETERANS  AFFAIRS:  Clinton  S.  Maupin. 
Chairman,  Mercury;  William  R.  Feltner,  Co-chairman,  Reno; 
Robert  A.  Oster,  Boulder  City;  Jack  P.  Sargent,  Reno; 
William  R.  King,  Carson  City. 

INSURANCE  (NIC  AND  INDUSTRIAL  HEALTH):  Charles  D. 
Lanning,  Chairman,  Reno;  Lome  M.  Phillips,  Co-chairman, 
Henderson;  Robert  K.  Myles,  Reno;  Jurgens  H.  Bauer,  Las 
Vegas;  John  W.  Callister,  Reno;  Richard  A.  Petty,  Carson 
City;  Harry  J.  McKinnon,  Jr.,  Las  Vegas;  Arthur  E.  Scott. 
Reno;  William  M.  Tappan,  Reno;  Vernon  Cantlon,  Reno; 
Thomas  S.  White,  Boulder  City;  Roger  C.  Seyferth,  Elko; 
Richard  C.  Sheretz,  Reno;  Kenneth  F.  Turner,  North  Las 
Vegas. 

LEGISLATIVE:  V.  A.  Salvadorini,  Chairman,  Reno;  Thomas 
S.  White,  Co-chairman,  Boulder  City;  Fred  M.  Anderson, 
Reno;  Harry  J.  McKinnon,  Jr.,  Las  Vegas;  Kenneth  F. 
Maclean,  Reno;  Leslie  A.  Moren,  Elko;  Charles  D.  Lanning, 
Reno;  Stanley  L.  Hardy,  Las  Vegas;  Richard  A.  Petty,  Car- 
son  City;  Robert  K.  Myles,  Reno;  Hugh  C.  Follmer,  Las  Ve- 
gas; Wesley  W.  Hall,  Reno. 

MENTAL  HEALTH  COUNCIL:  *V.  A.  Salvadorini,  Chairman, 
Reno,  1967;  Richard  W.  Brown,  Co-chairman,  Reno,  1966; 
William  D.  O’Gorman,  Las  Vegas,  1966;  ’Henry  H.  Luster, 
Las  Vegas,  1967;  Richard  A.  Petty,  Carson  City,  1965;  John 
M.  Read,  Elko,  1966;  Richard  C.  Sheretz,  Reno,  1965;  Thomas 

S.  White,  Boulder  City,  1965;  **J.  Kendall  Jones,  East  Ely, 
1967.  * Reappointment.  **  New  Appointment. 

PUBLIC  HEALTH  ADVISORY:  Mortimer  S.  Falk,  Chairman, 
Reno;  George  T.  Manilla,  - Co-chairman,  Elko;  Francis  M. 
Kernan,  Reno;  John  M.  Davis,  Reno;  John  R.  Connolly, 
Henderson;  John  M.  Saycich,  Las  Vegas;  Leo  D.  Nannini, 
Reno;  Reed  J.  Anderson,  East  Ely;  Stanley  S.  Kline,  Carson 
City;  Eugene  H.  Bastien,  Elko;  Harold  L.  Boyer,  Las  Vegas; 
Warren  T.  Weathington,  Carson  City  (Advisory). 

a.  Tuberculosis:  Harry  J.  McKinnon,  Jr.,  Chairman,  Las 
Vegas;  John  R.  Ervin,  Co-Chairman,  Reno;  John  S.  Gaynor, 
Elko;  Reed  J.  Anderson,  East  Ely;  Horace  R.  Getz,  Reno;  John 
W.  Denser,  Hawthorne;  Harry  V.  Gibson,  Las  Vegas;  Robert 
Locke,  Reno;  Albert  G.  Noorda,  Las  Vegas;  Harold  S.  Orchow, 
Las  Vegas. 

b.  Cancer  Commission:  Harold  L.  Boyer,  Chairman,  Las  Ve- 
gas, 1965;  Daniel  J.  Hurley,  Secretary,  Reno,  1966;  t Donald 

T.  Hlubucek,  Reno,  1967;  Fred  M.  Anderson,  Reno,  1965; 
James  Y.  Clarke,  Las  Vegas,  1965;  Nicholas  F.  Grenfell,  Las 
Vegas,  1965;  V.  A.  Salvadorini,  Reno,  1966;  Richard  C. 
Sheretz,  Reno,  1966;  Robert  M.  Taylor,  Las  Vegas,  1966; 
t George  T.  Manilla,  Elko,  1967.  t New  appointments — 3 year 
terms. 

c.  Rural  Health  and  Medical  Survey:  John  S.  Gaynor,  Chair- 
man, Elko;  Harry  V.  Gibson,  Co-chairman,  Las  Vegas;  A.  J. 
Dingacci,  Fallon;  William  Welsh,  Gabbs;  Robert  E.  Bailey, 
East  Ely;  B.  A.  Winne,  Reno;  Eugene  H.  Bastien,  Elko;  Alan 
W.  Feld,  Las  Vegas. 

PUBLIC  RELATIONS:  Roderick  D.  Sage,  Chairman,  Reno; 
David  S.  Thompson,  Reno;  Hugh  S.  Collett,  Elko;  Anthony 
J.  Carter,  Las  Vegas;  Noah  Smernoff,  Reno;  Robert  E.  Bailey, 
East  Ely;  Leon  H.  Dantzig,  Las  Vegas;  Gerald  W.  Jones,  Las 
Vegas;  Jack  P.  Sargent,  Reno. 

FINANCE  AND  BUDGET:  Arthur  E.  Scott,  Chairman,  Reno; 
Hugh  C.  Follmer,  Las  Vegas;  William  M.  Tappan,  Reno; 
Leslie  A.  Moren,  Elko. 

OBITUARY:  C.  David  Lambird,  Chairman,  Sparks;  Mary  H. 
Fulstone,  Smith  Valley;  Clare  Woodbury,  Las  Vegas. 

Special  Committees 

AGING:  Francis  M.  Kernan,  Chairman,  Reno;  Frederick  D. 
Elliott,  Reno;  Paul  J.  Del  Giudice,  Elko;  George  A.  Miners, 
Henderson;  Henry  H.  Luster,  Las  Vegas;  Lawrence  A.  Russell, 
Reno;  B.  A.  Winne,  Reno. 
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ALCOHOLISM:  William  D.  O’Gorman,  Chairman,  Las  Vegas; 
James  W.  Decker,  Reno;  Charles  J.  Kilduff,  Las  Vegas; 
Richard  A.  Petty,  Carson  City;  Richard  C.  Coopersmith,  Reno; 
Daniel  H.  Zimmerman,  Las  Vegas;  E.  F.  Hanson,  Reno. 

BLOOD  BANK:  George  T.  Manilla,  Chairman,  Elko;  John  W. 
Callister,  Reno;  Joseph  R.  Fouts,  Las  Vegas;  Nicholas  P. 
Grenfell,  Las  Vegas;  Millard  H.  Duxbury,  Reno;  Hugh  S. 
Collett,  Elko. 

BUILDING:  Harold  L.  Miller,  Chairman,  Henderson;  Robert 

C.  Crosby,  Co-chairman,  Reno;  William  A.  O’Brien,  III,  Reno; 
Thomas  K.  Hood,  Elko;  Thomas  S.  White,  Boulder  City. 
HOSPITAL:  Adolf  Rosenauer,  Chairman,  Reno;  Ray  C. 
Wixom,  Co-chairman,  Las  Vegas;  James  Y.  Clarke,  Las  Vegas; 
Donald  T.  Hlubucek,  Reno;  John  S.  Gaynor,  Elko;  Richard 

D.  Grundy,  Carson  City;  Gilbert  G.  Lenz,  Reno. 

CRIPPLED  CHILDREN’S  ADVISORY:  Kermit  J.  Ryan, 
Chairman,  Las  Vegas;  Emanuel  Berger,  Co-chairman,  Reno; 
John  R.  Ervin,  Reno;  William  E.  Pasutti,  Reno;  Edward  H. 
Kopf,  Las  Vegas;  Thomas  K.  Hood,  Elko;  John  R.  Connolly, 
Henderson;  Daniel  J.  Hurley,  Reno;  Armand  J.  Scully,  Las 
Vegas;  George  F.  Magee,  Reno;  Anthony  J.  Carter,  Las 
Vegas;  Jack  P.  Sargent,  Reno;  Jurgens  H.  Bauer,  Las  Vegas. 
MATERNAL  AND  CHILD  HEALTH:  I.  Maternal  Health— 
Paul  O.  Wiig,  Chairman,  Reno;  William  D.  Swackhamer,  Co- 
chairman,  Henderson;  Roger  C.  Seyferth,  Elko;  Louise  B. 
Tyrer,  Reno;  O.  H.  Christoffersen,  Las  Vegas;  Kenneth  E. 
Turner,  N.  Las  Vegas;  Stanley  S.  Kline,  Carson  City.  II.  In- 
fant and  Child  Health — John  M.  Saycich,  Chairman,  Las 
Vegas;  Eugene  H.  Bastien,  Elko;  John  E.  Palmer,  Reno; 
Anthony  J.  Carter,  Las  Vegas;  John  R.  Connolly,  Hender- 
son; Robert  E.  Bailey,  East  Ely. 

NURSE  LIAISON:  Lowell  J.  Peterson,  Chairman,  Reno;  O.  H. 
Christoffersen,  Co-chairman,  Las  Vegas;  Lucien  H.  Imboden, 
N.  Las  Vegas;  Charles  E.  Fleming,  Reno;  Ray  C.  Wixom, 
Las  Vegas;  Noah  Smernoff,  Reno;  Rueben  Zucker,  Las  Vegas; 
Frederick  D.  Elliott,  Reno. 

MEDICAL  ADVISORY  TO  VOCATIONAL  REHABILITA- 
TION: Robert  K.  Myles,  Chairman,  Reno;  Edward  H.  Kopf, 
Co-chairman,  Las  Vegas;  Kenneth  F.  Smith,  Las  Vegas;  David 
S.  Thompson,  Reno;  Donald  F.  Guisto,  Reno;  Richard  A. 
Petty,  Carson  City;  Albert  G.  Noorda,  Las  Vegas;  William  B. 
Ririe,  East  Ely;  William  A.  Teipner,  Reno. 

NEVADA  MEDICAL  CARE,  INC.:  Earl  N.  Hillstrom,  Pres- 
ident, Reno;  John  M.  Read,  1st  Vice  President,  Elko;  Lome 
M.  Phillips,  2nd  Vice  President,  Henderson;  Joseph  M. 
George,  Jr.,  Secretary-Treasurer,  Las  Vegas;  John  M.  Moore, 
Member-at-large,  East  Ely. 

NEVADA  PHYSICIANS  SERVICE,  INC.:  Earl  N.  Hillstrom, 
President,  Reno;  Arthur  E.  Scott,  Vice  President,  Reno; 
William  M.  Tappan,  Secretary-Treasurer,  Reno;  Joseph  M. 
George,  Jr.,  Las  Vegas;  Richard  D.  Grundy,  Carson  City; 
Charles  D.  Lanning,  Reno;  George  A.  Miners,  Henderson; 
John  M.  Moore,  East  Ely;  Lome  M.  Phillips,  Henderson; 
John  M.  Read,  Elko;  Peter  Rowe,  Reno;  Richard  C.  Sheretz, 
Reno. 

MEDICINE  AND  RELIGION:  J.  Stephen  Phalen,  Chairman, 
Reno;  George  F.  Magee,  Reno;  Harold  L.  Miller,  Las  Vegas; 
George  J.  Madsen,  Las  Vegas;  John  M.  Moore,  East  Ely; 
Henry  Stewart,  Carson  City. 

MEDICAL  ASSISTANTS  ADVISORY:  Chester  C.  Lockwood, 
Chairman,  Las  Vegas;  Wesley  W.  Hall,  Co-chairman,  Reno; 
John  R.  Ervin,  Reno;  Thomas  S.  White,  Boulder  City;  Joseph 
M.  George,  Jr.,  Las  Vegas;  Leslie  A.  Moren,  Elko;  William  E. 
Simpson,  Jr.,  Reno;  Hoyt  B.  Miles,  Jr.,  Reno. 

PROFESSIONAL  EDUCATION,  MEDICAL  SCHOOLS  AND 
SCHOLARSHIPS:  William  A.  O'Brien,  III,  Chairman,  Reno; 
Thomas  S.  White,  Co-chairman,  Boulder  City;  Lowell  J. 
Peterson,  Reno;  Louis  E.  Lombardi,  Reno;  Harold  L.  Miller, 
Henderson;  Hugh  S.  Collett,  Elko;  James  Y.  Clarke,  Las 
Vegas;  Hugh  C.  Follmer,  Las  Vegas;  Fred  M.  Anderson,  Reno; 
Robert  E.  Bailey,  East  Ely;  Vernon  Cantlon,  Reno. 

PUBLIC  SAFETY  (INCLUDES  ATHLETICS  AND  SCHOOL 
HEALTH,  HOME  AND  HIGHWAY,  ETC.):  David  L.  Roberts, 
Chairman,  Reno;  Kirk  V.  Cammack,  Co-chairman,  Las 
Vegas;  Reed  J.  Anderson,  East  Ely;  George  T.  Manilla,  Elko; 
Leon  H.  Dantzig,  Las  Vegas;  Lucien  H.  Imboden,  N.  Las 
Vegas;  Lynn  B.  Gerow,  Reno;  Frank  V.  Rueckl,  Jr.,  Reno; 
Jack  P.  Sargent,  Reno;  B.  A.  Winne,  Reno. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  Harry  J. 
McKinnon,  Jr.,  Chairman,  Las  Vegas,  1967;  Gilbert  G.  Lenz, 
Reno,  1966;  William  M.  Tappan,  Reno,  1965;  Joseph  M. 
George,  Jr.,  Las  Vegas,  1968;  Thomas  K.  Hood,  Elko,  1969. 
WOMAN’S  AUXILIARY  ADVISORY:  James  Y.  Clarke,  Chair- 
man, Las  Vegas;  John  R.  Connolly,  Henderson;  Hoyt  B. 
Miles,  Reno;  Hale  B.  Slavin,  Las  Vegas;  Jack  E.  Taylor,  Las 
Vegas;  Olin  C.  Moulton,  Reno. 


CIVIL  DEFENSE  AND  EMERGENCY  MEDICAL  CARE  (IN- 
CLUDING TRAINING  OF  AMBULANCE  DRIVERS):  Lucien 
H.  Imboden,  Chairman,  N.  Las  Vegas;  B.  A.  Winne,  Co-chair- 
man, Reno;  Jack  S.  Hirsh,  Las  Vegas;  Richard  C.  Laub,  Las 
Vegas;  James  R.  Herz,  Reno;  V.  E.  Elliott,  Fallon;  Everett 
C.  Freer,  N.  Las  Vegas;  Eugene  H.  Bastien,  Elko;  John  M. 
Moore,  East  Ely;  William  A.  Teipner,  Reno;  Harry  J. 
McKinnon,  Las  Vegas. 

HISTORIAN:  Fred  M.  Anderson,  Chairman,  Reno;  Harold  L. 
Boyer,  Las  Vegas;  Silas  E.  Ross,  Jr.,  Reno;  Richard  D. 
Grundy,  Carson  City;  Reed  J.  Anderson,  East  Ely;  Leslie  A. 
Moren  Elko;  Silas  E.  Ross,  Sr.  (Honorary). 

New  Mexico  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary -Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965, 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall.  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City 

President-elect:  L.  V.  Broadbent,  Cedar  City 

Past  President:  Scott  M.  Budge,  Logan 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City 

Secretary:  Russell  M.  Nelson,  Salt  Lake  City 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 

Springville 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City 

Wyoming  State  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne, Telephone  632-5525 


for  March,  1965 
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Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  1 6th  Street 
Denver  2 


Telephone 

534-8714 


Still  the  Best 

After  28  Years  —THE  ALL  NEW 


DENVER 

NURSING 

HOME 

MRS.  GLADYS  ELLIS 
Administrator 


(DENVER  CONVALESCENT  CENTER) 

E.  14th  and  Josephine  Phone:  388-9383 


PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE. 

-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

(FHsf) 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 

Condition 

'-'PERFECT! 


...  in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today's  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  State  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
100  first  pound  and  50  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at 
nominal  cost. 


Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone:  222-5817  (Area  Code  303) 
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WANT  ADS 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modern  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 

GOOD  GENERAL  PRACTICE  in  shopping  center.  Free  for 
assuming  the  lease.  Reply  to  Box  1-10-TFB,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colo.  80218 

1-10-TFB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TFB 


FOR  LEASE.  Space  in  recently  completed  medical  building 
in  a very  active  shopping  area.  Excellent  location  for 
specialists  or  GP’s.  Will  complete  suite  as  you  desire.  Kip- 
ling Village  Professional  Building.  237-2788,  Denver.  2-5-3B 

AVAILABLE:  G.P.  39,  offers  partnership  after  one  year 
salaried  position.  Modern  offices  near  new  hospital  in  small, 
growing  Wyoming  town.  Write  Box  2-4-2,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado 
80218.  2-4-2 


DECEASED  DOCTOR'S  HOME  AND  FULLY  EQUIPPED  OF- 
FICE for  sale  in  growing  Nevada  community  of  2700.  Price 
$32,500.  Practice  easily  grosses  over  $38,000.  New  County 
Hospital  to  be  built  early  1965.  Write:  Mrs.  Charles  C.  Hyde, 
P.  O.  Box  356,  Battle  Mountain,  Nevada.  2-3-2 


IMMEDIATE  OCCUPANCY  Green  Mountain  Medical  Center, 
South  Union  at  West  Alameda,  one  mile  west  of  the  Federal 
Center.  Exclusive  Medical  Center  of  16,000  sq.  ft.  with  X-ray, 
pathological  and  optical  services,  plus  pharmacy.  15-minute 
drive  from  Lutheran,  St.  Anthony  and  Beth  Israel  hospitals. 
For  information  call  Ted  Frazer  or  Jim  Gordon  at  292-2900. 
(Denver)  2-6-3B 


WANTED:  G.P. — Due  to  recent  death  of  associate,  need  a 
general  practitioner.  New — completely  equipped  building. 
Salary  first  year  and  then  partnership.  Contact  S.  Russ 
Denzler,  MD,  118  Dartmouth,  S.E.,  Albuquerque,  New  Mexico 
87106.  Area  code  505.  Phone  255-5562.  3-3-1 


OFFICE  SPACE  Xavier  Medical  Center.  Five  blocks  from 
St.  Anthony’s  Hospital  at  Xavier  and  Colfax.  This  five 
story  building  offers  the  latest  in  modern  medical  facilities, 
air  conditioning,  elevator  service  and  ample  parking.  Call 
or  write  R.  E.  Rainey,  6200  S.  Broadway,  Littleton,  Colorado, 
Phone  794-7825.  3-9-TFB 


MEDICAL  SPACE  EXCLUSIVELY— Anywhere  in  Denver’s 
Metropolitan  area.  Ranging  from  the  older  established  to 
the  new  modern  medical  facilities.  Can  fit  space  to  your 
requirements.  Call  or  write  R.  E.  Rainey,  Agent,  Medical 
Dental  Space,  6200  So.  Broadway,  Littleton,  Colorado,  Phone 
794-7825.  3-10-TFB 


780  MONACO — 377-9349.  Large  family  house.  4'/2  baths.  6 bed- 
rooms. 7y2  lots.  Newly  redecorated  kitchen  and  diningroom. 
Space  for  doctor’s  office.  M.  G.  Nims,  MD,  Denver.  3-13-1B. 


. . . Providing  an  abundance  of 
low-cost  natural  gas  & electricity 
for  a growing  Colorado 

PUBLIC  SERVICE 
COMPANY  OF  COLORADO 

an  investor-owned  utility 


DOCTOR’S  OFFICE — Proven  Littleton  location.  Ground  floor, 
free  parking  for  patients,  doctors,  nurses.  Heat,  water 
furnished.  Reception  and  appointment  rooms  and  also  has 
doctor’s  office,  4 examining  rooms,  x-ray  developing  and  lab 
rooms.  Rental  $235.00.  Will  divide  space.  Rudolph  Lemcke, 
2510  W.  Main,  Littleton,  Colo.  794-0808  or  794-3138.  3-8-1B 


GP — Catholic,  Denver  suburb.  Salary  first  year,  partnership 
possible.  Details  first  letter.  Box  3-7-TF,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver  18,  Colorado. 

3-7-TF 


FOR  SALE — Beautiful  clinic  building,  ideally  located  in 
Denver;  designed  and  built  in  1953  for  three  to  five 
(depending  on  specialty)  doctors;  completely  modern;  all  air 
conditioned;  hot  water  heat;  automatic  lawn  sprinkling;  on 
67  by  125  foot  lot;  private  parking  for  seven  cars  and  ample 
uncrowded  on-street  parking.  Owners  leaving  large  GP  and 
OB~Gyn  practice  to  retire  in  California;  will  include  200  ma. 
radiographic  unit  if  desired.  Write  box  3-6-3B,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Ave.,  Denver  80218.  3-6-3B 


ANESTHESIOLOGY — Applications  invited  for  residencies  in 
an  active  and  approved  program  of  anesthesiology.  Open- 
ings for  July  1965.  Department  of  six  full-time  anesthesiolo- 
gists. Eligibility  for  Illinois  licensure  required.  Stipend  $6,000 
first  year.  Contact  Dr.  Wm.  A.  DeWitt,  Department  o'!  Anes- 
thesiology, St.  Joseph  Hospital,  Joliet,  Illinois.  3-5-3B 


FOR  SALE:  1 Hamilton  blue  pediatric  examining  table  with 
scales.  Very  good  condition — $130.00 
1 diathermy  machine  of  Crusader  design,  made  by  Birtcher 
Company.  Good  condition — $95.00.  Charles  B.  Cooper,  MD, 
2141  14th  Street,  Boulder,  Colorado.  3-4-1 


WESTINGHOUSE  X-RAY  FOR  SALE— 200MA-100KV  two 
tube  Diagnostic  unit — Horizontal  Cable  and  Fluoroscopic 
Screen  and  all  accessories.  Robert  M.  duRoy,  MD,  4101  E. 
Wesley,  Denver  80222,  SK'7-3307.  3-2-1 
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Resistered  Trade  Mark 

BOB  S PLACE 

Trade  Mark 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

Cow  Town,  Colo. 

EARNEST  DRUG 

217  1 6th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 
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BEAUTIFUL  MOUNTAIN  LAND — Three  exceptionally  de- 
sirable 10-acre  tracts  of  nicely  wooded  land  between  Fair- 
play  and  Alma  just  off  Highway  9.  Ideal  summer  and  winter 
sites  near  Dillon  Reservoir  and  Breckenridge  ski  area  in 
excellent  hunting  and  fishing  country.  Gentle  terrain,  good 
access.  Sensibly  priced  at  $2750  for  10  acres,  including 
warranty  deed,  title  insurance  and  certified  survey.  Land 
shown  now  by  appointment.  Call  Dean  Bayne,  MD,  PY 
4-4231  or  PY  4-0627.  3-1-3B 


OFFICE  SPACE  AVAILABLE  IN  GROWING  COMMUNITY. 

Opportunity  to  lease  space  and  own  stock  (optional)  in 
Aurora  Medical  Building.  Presently  occupied  by  20  doctors. 
Laboratory  and  x-ray  facilities  available.  Call  Vincent 
Schmitz,  825-1393.  3-12-4B 


UNIQUE  INVESTMENT  OPPORTUNITY  ON  ASPEN'S  AJAX 
MOUNTAIN.  3 bedroom,  2 bath  condominium  apartments 
located  between  Little  Nell  and  the  No.  1 Lift.  Vacation  when 
you  can;  let  rentals  during  your  absence  pay  for  your  unit. 
Complete  plans  and  specifications  available  now.  Fred 
Hibberd,  1937  E.  Alameda,  Denver,  Colorado  80209,  722-5509. 

3-11-1B 


LOOKING  FOR:  A BETTER  LOCATION?  GROWING  SUB- 
URBIA? FAVORABLE  LEASE?  The  Paramount  Medical 
Building  at  26th  and  Kipling  in  the  Wheatridge-Lakewood 
area  is  the  answer.  This  fast  growing  community  of  high 
income  families  offers  tremendous  potentials  for  a new  doc- 
tor just  starting,  or  a general  practitioner  looking  for  “green- 
er pastures.”  We  have  available  two  suites,  one  arranged 
for  two  doctors  and  the  other  for  one.  Ample  off-street 
parking.  Rental  geared  to  gross  income.  For  further  informa- 
tion, write  or  call  Lee  W.  Doud,  10080  W.  27th  Ave.,  Denver 
80215.  Phone  237-1329  2-2-3B 


The  CASE  for  a Doctor 
leasing  a car  from  us: 

Worth  reading  if  you're  tired  of  trying  to  main- 
tain a car,  keeping  records  for  taxes,  buying 
tires  and  insurance,  and  still  trade  periodically 
without  losing  your  smock. 

• You  get  a brand  new  car  at  regular  intervals. 

• Any  make  and  body  style — economy  or  prestige. 

• Whatever  extra/special  equipment  you  specify. 

• Drive  it  all  you  want  with  no  capital  tied  up. 

• Service  and  repair  bills  paid  anywhere  you  go. 

• Complete  insurance  coverage,  no  problems. 

• Prompt  attention,  respecting  your  busy  schedule. 

PLUS  free  pick-up  and  delivery,  loaner  and  24-HOUR 
EMERGENCY  ROAD  SERVICE  within  Metro  Denver 
area — priority  to  physicians. 

Closed-end  lease — license,  insurance,  maintenance  and 
all  necessary  services — low  as  $100  a month. 

Open-end  lease  as  low  as  $65  a month. 

Call  without  obligation:  JOHN  BOWERS,  EM4-0850 
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For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


' . 
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We  are  your 
local  distributors 
of  Profexray  X-ray 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 
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SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


Thank  You  Doctors,  for  the  Confidence  You  Have  Placed  in  IPMC 


No  additional  office  equipment  is  required.  No 
hidden  charges.  IPMC  concentrates  on  your  busi- 
ness-while you  and  your  aide  concentrate  on 
your  practice. 


If  you  are  not  yet  familiar  with  System 
Organization  and  Billing  using  Electronic 
Data  Processing,  contact  us  for  a survey 
of  your  present  system  with  no  obli- 
gation. 


Medical  Billing  and  Accounts  Receivable  Management 


t0*0  iP  m international  professional  management  corporation 
q £ telephone  266-2384  / 324  majestic  bldg.  / denver,  Colorado 

O 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital 

20  acres  landscaped  grounds  I John  W.  Myers,  m.d.,  Medical  Director 
Favorable  year-round  climate  I 
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Cl  BENSON’S 


OPERATE  YOUR  PROJECTOR  BY  REMOTE  CONTROL  WITH  THE 

BENSO-MATIC/  Projector  Control 

/ (A.O.  1217  only) 

• mount  your  projector  off  the  floor  anywhere— away  from 
you  and  your  patient— yet  control  it  at  your  fingertips! 

Greater  efficiency  in  examinations — eliminates 

constant  reaching  and  stretching  for  the 
projector  • gives  complete  control 
of  all  slides  • feather-touch  selector 

switches  • attractive  matching  colors. 


iW 


Write  or  call  for  prices  and  details  soon  — 


your  service-partners  . 


BENSON  OPTICAL  COMPANY 

Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


DENVER  SERVICE  L A B O R ATO R Y— I I 3 3 BANNOCK  STREET 
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Announcing  . . . 

INCREASED  BENEFITS  PLANS! 

. . . now  up  to  $800.00  disability  income! 

The  Income  Protection  program  of  the  Colorado  Medical  Society  has 
been  improved  to  include  new  plans  offering  $700  a month  or  $800  a 
month  protection! 

All  members  under  age  55  in  full  time  practice  may  apply  for 
the  new  plans! 


return  the  coupon  for  full  details 


underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— Omaha,  Nebraska 

(3-4-5-6) 


VINCENT  ANDERSON  CO.,  INC. 

2nd  Floor,  R.R.  Exchange  Bldg. 

Denver,  Colorado  802G2 

Please  send  full  details  about  the  Income  Protection 
Plan  of  the  Colorado  Medical  Society. 

NAME 

ADDRESS 

CITY  STATE 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 


CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  \Y.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


62 


Rocky  Mountain  Medical  Journal 


Library  College  of  Physicians 
19  South  22nd  Street 
Philadelphia,  Penn. 
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“A  therapeutic  'bull’s-eye'  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.  * Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient's  rehabilitation ...  improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Periodic  examina- 
tion of  the  biood  is  advisable.  Nystagmus  in  com- 
bination with  diplopia  and  ataxia  indicates  dosage 
should  be  reduced.  Side  Effects:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever,  skin  eruptions, 
and  acute  generalized  morbilliform  eruptions  with 
or  without  fever.  Upon  discontinuation  of  therapy 
eruptions  usually  subside.  Rarely,  dermatitis  goes 


on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Though  mild  and  rarely  an  indi- 
cation for  stopping  dosage,  gingival  hypertrophy, 
hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children, 
adolescents,  and  young  aduits.  During  initial  treat- 
ment, minor  side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  nervousness, 
sleeplessness,  and  a feeling  of  unsteadiness.  Ali 
usually  subside  with  continued  use.  Hematologic 
disorders  including  megaloblastic  anemia,  leuko- 
penia, granulocytopenia,  pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals^  containing  0.1  Gm.  and  0.03  Gm. 

’’’Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders.  Boston.  Little, 

Brown  and  Company,  1960,  vol. 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

helps  to  restore  confidence 


BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 


Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25’s. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

( SSPOT ) 


BALTIMORE,  MARYLAND  21201 
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supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROL*  band*  STANOZOLOL 


. . . a new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  V2  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  7 00. 

W/nfhrop 

Winthrop  Laboratories,  New  York,  N.  Y. 


in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

—rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 

two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea.  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.' 

ARTHRALGEN®-PR(Arthralg  en  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.J 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICH  MONO,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 
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the 

AC 


500  VISO 


To  help  you  get  clear,  diagnostically  useful  cardiograms 
quickly  and  easily,  special  circuits  in  the  new  500  VISO 


minimizes 

interference 


effectively  cancel  the  most  commonly  occurring  types  of  “AC 
artifacts.”  And  an  important  companion  development  which 
takes  advantage  of  the  characteristics  of  the  “500”  is  Redux 
Creme  — easier  to  apply  than  an  abrasive  paste,  aesthetically 
more  pleasing  to  patient  and  technician  alike,  less  time- 
consuming  from  start  to  finish. 


H EW LETT  m 
PACKARD  JlD, 


SANBORN 

DIVISION 


This  slim,  lightweight  cardiograph  has  two  chart  speeds,  three 
recording  sensitivities,  functionally-grouped  controls,  interior 
space  for  all  accessories,  and  other  physiologic  recording 
capabilities  as  well  — yet  costs  only  $695  delivered,  Con- 
tinental U.  S.  Call  Sanborn  now  for  full  500  VISO  informa- 
tion. Sanborn  Company,  Waltham,  Massachusetts  02154. 


Englewood  Hewlett-Packard,  Neely  Sales  Division,  Denver  Technological  Ctr., 
7965  East  Prentice,  (303)  755-1233,  Englewood,  Colorado  80110 
Salt  Lake  City  Hewlett-Packard  Neely  Sales  Div.,  1482  Major  Street,  (801)  486-8166 
Salt  Lake  City,  Utah  84115 


for  April,  1965 


5 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


ideally  suited  for  routineTB  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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That  a smug  gleam  in  your  eye? 


Could  be.  My  problem  hypertensive 
finally  came  around. 


ignant?  No,  plain  stubborn.  Moderately  Use  anything  special? 

severe.  Grade  II. 


i t Regroton.  One  tablet  daily.  Regroton?  Haven’ttried  ityet.  You’re  missing  something. 


legroton 


'position:  Each  tablet  contains  chlorthalidone, 
1 g.,  and  reserpine,  0.25  mg. 
i vindications:  History  of  mental  depression, 

1 rsensitivity,  and  most  cases  of  severe  renal 
jpatic  diseases. 

> ing:  Discontinue  2 weeks  before  genera! 

' thesia,  1 week  before  electroshock  therapy, 

' if  depression  or  peptic  ulcer  occurs. 

1 autions:  Reduce  dosage  of  concomitant  anti- 
Hrtensive  agents  by  one-half.  Discontinue  if 
' 3UN  rises  or  liver  dysfunction  is  aggravated. 
Iroiyte  imbalance  and  potassium  depletion 


Superior  to  other  antihypertensives 
in  76  of  80  patients  in  a 2-year  study* 


Geigy 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
informatlQn- 


Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Bottles  of  100  and  1000  tablets. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
inter-American  Congress  of  Cardiology,  Montreal, 
June  14—19,  1984. 


Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation  & 


J&M&LM ew  York 


RE-3454 


If  you’re  looking  for 
America’s  fastest  twin 
jet-power  airliner 


l 


you’re  looking  at  it ! 


Put  yourself  (or  your  shipments)  there  sooner! 
Frontier’s  Convair  Jet-Power  580  delivers  faster  climb,  higher 
speed,  superior  comfort.  It’s  replacing  all  Convair  340’s, 
system-wide.  Another  advance  in  passenger/cargo  service 
by  the  nation’s  fastest-growing  airline! 


FRONTIER  A/RUNES 

Route  of  the  Jet-Power  580's 


FRONTIER  FLIES  TO  DENVER  / EL  PASO  / PHOENIX  / TUCSON  / SALT  LAKE  CITY 

KANSAS  CITY  / jackson  / great  falls  / minot  / rapid  city  and  most  every  place  in  between . 
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New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity 

no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  (ampicillin)  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.1-10 
And  highly  important : PENBRITIN  (ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage : Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children—  (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg./Kg./day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  ii: 223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ii : 1 9 1 (July 
22)  1961.  3.  Stewart,  G.  T.,  et  al:  Brit.  M.  J.  u:200  (July  22) 
1961.  4.  Brown,  D.  M.,  and  Acred,  E:  Brit.  M.  J.  it:  197 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  183: 257, 
1959.  6.  Knudsen,  E.  T.,  et  al.:  Brit.  M.  J.  ii:  198  (July  22) 
1961.  7.  Doyle,  E R,  et  al:  Nature  791:1091  (Sept.  9)  1961. 
8.  Acred,  R,  et  al.:  Brit.  J.  Pharmacol.  18: 356,  1962.  9.  Har- 
rison, R M.,  and  Stewart,  G.  T:  Brit.  J.  Pharmacol.  17:420, 
1961.  10.  Editorial.  Lancet  u:723  (Oct.  5)  1963. 


KILLS  BACTERIA. . . DOES  NOT  JUST  SUPPRESS  THEM 


PENBRITIN* 


Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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lost  weight 


* a result  of 
‘METHEDRINE’! 

METHAMPHETAMINE 
HYDROCHLORIDE 

therapy 

Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  "hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minima!  and  little  noticed  on  low  or  moder- 
ate dosage. 

Cemptets  literature  available  on  request  from  Professional  Services  Dept.  PML 

BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC., Tuckahoe,  M.Y. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets- 5 mg.,  scored,  in  bottles  of 
100' and  1000. 
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PERCODAN 


in  moderate  to 
moderately  severe  pain . . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  Counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  1_ 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2.628.185  and  2,907,768  I 
Literature  on  request. 

ENDO  LABORATORIES  INC.,Garden  City,  New  York  I 


Code* 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint— convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 
ber of  circumstances  can  unleash  it.  Keep  Atarax  in  > 
mind  for  all  your  emotionally  distressed  patients— from  ■’ 
under  6 to  over  60. 

for  any  age— for  any  stage  of  anxiety 


(hydroxyzine  HCI)  Hi, 

. . . In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


5 effects  and  precautions:  The  transitory 
;wsiness  which  may  occur  with  hydroxyzine 
1 usually  disappears  spontaneously  in  a few 
I'S  with  continued  therapy,  or  is  correctable 
fdosage  reduction.  Dryness  of  the  mouth  may 
: seen  with  higher  doses.  Involuntary  motor 
: vity  has  been  reported  in  hospitalized 
I ients  on  higher  than  recommended  doses. 
1 Jroxyzine  HCI  may  potentiate  CNS  depres- 
i ts,  narcotics  such  as  meperidine,  barbitu- 
es,  and  anticoagulants.  In  conjunctive  use, 
: age  for  these  drugs  should  be  decreased. 
' ause  drowsiness  may  occur,  patients  should 
i cautioned  against  driving  a car  or  operat- 
dangerous  machinery.  Parenteral  Solution 
cautions  and  contraindications:  This  dosage 
n is  intended  only  for  I.M.  or  I.V.  adminis- 
1 Ton  and  should  not,  under  any  circum- 
nces,  be  injected  subcutaneously  or  intra- 
Isrially.  When  the  usual  precautions  for  I.M. 
action  have  been  followed,  reports  of  soft 
ue  reactions  have  been  rare.  I.V.  adminis- 
tion  should  be  slow,  no  faster  than  25  mg. 
: minute,  and  should  not  exceed  100  mg.  in 
■ ' single  dose.  Particular  care  should  be  used 
I nsure  injection  only  into  intact  veins;  a few 
ances  of  digital  gangrene  occurring  distal 
rthe  injection  site  have  been  attributed  to 
I dvertent  intraarterial  injection  or  periarte- 

I extravasation,  both  of  which  should  be 
i ’ided.  More  detailed  professional  informa* 

I I available  on  request. 


oCetterd  to  the  Editor 


To  the  Editor: 

Since  there  has  been  no  indication  in  the  Rocky 
Mountain  Medical  Journal  of  correction  of  errors 
regarding  the  penicillins  (tabular  summary  of  proper- 
ties of  penicillins,  published  in  the  November,  1964 
issue  of  the  Rocky  Mountain  Medical  Journal,  pages 
42-43),  I will  list  these  for  you. 

Phenoxymethyl  penicillin  (penicillin  V),  phenethi- 
cillin  and  nafcillin  are  resistant  to  degradation  by 
acid;  the  table  could  not  be  more  in  error  in  describ- 
ing these  as  acid  susceptible  penicillins.  Dimethoxy- 
phenyl  penicillin  (Staphcillin)  is  the  most  susceptible 
penicillin  to  acid  degradation  which  has  thus  far 
been  prepared;  the  table  is  completely  in  error  in 
describing  this  penicillin  as  being  resistant  to  acid 
hydrolysis.  Penicillin  O is  as  susceptible  to  degrada- 
tion by  acid  as  is  penicillin  G;  it  is  not  an  acid  re- 
sistant penicillin. 

The  spectrum  of  activity  of  phenethicillin  is  ac- 
tually essentially  identical  with  that  of  penicillin  G 
and  penicillin  V.  The  table  is  in  error  in  indicating 
that  there  is  no  cross-resistance  on  the  part  of  bac- 
teria with  regard  to  penicillin  G and  phenethicillin. 
On  the  other  hand,  there  are  Gram-negative  bacilli 
which  are  susceptible  to  ampicillin  to  a much  greater 
degree  than  they  are  susceptible  to  penicillin  G;  the 
last  entry  in  the  column  of  the  table,  headed  Peni- 
cillin G Cross-resistance,  should  be  no  where  it  refers 
to  ampicillin,  rather  than  yes  as  is  erroneously  stated. 

The  dosage  restrictions  which  are  indicated  in  the 
table  are  false.  The  maximal  dose  of  penicillin  G 
which  can  be  administered  to  an  adult  human  is 
probably  determined  primarily  by  the  amount  of 
cation,  usually  potassium  ion,  which  one  is  obliged 
to  administer  along  with  the  penicillin.  There  are 
situations  when  very  high  dosage  therapy,  even  up  to 
100  or  more  millions  of  units  per  day,  are  indicated. 

Numerous  articles  can  be  quoted  in  support  of  the 
statements  which  I have  made  above: 

1.  Klein,  J.  O.  and  Finland,  M:  The  New  Peni- 
cillins. New  Eng.  J.  Med.  69:1019,  1963. 

2.  Penicillins.  Medical  Letter,  October  9,  1964. 

3.  Weinstein,  L.,  et  al:  Clinical  and  Bacterial  Ef- 
fect of  “Massive”  Doses  of  Penicillin  G by  Gram- 
negative Bacilli.  New  England  Journal  of  Medicine 
271:525,  1964. 

This  is  by  no  means  an  exhaustive  bibliography,  for 
there  are  many  other  articles  which  could  be  cited 
which  document  the  points  made  above.  In  addition, 
I called  on  my  own  experience  and  investigation 
using  the  various  penicillins. 

Paul  D.  Hoeprich,  MD 
Associate  Professor  of  Medicine 
University  of  Utah  College  of  Medicine 
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Announcing 

EXPANDED  SALES  AND  SERVICE  FACILITIES 

for 

SANBORN  INSTRUMENTS 

in 

THE  ROCKY  MOUNTAIN  AREA 


HEWLETT  pm 
PACKARD  i M SANBORN 


DIVISION 


Recently  all  Lahana  & Co.  people  in  Denver  and  Salt  Lake  City 
joined  the  local  offices  of  the  Neely  Sales  Division  of  Hewlett- 
Packard,  located  in  Englewood,  Colorado  and  Salt  Lake  City. 

Through  this  new  arrangement,  you  will  he  assured  greater  depth 
of  service,  more  factory-trained  people,  greater  repair  facilities, 
and  quicker  service  on  supply  orders. 


HEWLETT  m 
PACKARD  [k 


a 


NEELY 

SALES  DIVISION 


Neely  Sales  Division  offices  in  Englewood  (303-755-1233)  and 
Salt  Lake  City  (801-486-8166) . 
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It  still  is! 


Since  1941  this  has  been  the  physicians’ vitamin- 
mineral  formula  of  choice  in  the  West. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 


The  American  Medical  Association  supports  a five- 
year  extension  of  the  Vaccination  Assistance  Act. 

Dr.  James  Z.  Appel,  Lancaster,  Pa.,  president-elect 
of  the  AMA,  and  Dr.  Robert  C.  Long,  Louisville, 
Ky.,  a member  of  the  AMA  board  of  trustees,  pre- 
sented the  AMA’s  position  on  the  vaccination  pro- 
gram and  three  other  health  care  bills  at  a hearing 
of  the  house  commerce  committee. 

“Medicine,  on  the  national,  state,  county,  and 
community  levels,  has  consistently  worked  to  bring 
to  its  patients  the  benefit  of  advances  in  medical  re- 
search and  development,”  Dr.  Appel  said.  The  physi- 
cians of  America  and  the  Public  Health  Service  have 
long  been  partners  in  the  fight  against  disease  and  in 
the  campaign  to  eradicate  contagious  disease  wher- 
ever it  is  found. 

“The  Vaccination  Assistance  Act  of  1962  was  en- 
acted (with  AMA  support)  in  recognition  of  the  fact 
that  there  existed  all  over  the  country  pockets  of  peo- 
ple, particularly  children,  who  were  not  utilizing,  or 
who  did  not  have  available  to  them,  vaccines  for  the 
prevention  of  poliomyelitis,  diphtheria,  whooping 
cough,  and  tetanus.  The  Act  authorizes  grants  to  the 
states  to  enable  them  to  engage  in  a concentrated 
campaign  to  provide  immunization  to  people  in  these 
pockets.  We  believe  that  substantial  progress  has  been 
made,  and  we  recommended  the  program’s  continu- 
ation. . . . 

“Medical  research  has  since  (1962)  provided  an 
effective  vaccine  against  measles.  An  intensive  vac- 
cination program  directed  at  preschool  age  children 
can  dramatically  lessen  the  incidence  of  the  disease 
and  reduce  or  eliminate  the  serious  residual  effects 
which  are  sometimes  attendant  with  the  disease.  We 
therefore  believe  that  it  is  most  fitting  that  in  extend- 
ing the  Vaccination  Act,  H.R.  2986  include  measles 
in  the  authorized  vaccination  programs.” 

The  AMA  also  supported  a five-year  extension  of 
the  federal  grant  program  for  family  health  services 
for  migratory  workers. 

The  AMA  opposed  legislation  that  would  author- 
ize the  Public  Health  Service  to  construct  and  op- 
erate regional  or  national  research  facilities.  Dr. 
Appel  said: 

“We  fail  to  see  how  research  can  be  classified  as 
‘regional’  or  ‘national’  or  ‘local.’  Research  in  cancer 
which  may  be  carried  on  in  a medical  school  research 
facility  in  a midwestern  city  is  as  ‘national’  in  char- 
acter as  if  it  were  carried  on  in  a city  on  the  west 
coast.  Research  in  heart  disease,  or  in  any  of  the 
many  areas  of  interest  to  medical  science,  has  no 
geographic  bounds.  . . . 

"We  believe  that  the  country  will  best  be  served 


through  the  utilization  of  the  experience  and  knowl- 
edge of  institutions  which  are  currently  engaged  in 
medical  research.  Their  record  is  a good  one.  We 
see  no  reason  for  beginning  a new  program  which 
would  require  many  months  or  years  and  large  sums 
of  money,  and  which  would  compete  for  scarce 
skilled  research  manpower.  . . 

Dr.  Long  outlined  the  AMA’s  opposition  to  use 
of  federal  matching  funds  for  initial  staffing  of  com- 
munity health  centers. 

“We  believe  that  once  the  center  has  been  con- 
structed, the  community  should  assume  the  remain- 
ing responsibility,”  Dr.  Long  said. 

“The  providing  of  medical  care  is  essentially  a 
community  affair.  The  federal  government’s  partici- 
pation in  a matching  grant  program  stimulates  the 
start  of  the  local  program  and  helps  the  state  or 
community  overcome  the  initial  heavy  financial  bur- 
den. Most  often,  the  problem  initially  facing  a com- 
munity is  the  one-time  large  construction-cost  ex- 
penditure. Assistance  here,  by  way  of  federal  match- 
ing grants,  is,  in  our  opinion,  appropriate.  The  funds 
for  staffing,  however,  should  remain  the  sole  responsi- 
bility of  the  local  community.  There  does  not  appear 
to  be  any  justification  for  federal  participation  in 
financing  this  type  of  expense,  nor  is  it  likely  to 
phase  out,  as  stated  in  the  bill,  once  the  federal 
government  has  assumed  this  responsibility.  If  the 
community  cannot,  or  will  not,  support  the  program 
from  its  beginning  years,  it  is  not  likely  to  do  so 
later.” 

As  for  legislation  that  would  authorize  federal 
mortgage  insurance  and  loans  to  help  finance  the 
cost  of  constructing  and  equipping  facilities  for  the 
group  practice  of  medicine  and  dentistry,  the  AMA 
said: 

“We  do  not  believe  that  this  proposal  for  federal 
subsidy  can  be  justified.  Special  preference  to  physi- 
cians who  will  be  eligible  for  the  loan  or  mortgage 
insurance  under  this  measure  can  only  be  supported 
on  the  basis  that  adequate  sources  of  financing  do  not 
exist  through  banks,  insurance  companies,  and  other 
agencies.  We  know  of  no  such  evidence.  It  has  not 
been  demonstrated  that  this  legislation  is  required 
to  expand  currently  available  public  or  private  funds 
to  finance  or  insure  the  construction  and  equipping 
of  medical  or  dental  groups.  . . . 

“The  bill  specifies  that  the  surgeon  general  shall 
give  preference  to,  in  effect,  closed  panel  prepaid 
group  health  plans.  This  priority  discriminates  against 
other  physicians  in  private  practice  either  as  solo 
practitioners  or  in  partnerships  or  groups.” 

❖ * * 

The  AMA  also  has  emphasized  to  Congress  that 
the  Johnson  Administration’s  plan  for  a network  of 
regional  medical  complexes  could  have  “significant 
impact”  upon  the  practice  of  medicine  in  the  United 
States. 

Dr.  F.  J.  L.  Blasingame,  executive  vice  president 
of  the  AMA,  advised  Sen.  Lister  Hill  (D.,  Ala.), 
chairman  of  the  senate  labor  and  public  welfare  com- 
mittee, that  the  AMA  could  not  testify  on  short 
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‘All  Registered  Nurses  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests:  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 


for  April,  1965 
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FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBQSIL?  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro1, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy-  Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (l£  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tti- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 


notice  on  S.  596,  the  “Heart  Disease,  Cancer  and 
Stroke  Amendments  of  1965.” 

Despite  the  far-reaching  potentialities  of  the  legis- 
lation, Hill  unexpectedly  called  two  days  of  hearings 
on  short  notice  in  February. 

Blasingame  said  in  a letter  to  Hill: 

“We  regret  that  we  found  it  necessary  to  inform 
you  that  we  could  not  present  the  Association’s  views 
at  that  time.  Because  of  the  short  notice  given  of 
the  hearings,  it  was  not  possible  to  accord  this  im- 
portant legislation  the  proper  measure  of  considera- 
tion which  it  warrants. 

“We  are  sure  that  this  committee  must  appreciate 
the  tremendous  significance  of  the  legislation  before 
it.  The  purposes  of  it,  namely  to  assist  in  combating 
heart  disease,  cancer  and  stroke,  and  other  major 
diseases,  are  most  laudatory.  The  eradication  or 
control  of  such  diseases,  as  well  as  of  all  other 
medical  afflictions  of  man,  has  been,  and  continues 
to  be,  an  active  concern  and  goal  of  medicine. 

“We  deem  it  imperative  that  S.  596  be  given  con- 
sideration commensurate  with  the  significant  impact 
which  it  could  have  upon  the  course  of  medicine 
and  upon  the  health  needs  of  our  citizens. 

“The  Association  has  initiated  steps  within  its 
organization  to  give  to  S.  596  a most  careful  analysis 
of  its  intent  and  the  manner  in  which  it  is  sought  to 
be  implemented  and  achieved.  We  cannot  urge  too 
strongly  to  this  committee  that  this  legislation  raises 
considerations  with  far-reaching  ramifications  and 
with  a potential  of  far-reaching  effects  upon  the  na- 
tion’s health  needs.  The  course  to  be  charted  must 
represent  the  most  judicious  employment  of  the  na- 
tion’s medical  resources.” 

The  bill  would  amend  the  Public  Health  Service 
Act  by  adding  a new  title  which  would  authorize  the 
appropriation  of  $50  million  for  fiscal  1966,  and 
such  sums  as  may  be  necessary  for  the  next  four 
years,  to  be  used  as  grants  to  assist  public  or  private 
nonprofit  universities,  medical  schools,  research  in- 
stitutions, and  other  public  or  nonprofit  institutions 
and  agencies  in  the  planning,  establishing,  and  op- 
erating of  regional  medical  complexes  for  research 
and  training  and  for  demonstrations  of  patient  care 
in  the  fields  of  heart  disease,  cancer,  stroke,  and  oth- 
er major  diseases. 

The  Administration  has  refused  to  give  Congress 
the  total  amount  of  planned  expenditures  on  the  pro- 
gram, if  it  is  approved  by  Congress,  over  the  five- 
year  period.  But  Administration  sources  estimated 
$1.2  billion  when  the  legislation  was  introduced. 

* * * 

President  Johnson  has  named  Dr.  Luther  L.  Terry 
for  another  four-year  term  as  surgeon  general  of 
the  Public  Health  Service. 

A 53-year-old  native  of  Alabama,  Terry  has  been 
with  the  PHS  since  1942  when  he  became  assistant 
director  of  the  National  Heart  Institute.  The  late 
President  Kennedy  appointed  him  surgeon  general 
in  1960. 
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3utazolidin 

irand  of 

ihenylbutazone 


herapeutic  effects 

number  of  workers  have  reported  ma- 
>r  improvement  in  50-75%  of  cases,  with 
ome  successful  cases  going  into  com- 
lete  remission. 

1 responsive  cases,  improvement  is  gen- 
rally  seen  within  a week,  so  that  trial 
lerapy  need  seldom  be  continued  be- 
ond  this  period.  Alleviation  of  pain  is  fol- 
ded quickly  by  improvement  of  function 
nd  resolution  of  effusion  or  other  signs 
f active  inflammation.  Relief  of  arthritic 
/mptoms  is  quite  frequently  accompa- 
ied  by  increased  appetite,  gain  in  weight 
nd  an  improved  sense  of  well-being. 

he  initial  response  is  usually  maintained 
without  dosage  increases;  indeed,  ini- 
al  dosage  is  often  reduced  for  mainte- 
ance  purposes. 

alicylate  or  steroid  therapy  can  usually 
e diminished  or,  in  some  instances, 
liminated. 

soriatic  arthritis  responds  in  the  same 
'ay  as  rheumatoid  arthritis  but  the  skin 
isions  are  usually  not  affected  either  fa- 
orably  or  adversely  by  treatment. 


in  rheumatoid  Geigy 

arthritis 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash.  Infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of 
drug  allergy;  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions; 
when  the  patient  cannot  be  seen  regu- 
larly; when  the  patient  is  senile. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 


Butazolidin®  alka 

Each  capsule  contains: 


phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin®  brand  of  phenylbutazone 

Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3479 


■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 

$ 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


#.  Wallace  Laboratories  / Cranbury,  NJ. 
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In  Fractures:  B and  C vitamins  are  therapy 

Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS  QO 

Stress  Formula  Vitamins  Lederle  JtzESci 

jfcfli^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7283-4 


Each  capsule  contains: 

Vitamin  B i (Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  E?6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 

BAH  0*£«iWG  A«OUr 


«NSE«*  EDGE 


»unw  TMSmyoM  top  or  keyhole. 
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Drainex  disposable  system  protects  against  ascending  infection 


A bell-like  shield  covers  and  protects  the  outlet  end  of  Drainex  tubes.  It  prevents 
contact  of  the  tube  end  with  collected  urine,  with  hands,  bedclothes,  floors,  and  other 
sources  of  contamination.  It  interrupts  bacteria!  wet  tracts  and  discourages  ascending 
infection,  □ Drainex  bags  open  without  scissors,  have  their  own  carrying  handle,  are 
supplied  sterile  for  one-time  use.  Write  for  free  brochure  and  samples. 


Irrigex  Urolex  Enemex  Femenex  Cathetex 


*Another  of  the  “Expendables”  by  MACBICK  Wilmington,  Massachusetts, U.S.A. 

GIO.  51RB1RT  S SONS,  INC. 

1717  Logan  Street  Tel.  255-0408  Denver,  Colorado  80203 
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Test-tube  activity  of  a drug  is  only  one  indication  of  its  effectiveness.  More  im- 
portant is  the  amount  of  antibacterial  activity  at  the  site  of  infection. 

Ilosone®  produces  peak  levels  of  antibacterial  activity  two  to  jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  it  attains  them  earlier  and  main- 
tains them  longer. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local 
stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  un- 
common with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds — 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds — 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds~2$o  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 


Ilosone® 

Erythromycin  Estolate 


Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis  6,  Indiana. 
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EDITORIALS 
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.any  physicians,  some  of  them  thoughtful 
and  serious,  feel  that  state  medical  journals  are 
unnecessary  luxuries  and  that  the  role  of  the  state 
medical  society  could  be  severely  de-emphasized. 
Some  see  support  dwindling  for  these  traditional 

assets  of  the 

State  and  Regional  Medical  practitioner. 

Journals — Traditional  Assets  Regard  this 

To  Be  Preserved!  problem  from 

its  historical 

aspect  by  pretending  that  you  are  a practicing 
physician  in  some  county  in  the  United  States,  be- 
fore the  founding  of  our  societies.  You  have  sev- 
eral scores  of  fellow  practitioners,  but  no  medical 
organization.  There  is  no  county  medical  society 
to  affront  you  by  using  your  money  for  dues  or 
your  time  for  meetings  and  committee  work.  You 
are  also  free  of  such  encroachments  at  the  state 
and  national  level. 

I am  confident  that  it  would  be  only  a very 
short  time  before  one  of  your  fellow  practitioners 
would  approach  you  with  the  complaint:  “Why 
don’t  they  have  some  kind  of  medical  society  to 
represent  us  practitioners  here  in  this  county?” 
The  need  for  a spokesman,  for  a medium  of  ex- 
change of  medical  and  scientific  information,  an 
educational  medium,  a social  exchange,  an  eco- 
nomic guide,  would  be  pressing.  Soon  this  or- 
ganization would  be  established  and  functioning, 
with  the  usual  “clique”  of  willing  workers  being 
castigated  as  “power-hungry  politicians”  by  the 
drones.  Soon  the  adjacent  counties  would  band 
together  to  found  a state-wide  amalgamation  of 
these  county  groups.  Inevitably,  a national  asso- 
ciation would  be  created  by  uniting  the  state 
societies. 

But  all  this  togetherness  could  not  be  achieved 
without  a great  deal  of  communication.  Much  of 
this  would  necessarily  be  of  a permanent  nature, 
and  would  have  to  be  in  some  archival  form.  The 
demand  for  an  official  house  organ  would  be  un- 
avoidable and  at  each  echelon  of  the  organization, 
such  publications  would  come  into  being. 

In  this  reverse  look  at  medical  organization,  we 
can  safely  assume  that  the  complaining  role  would 


be  taken  by  the  same  man  who  plays  that  part  in 
our  present  establishment.  The  same  individual 
who  does  not  want  to  spend  a couple  of  dollars 
to  get  the  “inside  dope”  on  what  is  going  on,  is 
probably  the  very  one  who  would,  in  our  imagi- 
nary historical  drama,  be  outraged  by  the  ab- 
sence of  a society  and  an  accompanying  means 
of  communication,  if  we  were  just  building  our 
societies  from  scratch.  But  we  have  gone  through 
all  this,  and  we  are  organized  and  stratified,  and 
the  various  organizations  are  represented  by  ap- 
propriate publications.  Regrettably,  these  things 
are  being  taken  for  granted,  as  are  so  many 
familiar  good  things. 

And  now,  the  inevitable  change  is  leading  to  the 
separation  of  our  previously-united  doctors  into 
small  splinter  groups,  on  the  basis  of  specializa- 
tion, methods  of  remuneration,  place  and  type  of 
practice,  and  many  other  factors.  But  the  more 
we  divide,  the  more  we  need  to  unite.  The  more 
the  demands  placed  upon  us  by  the  need  for 
specialization  and  other  divisive  forces,  the  more 
we  must  preserve  those  ties  which  bind  us  in  our 
parent  organizations.  If  we  allow  those  strong 
bonds  to  dissolve,  we  will  realize  their  value  in 
their  loss.  The  lack  will  be  a greater  vacuum  than 
the  one  which  led  to  their  establishment  in  the 
first  place. 

To  abandon  the  state  journals  would  be  to  give 
up  the  means  by  which  we  find  out  what  is  hap- 
pening in  the  art,  science,  and  economics  of 
medicine  in  our  comer  of  the  world,  to  say  noth- 
ing of  political,  social,  and  educational  activities 
of  the  area.  Intercommunication  is  essential,  and 
we  must  be  involved  in  our  discipline  locally, 
where  we  live. 

Our  late  American  Medical  Association  Presi- 
dent, Dr.  Norman  Welch,  said  well  that  it  is  the 
duty  of  the  members  of  our  AMA  to  become 
well-rounded  physicians — to  be  learned  in  the 
science  of  medicine  and  skilled  in  the  art,  but  also 
to  be  well-versed  in  the  socioeconomic  aspects  of 
our  profession.  The  doctor  who  devotes  himself 
narrowly  and  completely  to  his  special  field  cannot 
achieve  this  well-rounded  development.  His 
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studies,  however  serious,  however  intense,  can- 
not lead  to  wisdom.  He  who  limits  his  reading  to 
the  texts  and  journals  of  his  specialty  and  seeks  to 
learn  of  related  fields  only  from  abstract  journals, 
will  grow  in  knowledge  of  less  and  less  and  will 
diminish  in  stature  as  his  involvement  in  medicine 
decreases. 

Should  we  have  too  many  of  such  members,  the 
unity  we  have  achieved  through  our  societies  will 
disappear,  and  the  intercommunication  we  have 
enjoyed  through  our  publications  will  dwindle. 
Today,  with  constant  changes  in  modes  of  prac- 
tice, rapid  increase  in  scientific  knowledge,  and 
frequent  appearance  of  new  therapeutic  modali- 
ties, we  must  have  rapid  communication  on  the 
local  and  state  levels,  as  well  as  nationally.  And 
who  will  risk  a loss  of  unity  in  this  social  and 
economic  climate?  We  need  more  than  ever  to 
hang  together  for  fear  of  hanging  separately. 

To  preserve  our  great  achievements  in  Ameri- 
can medicine,  uphold  your  duty  to  your  brother 
physicians  and  to  yourself.  Take  time  to  broaden 
your  outlook,  by  surveying  your  county  bulletin 
and  your  state  journal,  your  best  medium  for 
learning  of  the  “inside  dope”  on  social,  scientific, 
political,  educational,  legal,  and  other  matters  at 
the  place  where  all  action  is,  where  you  are,  and 
from  your  viewpoint. 

Preserve  these  assets! — (Editorial  from  Penn- 
sylvania Medical  Journal,  January  1965,  page 
46). 


Yc 


Old  Friends  Return 


. our  Editorial  Board  is  heartened  by  the  re- 
turn of  some  of  our  old  friends  as  advertisers  in 
the  Rocky  Mountain  Medical  Journal.  You  will 
note  in  this  issue  advertisements  from  the  Armour 

Pharmaceutical  Com- 
pany and  the  J.  B. 
Roerig  Company. 

We  have  shared  in 
a national  reduction 
in  state  and  regional  medical  journal  advertising 
during  the  past  several  years.  There  have  been  sev- 
eral understandable  reasons  such  as  competition 
from  the  so-called  free-circulation  or  “throw- 
away” publications,  personal  representation  ac- 
companying exhibits  in  our  hospitals,  the  detail 
men  who  visit  at  our  offices,  and  direct-mail  ad- 
vertising. Also,  there  has  been  a regrettable  reduc- 
tion in  research  and  production  of  new  pharma- 
ceuticals— a direct  consequence  of  federal  regula- 
tions in  the  wake  of  the  Kefauver  era.  Many  man- 


ufacturers have  again  come  to  realize  as  they  did 
in  the  past,  that  state  medical  journal  advertise- 
ments warrant  a high  place  in  the  budget  of  their 
advertising  dollars. 

Every  effort  is  being  made  to  keep  our  Journal 
attractive,  from  its  distinctive  cover  throughout 
its  readable  and  well-balanced  contents.  Each  of 
our  six  participating  states  is  represented  in  one 
form  or  another  in  each  issue.  You  will  note  that 
each  state  will  have  a special  issue  within  the  next 
year,  according  to  our  plans  for  a growing  and 
distinctive  publication. 

Again,  welcome  to  our  old  friends,  Armour  and 
Roerig! 


Yc 


Nevada  to 
The  Rescue 


our  Editorial  Board  held  its  traditional 
meeting  incidental  to  the  Midwinter  Clinical  Ses- 
sion of  the  Colorado  Medical  Society,  on  February 
24.  The  Chairman  made  his  perennial  plea  for 
more  scientific  papers  and 
signed  editorials  from  our 
participating  states  other 
than  Colorado.  Dr.  Wesley 
Hall,  Scientific  Editor  for 
Nevada,  responded  at  once  as  he  withdrew  the 
following  from  his  brief  case: 

“A  New  Orleans  attorney  applied  for  a govern- 
ment housing  loan  for  a client.  He  was  told  that 
the  loan  would  be  granted  if  he  could  prove  satis- 
factory title  to  the  property  offered  as  collateral. 
The  title  dated  back  to  1803,  and  he  had  to  spend 
three  months  running  it  down.  After  sending  it 
back  to  Washington,  he  received  this  reply: 


‘We  received  your  letter  today  enclosing  applica- 
tion for  loan  for  your  client  supported  by  abstract  of 
title.  Let  us  compliment  you  on  the  able  manner  in 
which  you  prepared  and  presented  the  application. 
However,  you  have  not  cleared  the  title  before  the 
year  1803,  and  therefore,  before  final  approval  can 
be  given,  it  will  be  necessary  that  title  be  cleared  back 
of  that  year.’ 

“The  annoyed  lawyer  replied  as  follows: 


‘Your  letter  regarding  titles  in  Case  189-165  re- 
ceived. I note  that  you  wish  titles  extended  further 
back  than  I have  presented  them.  I was  unaware  that 
any  educated  person  in  the  world  failed  to  know 
that  Louisiana  was  purchased  from  France  in  1803. 
Title  to  the  land  was  acquired  by  France  by  right  of 
conquest  from  Spain.  The  land  came  into  Spain’s 
possession  by  right  of  discovery  made  in  1492  by  a 
sailor  named  Christopher  Columbus  who  had  been 
granted  the  privilege  of  seeking  a new  route  to  India 
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by  the  then  reigning  monarch,  Isabella.  The  good 
queen,  being  a pious  woman  and  almost  as  careful 
about  titles  as  you  are,  took  the  precaution  of  ob- 
taining the  blessing  of  the  Pope  upon  the  voyage  be- 
fore she  sold  her  jewels  to  help  Columbus.  Now  the 
Pope,  you  should  know,  is  the  emissary  of  Jesus 
Christ,  the  Son  of  God,  and  God,  it  is  commonly 
accepted,  made  the  world.  Therefore,  I believe  it  is 
safe  to  presume  that  He  also  made  that  part  of  the 
United  States  called  Louisiana,  and  I hope  to  Hell 
this  satisfies  you.’ 

“ — Anonymous” 


Many  thanks,  Nevada!  This  is  a signed  editorial 
all  right,  but  we  can’t  find  this  guy  “Anonymous”  in 
your  directory.  Maybe  he’s  just  some  old  Greek 
whom  we’ve  overlooked.  We’ll  settle  for  this  at  the 
moment,  but  will  look  for  more  copy  during  1965. 
—Ed. 


M/ 


Lany  aged  need  help.  Yet  it  is  important  to 
emphasize  that  the  aged  must  learn  to  help  them- 
selves. There  is  an  attitude  beginning  to  develop 
among  many  aged  that  because  they  are  elderly, 
this  in  and  of  itself  entitles  them  to  certain  ad- 
vantages. They  are  be- 


Dorit Quit  Living 
Until 

You  Are  Dead 


coming  passive,  chal- 
lenging all  others  to  im- 
prove their  lot.  In  the 
practice  of  geriatrics,  it 
is  not  unusual  to  see  elderly  who  enjoy  their  in- 
firmities. It  has  become  a status  symbol,  a method 
of  attaining  attention,  a means  whereby  they  can 
maintain  control  of  their  families.  The  psychologic 
and  social  implications  are  vast. 

One  can  appreciate  fully  the  needs  of  the  aged 
population.  In  our  work-oriented  community,  one 
attains  his  prestige  when  he  can  answer  positively 
the  question:  “What  do  you  do  for  a living?”  We 
are  defined  by  our  work.  What  status  is  there  to 
be  retired?  Yet  all  of  us  eventually  will  find 
ourselves  retired. 

How  much  attention  can  we  expect  from  our 
married  children  who  have  many  responsibilities 
toward  their  own  families?  It  is  only  when  a par- 
ent becomes  ill  and  complaining  of  many  disabili- 
ties that  the  children  redirect  the  attention  from 
their  own  families  to  that  of  a parent.  Thus,  it 
would  seem  most  advantageous  for  many  aged  to 
be  chronically  ill  and  to  cater  to  their  own 
infirmities. 

The  frustrations  of  the  aged  are  realistic.  What 
fully  satisfying  activities  can  they  find  to  replace 
their  employment  or  marriage  and  raising  of  a 


family  during  their  earlier  adulthood?  Retirement 
is  not  going  to  disappear  from  the  American  scene. 
Spouses  are  going  to  die.  Children  are  going  to 
grow  and  leave  home.  Replacement  of  these  pre- 
vious satisfying  activities  will  have  to  depend  upon 
the  aged  individual  himself  seeking  and  develop- 
ing substitutive  satisfying  activities.  It  shall  have 
to  be  done  by  the  individual  for  himself.  No  mat- 
ter what  others  offer  to  him,  in  the  end  the  re- 
sponsibility depends  upon  himself  as  an  individual 
making  the  adjustment.  There  is  no  doubt  that  the 
adjustment  can  be  made  for  there  are  many  today 
in  their  senescence  who  find  life  rewarding  and 
fulfilling.  Agreed  these  are  individualists,  but  the 
fact  remains  that  it  can  be  done.  For  many  of  the 
aged  to  develop  the  attitude  that  their  plight  is 
not  of  their  doing  is  no  solution. 

We  do  not  wish  to  imply  criticism  of  the  aged. 
In  the  private  practice  of  geriatrics,  the  inability 
of  many  of  the  aged  to  find  satisfying  activities 
represents  the  major  problem.  There  is  no  great 
difficulty  in  working  through  a treatment  program 
for  the  medical-surgical  illnesses.  The  psychiatric- 
psychologic  problems  represent  a harder  task;  the 
social  difficulties  are  almost  an  impossibility.  Too 
many  of  these  people  seek  to  regain  the  life  of 
twenty  years  previously.  They  would  resurrect  the 
dead.  They  would  do  away  with  modern  industrial 
advances.  They  see  themselves  cast  off  by  the 
world  and  would  have  the  world  assume  the  full 
responsibility  of  reintegrating  them  into  society. 
They  seem  to  say,  “You’ve  done  this  to  me,  now 
you  fix  it.”  Unfortunately,  too  many  have  for- 
gotten conveniently  that  whatever  goal  they  at- 
tained in  their  earlier  years,  was  attained  through 
their  own  efforts  within  a friendly  or  hostile  so- 
ciety. As  such,  whatever  is  attained  during  senes- 
cence will  depend  upon  the  goals  sought  and  the 
energies  expended  in  either  a friendly  or  a hostile 
society.  At  whatever  age,  the  individual  has  the 
responsibility  for  the  individual.  His  fife  at  16, 
60,  or  106  is  whatever  he  makes  of  it.  An  old 
poem  summarizes  this  point  nicely: 

King  David  and  King  Solomon  led  merry,  merry, 
lives, 

With  many,  many,  girl  friends  and  many,  many, 
wives. 

But  when  old  age  came  over  them  with  its  many, 
many,  qualms, 

King  Solomon  wrote  the  proverbs,  and  King  David 
wrote  the  psalms. 

Victor  Kassel,  MD 

Salt  Lake  City 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 
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Never  before  have  so  many  owed 

so  much  to  so  few* 

Wesley  W.  Hall,  MD,  Reno,  Nevada 


Just  a few  short  weeks  ago,  this  civilization  lost 
a man  whom  I consider  to  be  the  last  of  the  Great 
Giants:  Sir  Winston  Churchill.  His  bulldog  tenac- 
ity was  demonstrated  in  the  long  days  of  his  fight 
to  remain  among  his  friends.  But  the  Gentleman 
Upstairs  must  have  needed  him  for  a special  tough 
problem  in  the  Great  Beyond,  and  so  he  left  us — 
rather  reluctantly,  I am  sure,  but  yet  I suspect 
Sir  Winston  is  right  now  occupying  a very  im- 
portant and  challenging  position.  As  we  waited 
for  the  sad  news,  and  as  it  came,  and  they  laid  him 
to  rest,  our  radio,  our  T.V.,  our  conversation  and 
our  memories  recalled  his  many  quotations. 

Each  of  us,  no  doubt,  has  his  favorite,  whether 
it  be  “blood,  sweat  and  tears,”  “their  finest 
hour,”  or  one  of  his  lighter  comments,  such  as 
the  notation  he  made  on  the  margin  of  a galley 
proof  of  one  of  his  books.  It  seems  a young  edi- 
tor had  corrected  a Churchill  sentence,  because  it 
ended  with  a preposition.  Churchill  scratched  out 
the  correction  and  scrawled  beside  it:  “This  is  the 
sort  of  impertinence  up  with  which  I will  not  put!” 

It  would  be  extremely  difficult  to  select  a single 
Churchill  phrase  as  my  favorite.  But  I often  think 
about  one  of  his  most  memorable  which  came  to 
us,  as  did  much  of  his  best,  during  the  early  days 
of  World  War  II.  It  was  in  August  of  1940,  a year 
after  Great  Britain  had  declared  war  on  a Nazi 
Germany  which  was  spreading  through  Europe 
like  a wild  cancer.  That  July,  the  blitz  had  begun 
over  Britain.  Only  the  magnificent  defense  by  the 
Royal  Air  Force  had  saved  the  island.  After  one 
air  battle,  it  was  of  these  pilots  and  crews,  that 
Churchill  said  in  the  House  of  Commons : “Never 
in  the  field  of  human  conflict  was  so  much  owed 
by  so  many  to  so  few!” 

* Keynote  address,  Thirtieth  Midwinter  Clinical  Session, 
Colorado  Medical  Society;  delivered  before  the  Society’s 
House  of  Delegates  February  23,  1965,  at  Denver.  Dr.  Hall  is 
Vice  Chairman  of  the  Board  of  Trustees,  American  Medical 
Association. 


Now  why  should  this  simple  statement  be 
entered  among  the  Old  Warrior’s  most  memo- 
rable? He  said  many  things  which  appear  pro- 
found. He  often  used  more  sparkling  rhetoric. 
This  statement  has  become  a major  part  of  the 
Churchill  legend  because  it  is,  in  these  few  words, 
a capsule  report  on  the  history  of  mankind.  It  fit 
that  night  in  1940,  but  it  applies  as  well  to  the 
Jews  going  out  of  Egypt,  to  the  careful  composi- 
tion and  signing  of  the  Declaration  of  Indepen- 
dence, to  the  freedom  of  the  American  press.  It 
describes  the  Denver  Fire  Department,  the  local 
P.T.A.’s,  and  the  Colorado  Medical  Society. 

We  step  on  toes! 

For  Mr.  Churchill  might  equally  well  have  said, 
“Always  in  the  field  of  human  endeavor  is  so 
much,  owed  by  so  many,  to  so  few.”  There  is  no 
point  in  time  or  place  to  which  it  does  not  apply. 
We  depend  on  leadership  in  large-scale  conflict,  or 
in  those  daily  annoyances  which  keep  us  on  our 
toes,  and  quite  often  on  someone  else’s  toes.  We 
could  not  get  along  without  that  small  band  who 
move  ahead  and  say,  “Come,  this  is  the  way.”  Or 
better  yet,  the  quarterback  might  say  to  the  full- 
back, “You  block  that  end  to  the  outside,  and  the 
pull-out  guard  will  clobber  the  linebacker,  and 
then  we  will  make  that  winning  touchdown.” 

Every  man  on  our  team  has  a job  to  do.  It 
might  be  that  one  end  will  run  a crazy  pass  pat- 
tern and  decoy  two  defenders.  And  this  will  leave 
us  an  extra  blocker  for  the  ball  carrier.  We  have 
but  one  quarterback,  one  leader  on  this  team. 
There  is  nothing  wrong  with  this.  It  is  part  of 
the  natural  law.  We  have  religious  leaders  and 
political  leaders,  scientific  and  society  leaders, 
labor  leaders  and  leaders  in  the  field  of  industry. 
We  have  cheer  leaders,  and  perhaps  we  need  a 
few  more  of  them.  Sometimes,  I drift  into  a realm 
of  meditation  and  homespun  philosophy,  and  I 
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believe  we  should  modestly  remember  the  magni- 
tude of  contributions  the  men  of  medicine  have 
provided  for  the  American  people.  Yes,  and  for 
the  betterment  of  the  health  of  the  people  of  all 
the  world. 

We  can’t  all  be  Five-Star  Generals.  We  need  a 
host  of  buck  privates  in  this  man’s  army.  We 
would  be  in  a terrible  mess  if  this  tribe  had  all 
chiefs,  and  no  Indians.  It  is  a real  good  omen  that 
there  are  leaders,  and  that  there  are  followers.  As 
George  Orwell  said,  “All  men  are  equal,  but 
some  are  more  equal  than  others.”  Most  of  our 
leaders  are  born  with  the  right  qualifications.  They 
think  a little  more  clearly,  and  a little  faster  and  a 
little  oftener  than  the  rest  of  us,  and  we  followers 
pray  that  they  think  correctly.  We  can’t  all  be 
leaders,  but  we  can  be,  and  we  are  all  followers 
somewhere  along  the  line.  None  of  us  has  ever 
started  out  at  the  top.  None  of  us  knows  all  there 
is  to  know  about  everything.  We  have  to  take 
someone’s  word  for  a few  things  and  we  have  to 
follow  in  certain  areas.  The  parade  of  life  never 
stops  moving.  Either  we  lead  a team,  or  we  had 
better  be  good  at  following,  because  our  present 
only  alternative  is  to  step  aside  and  drop  out,  or 
lose.  Down  through  the  centuries  mankind  has 
progressed  to  the  point  where  leaders  are  chosen 
rather  than  inherited.  In  general,  we  have  done  a 
fairly  commendable  job  of  choosing,  except  for  an 
occasional  Hitler,  or  Stalin,  or  socialist  reformer, 
and  in  these  instances  our  Twentieth  Century 
Society  might  be  excused  on  the  grounds  that  the 
selection  wasn’t  made  in  the  open  market. 

Colorado  lauded 

In  American  medicine,  we  choose  our  leaders 
on  the  National,  state,  and  local  scenes.  We  can 
be  proud  of  the  quality  of  men  we  have  chosen. 
But,  you  in  Colorado,  as  in  the  rest  of  the  nation, 
picked  men  who  were  followers  first.  They  know 
what  it  is  to  be  directed,  and  they  know  how  im- 
portant it  is  to  be  led  correctly. 

I am  proud  of  the  leadership  and  the  member- 
ship of  the  Colorado  Medical  Society.  You,  too, 
have  a right  to  be  mighty  proud  of  it.  Your  State 
Society  is  second  to  none  in  the  nation.  And  you 
can  be  gratified  with  your  leaders.  Would  that 
every  constituent  and  component  medical  society 
might  have  men  of  motivation  and  maturity  such 
as  yours:  Walter  Herold,  Sam  Childs,  Paul 
Hildebrand,  Bill  Day,  Howard  Robertson,  yes,  and 
a Harvey  Sethman  and  Don  Derry  and  Doug 
Macomber,  backed  up  by  such  pros  as  Ken 


Sawyer,  Chief  Hendryson,  Harlan  McClure,  and 
Gatewood  Milligan,  Bob  McCurdy,  Walter  Boyd 
— just  include  the  entire  composition  of  your 
House  of  Delegates  and  you,  gentlemen,  have  the 
tops. 

And  now,  what  do  you  plan  to  do  with  this 
leadership?  You  recognize  the  current  legislative 
problems  which  have  us  backed  into  a comer.  But 
do  all  the  doctors  of  Colorado  realize  the  crisis? 
Do  the  thinking  and  voting  people  of  this  state 
know  that  we  might  just  well  be  only  a half  a step 
away  from  the  ignominy  of  an  England?  No,  I 
am  not  speaking  of  Great  Britain,  the  once 
greatest  power  of  the  world,  I am  talking  about  a 
tiny  island  that  has  been  the  victim  of  a carefully 
conceived  clan  of  socialist  reformers  who  started 
out  as  a mere  handful  of  Fabian  fanatics.  Some  of 
you  might  be  thinking:  It  can’t  happen  here.  But, 
gentlemen,  it  is  happening  here. 

There  are  all  classes  of  politicians.  Most  of 
them  start  out  with  lofty  ideals  and  humanitarian 
motives.  We  send  them  to  our  National  Capital, 
and  sadly,  but  true,  all  too  high  a percentage  of 
them  wind  up  with  “Potomac  Fever.”  They  seem 
to  get  on  the  bandwagon  every  time  the  director 
raises  his  baton.  And  where  are  our  statesmen? 
You  ask  this  question.  Well,  the  unfortunate  part 
of  the  picture  is  in  order  to  be  a statesman,  a man 
must  first  be  a politician  and  get  elected  to  office, 
and  how  does  he  get  elected  to  office?  This  is  very 
simple,  by  getting  a majority  of  the  votes  cast  in 
that  election,  provided,  of  course,  he  can  get  an 
honest  count. 

Where  do  we,  in  medicine  stand  as  of  Tuesday, 
February  23,  1965,  possibly  as  a house  divided? 
As  all  of  you  know,  our  Great  Society  decreed, 
so  it  says  in  capital  letters,  that  the  mandate  of 
the  people,  as  evidenced  by  the  findings  of  Novem- 
ber 3,  1964,  called  for  the  solution  of  the  most 
pressing  problem  of  this  century,  the  correction  of 
the  many  defects  in  the  medical  care  of  the  poor 
old  people;  the  statutory  seniles;  all  those  65  years 
of  age  and  above.  As  a result  of  this,  HR-1  intro- 
duced by  Mr.  King,  and  S-l  introduced  by  Senator 
Anderson  were  the  first  order  of  business  in  our 
Congress.  You  well  realize  that  this  wonderful 
bit  of  statesmanlike  logic  would  be  financed  under 
the  extension  of  Social  Security,  and  administered 
by  the  Department  of  Health,  Education  and  Wel- 
fare. Yes,  our  politicians  seem  to  know  exactly 
how  health  care  should  be  provided. 

The  irony  of  this  whole  picture  is  that  in  each 
state  of  this  great  nation  of  ours  we  have  what  is 
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called  a State  Board  of  Medical  Examiners.  This 
knowledgeable  board  examines  a physician  as  to 
his  proficiency,  his  training,  his  morals  and  his 
ethics  before  he  will  even  be  granted  a license  to 
practice  medicine  in  this  highly  competitive  socie- 
ty of  ours.  And  yet,  our  politicians  seem  to — seem 
to  know  more  of  the  needs  of  the  people  than 
do  the  doctors.  But  I have  some  news  for  the  poli- 
ticians, and  I think  it  should  be  told  by  you  and 
all  your  colleagues  to  all  your  patients.  Four  years 
ago,  this  month,  Dr.  Leonard  Larson,  President  of 
the  AMA  wrote  to  every  congressman,  every 
senator,  and  every  governor  of  every  state,  in- 
quiring if  any  of  them  knew  of  one  single  instance 
in  which  a senior  citizen  had  applied  for  medical 
care  and  had  been  unable  to  obtain  it  because  of  a 
lack  of  finances.  Do  you  know  how  many  replies 
he  received  to  his  query?  Not  one  single  one. 
Think  of  that  one  for  just  a moment. 

Some  of  our  politicians  are  duping  the  Ameri- 
can public  into  believing  that  practically  all  of  our 
more  than  18  million  senior  citizens  are  wasting 
away  because  of  some  disease  or  pestilence.  Per- 
sonally, and  in  all  the  serious  convictions  of  my 
conscience,  I am  firmly  convinced  that  this  is 
basically  a plea  for  18  million  votes.  I am  sure 
that  most  of  you  have  seen  the  caustic  cartoons  of 
one  Herblock  in  which  he  depicts  the  poor  old 
man  in  a wheelchair,  emaciated  and  hollow  of 
cheek,  and  then  attempts  to  typify  to  the  Ameri- 
can reader  the  follower  of  Aesculapius  cruising 
along  in  his  imported  expensive  automobile  with 
his  nasal  appendage  tilted  in  an  obtuse  angle. 
This  is  the  type  of  opposition  we  have  been  facing 
for  a quarter  of  a century. 

And  what  medical  advisors  have  the  socialistic 
reformers  had  as  their  co-horts?  You  know  them 
as  well  as  I do.  A mere  handful  of  men  who  hold 
an  MD  degree,  but  whose  philosophical  back- 
ground has  been  a cross-breed  of  the  London 
School  of  Economics  and  Wilbur  Cohn  and 
Nelson  Cruikshank.  I think  it’s  high  time  we  quit 
fiddling  around  and  call  a spade  a spade,  and  you 
know,  when  you  dance  to  the  music,  you’ve  got 
to  pay  that  fiddler. 

Our  system  of  medicine  is  at  the  crossroads,  and 
the  men  of  courage  have  got  to  fight  fire  with  fire. 
We  must  no  longer  believe  that  the  drawling 
effects  of  the  platitudes  of  the  great  leader  have 
no  effect  on  the  gullible  public.  Unfortunately, 
this  massive  hypnosis  of  hypocrisy  must  be  ex- 
posed for  what  it  really  is:  A harlotry  of  hum- 
buggery.  They  would  have  us  believe  that  medi- 


cine has  done  a poor  job  in  these  United  States. 
Yes,  they  have  attempted  to  divide  us  by  en- 
couraging all  sorts  of  publicity  directed  against 
the  hierarchy  of  AMA,  and  the  haughty  and  selfish 
leaders  of  the  various  states’  societies.  But  they 
have  also  been  very  careful  to  have  publicized  to 
each  individual  that  his  personal  physician  is 
really  a nice  guy,  well  educated,  properly  moti- 
vated and  dedicated  and  that  really,  deep  down  in 
his  own  heart,  he  doesn’t  go  along  with  the 
philosophy  and  action  of  his  leaders. 

The  Hitler  plan  again 

Divide  and  conquer — the  same  old  story  so 
ably  portrayed  by  Hitler.  Somewhere,  somehow, 
many  of  us  have  fallen  for  that  tainted  bait. 
Brother  against  brother;  family  physician  against 
specialist;  academician  against  private  doctor; 
town  and  gown.  You  know  what  happened  to 
Hitler.  Let’s  see  that  those  who  would  divide  and 
conquer  really  realize  that  we  are  a united  profes- 
sion— the  greatest  in  all  the  world.  Gentlemen,  I 
recall  one  of  Blasingame’s  famous  quotes:  “One 
of  the  greatest  organizations  for  good  in  all  of  the 
world  is  the  American  Medical  Association  and  its 
members.”  Let  that  one  soak  in  just  a moment. 
We  want  to  keep  our  freedom  of  enterprise  rather 
than  submit  to  Federal  edict  the  questionable 
“Law  of  the  Land.” 

Let  us  inform  all  the  people  that  we  have  the 
best  system  of  medicine  in  the  world  today.  No 
longer  does  the  patient  go  to  Vienna  or  London  or 
Paris  for  treatment,  but  today,  Vienna,  London, 
Paris  and  the  rest  of  the  world  come  to  the  United 
States.  And  why?  Are  we  Americans  brighter  than 
the  rest  of  the  world?  I doubt  it.  Do  we  keep 
medical  knowledge  to  ourselves  so  that  we  force 
them  to  come  to  us?  On  the  contrary,  through  the 
American  Medical  Association,  its  journals,  its 
meetings,  its  multiplicity  of  programs,  new  knowl- 
edge is  disseminated  even  into  the  darkest  of  the 
four  corners  of  the  globe.  Why,  then,  has  this 
country  become  the  center  for  learning  and  treat- 
ment? For  the  simple  reason  that  American  medi- 
cine has  remained  free  to  study,  to  experiment,  to 
build  and  develop  through  the  mutual  vitality  and 
wholesome  motivation  of  all  of  its  members. 

The  national  life  blood  that  is  free  enterprise 
has  twice  saved  Western  civilization  on  the  battle- 
field. In  World  War  II,  while  allied  troops  fought 
to  win  all  over  the  world,  the  decisive  victory  was 
one  of  the  American  assembly  line  which  buried 
Fascism  in  a never  ending  deluge  of  production. 
We  were  able  to  arm  and  equip  our  troops,  give 
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vast  supplies  to  our  allies,  and  feed  every  Ameri- 
can citizen,  thus  refuting  the  theories  of  so-called 
experts  who  had  predicted  that  we  would  have  to 
choose  between  guns  and  butter,  as  Germany, 
Italy  and  Russia  had  chosen. 

We  won  that  war,  not  through  government  con- 
trol, dictatorship  or  tyranny,  but  through  our 
dynamic  way  of  life,  and  when  the  war  ended, 
while  many  nations  accepted  some  form  of  Com- 
munism or  socialism,  they  continued  to  turn  to 
America  for  leadership  and  aid.  Unfortunately, 
our  attempts  to  purchase  friendship  on  the  inter- 
national market  in  the  form  of  foreign  aid  is  now 
a sad  commentary.  Since  1947,  we  have  given 
away  to  1 04  out  of  1 1 2 foreign  countries  over  1 26 
billion  dollars.  And  we  have  a bankrupt  foreign 
policy  under  which  American  soldiers  are  dying 
for  a cause  without  a reason  and  a war  without  a 
name  which  they  have  been  forbidden  to  win.  As 
a questionable  Good  Samaritan  policy,  this  is  an 
unfortunate  example  of  the  quality  of  leadership 
we  have  had  at  the  national  political  level.  And 
our  political  opponents  cynically  and  crassly  be- 
lieve that  the  American  public  will  swallow  a dose 
of  socialized  medicine,  with  first,  a little  taste  of 
care  for  the  elderly. 

Political  Frankenstein# 

May  I give  you  the  definition  of  socialized 
medicine?  This  is  a system  of  medical  care  in 
which  the  government  finances,  provides  and  ad- 
ministers medical  aid  in  its  entirety.  Representa- 
tive Aime  Forand,  Democrat  of  Rhode  Island, 
made  this  statement  on  January  12,  1961,  at  the 
Shoreham  Hotel,  Washington,  D.  C.,  at  a meeting 
of  a group  of  participants  at  the  White  House  con- 
ference on  aging,  and  I quote:  “If  we  can  only 
break  through  and  get  our  foot  inside  the  door, 
then  we  can  expand  the  program  after  that.”  Un- 
quote. Today,  we  are  still  fighting  the  same  ap- 
proach, the  same  appeal  of  the  same  politicians 
for  the  vote  of  18  million  senior  citizens.  This 
proposed  program  reminds  me  of  being  “a  little 
bit  pregnant.”  The  status  quo  does  not  remain 
dormant  forever.  The  delivery  of  the  full  blown 
package  is  inevitable. 

But  we  have  quite  a number  of  things  which 
have  suddenly  changed  the  focus  of  our  political 
Frankensteins.  No  longer,  at  least  temporarily, 
is  the  number  one  problem  of  America  the  poor 
old  sick  folks.  The  vendetta  of  Viet  Nam  has 
expanded,  and  the  parents  of  the  boys  in  service 
are  beginning  to  have  their  voices  heard  in  an  area 
which  has  no  eighth  cranial  nerve  involvement  in 


Congress.  Malcolm  X,  only  yesterday,  suffered 
the  penalty  of  fanaticism,  tragic  as  it  might  seem 
in  the  land  of  the  free  and  the  home  of  the  brave. 

The  older  people  of  this  country  are  basically 
conservative.  They  went  through  the  depression 
years.  They  are  slowly,  but  surely  being  informed 
of  the  cost  and  the  limitations  of  that  great  govern- 
mental hoax,  so-called  “Medicare,”  and  these 
people  don’t  want  their  grandchildren  and  their 
great-grandchildren  to  be  burdened  with  the  tre- 
mendous expense  of  a second-rate  social  securi- 
ty satire  and  mockery  of  medicine. 

We,  the  leaders  of  medicine,  just  realize  that 
health  is  not  just  everybody’s  business:  It’s  every- 
body’s responsibility.  Every  illness  has  functional, 
biological  and  physical  characteristics,  and  now 
we  have  added  to  this  the  political  aspects.  The 
American  people  have  developed  an  appetite  for 
health,  and  for  good  health,  and  it  is  our  moral 
and  professional  obligation  to  see  that  they  receive 
it.  While  it  is  true  that  a large  per  cent  of  Ameri- 
can citizens  are  guilty  of  economic  and  legislative 
illiteracy,  we  must  continue  to  inform  them  so 
that  they  may  learn  to  recognize  their  obligations 
and  responsibilities  in  the  field  of  “health”  and 
Health  Legislation.  Let  us  attempt  to  restore  and 
elevate  all  our  citizens  to  the  level  of  individual 
and  national  nobility.  We  must  remember  that  the 
future  may  have  in  store  for  us  many  rewarding 
as  well  as  frustrating  moments. 

Tomorrow  inevitably  becomes  today;  today’s 
planning  is  tomorrow’s  reality.  Shakespeare  tells 
us  “’Tis  the  mind  that  makes  the  body  rich.” 
Benjamin  Franklin  observed:  “The  doors  of  wis- 
dom are  never  shut.” 

Freedom  will  be  maintained  only  if  each  of  us 
follows  our  leadership.  We  must  play  an  active 
role  in  the  current  issues  with  a democratic  and 
national  exchange  of  ideas,  made  with  an  open 
mind.  There  are  over  200,000  members  of  the 
American  Medical  Association.  They  come  in  all 
sizes  and  shapes  and  of  countless  backgrounds. 
It  would  be  as  ridiculous  as  it  is  unfair  to  demand 
that  all  agree  on  all  things.  This  is  not  how  the 
AMA  operates,  nor  is  it  how  the  Colorado  Medi- 
cal Society  operates.  It  is  not  the  way  any 
organization  can  operate  if  it  is  to  continue  to 
function  and  to  grow.  The  chosen  leaders  of  the 
AMA  as  the  leaders  of  Colorado  medicine,  and  of 
your  local  societies,  must  know  your  wishes.  If  we 
followers  don’t  want  to  follow,  then  the  leaders 
have  a right  to  know  why.  If  we  quarrel  with  this 
decision,  if  we  believe  theirs  is  a better  way  to 
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carry  out  that  measure,  then,  for  the  good  of  all 
of  us,  we  owe  it  to  our  leaders  to  make  our  voices 
heard. 

But  then  there  is  one  prerequisite  for  effective 
and  helpful  vocality:  That  prerequisite  is  knowl- 
edge of  all  the  facts.  We  have  discovered  in 
bringing  the  story  of  American  medicine  to  our 
people  and  telling  them  of  the  many  deep  flaws 
in  the  various  Social  Security  tax  proposals,  that 
a lack  of  the  facts  was  the  chief  factor  behind  their 
opposition.  They  simply  had  not  known  the  truth 
because  the  supporters  of  Medicare  did  not  want 
them  to  be  told  the  truth.  The  growing  lack  of 
public  enthusiasm  for  Medicare,  as  indicated  in 
recent  opinion  polls,  can  be  attributed  to  our 
effective  efforts  in  telling  the  facts  to  all  who  will 
listen. 

But  it  is  a shame,  indeed,  gentlemen,  when  we 
in  medicine  don’t  take  time  to  learn  these  facts. 
How  can  we  contribute  to  the  preservation  of 
Medicine  under  the  free  enterprise  system  if  we 
will  not  learn  for  what  and  why  we  are  fighting? 
And  you’d  be  amazed  at  how  many  doctors  in  this 
Nation  don’t  know  and  you’d  be  terribly  disap- 
pointed in  some  of  our  colleagues  if  you  could 
hear  them  quarrel  with  our  leadership  for  the 
simple  reason  they  not  only  don’t  know  what  the 
score  is,  but  they  also  don’t  even  realize  who  is 
playing  in  the  old  ball  game. 

Whether  we  are  leaders  or  followers,  we  now 
have  a vital  challenge  before  us.  If  medicine  is  to 
strengthen  its  unity,  it  must  strengthen  its  working 
knowledge.  Before  we  can  bring  the  facts  to  all 
our  patients,  we  must  first  get  these  facts  to  all  in 
medicine.  There  are  many,  many  ways  to  do  this: 
We  have  excellent  and  informative  printed  aids 
through  the  AMA,  through  our  national  and  state 
speakers’  bureaus,  and  these  are  doing  a remark- 
able job.  It  would  benefit  each  of  us  to  sit  in  on 
some  of  their  efforts.  But  there  is  a best  method. 
This  is  for  each  of  us  to  sit  down  with  our  col- 
leagues and  patients  and  spread  the  word.  We  can 
mentally  assign  ourselves,  right  now,  to  get  to- 
gether with  a few  physician  friends  at  the  first  op- 
portunity. We  can  pick  those  we  know  who  are 
unsure  of  the  facts  or  who  have  not  taken  the  time 
to  learn  all  they  should.  We  can  talk  to  them, 
answer  their  questions,  give  them  the  truth  which 
they  must  have  to  settle  their  own  minds  so  that 
they  can  pass  it  along  to  the  public.  There  has 
never  been  a greater  need  for  this  activity  than 
there  is  right  now,  today! 

Organized  medicine  actively  supports  the 


Herlong-Curtis  Eldercare  Bill.  It  is  by  far  the 
finest  proposal  to  come  along  in  answer  to  the 
financial  problems  of  our  elderly  citizens.  This  bill 
guarantees  the  patient  freedom  of  choice  of  physi- 
cian and  hospital.  It  guarantees  the  physician  free- 
dom to  prescribe  for  the  good  of  the  patient  rather 
than  according  to  some  government  formula.  It 
assures  those  needy  of  all  the  help  they  need.  It 
assures  the  taxpayer  of  an  equitable  handling  of 
his  money.  And  yet  we  are  told  by  some  that  this 
Eldercare  Program  is  too  late.  Too  late  for  what? 
Too  late  for  a much  better  and  less  expensive  type 
of  care  which  the  Social  Security  saboteurs  want? 
Yes,  that  is  right.  There  is  no  time  limit  on  reason- 
able action  which  is  superior.  I can’t  believe  that 
Congress  has  set  a deadline  on  logic,  wisdom  and 
common  sense. 

“ Their  Finest  Hour” 

But  the  public  will  make  its  wishes  known  to 
Congress  if  we  give  our  patients  the  truth,  and  if 
we  stimulate  them  to  write  their  decisions  to  their 
Congressmen.  We  must  remind  them  of  the  words 
of  James  Madison:  “I  believe  there  are  more  in- 
stances of  the  abridgment  of  the  freedom  of  the 
people  by  gradual  and  silent  encroachment  of 
those  in  power  than  by  violent  and  sudden  usurpa- 
tions.” 

In  summary,  then,  let  me  again  thank  the 
leaders  we  have  been  blessed  with  in  American 
medicine.  Let  me  thank  and  congratulate  the 
followers  for  their  untiring  support,  their  loyalty 
and  enthusiasm.  But  let  me  remind  us  all  that  our 
job  is  not  yet  done.  We  know  our  immediate  goal 
and  we  must  put  before  the  American  people  the 
truth  about  the  issues  we  face.  We  must  make 
them  see  the  cause  of  our  great  concern.  To  do 
this,  all  of  us  must  know  the  issues  and  the  facts, 
and  each  physician,  our  auxiliaries  and  all  our 
allies  must  pass  on  these  facts  to  those  it  most 
vitally  concerns — our  patients. 

We  have  the  truth,  and  we  have  an  excellent 
program.  We  can  use  the  truth  to  insure  that  our 
citizens  obtain  fine  medical  care  under  harmonious 
situations.  May  we  borrow  from  the  wisdom,  the 
spontaneity  and  inspiration  of  this,  the  greatest 
statesman  and  public  figure  of  the  Century,  and 
paraphrase  another  of  his  timeless  utterances  that 
may  now  apply  to  the  challenging  tasks  and  diffi- 
cult days  before  us:  “Let  us  therefore  bend  our- 
selves to  our  duties  and  so  bear  ourselves  that  if 
American  Medicine  shall  continue  for  a thousand 
years,  men  will  say:  “This  was  their  finest  hour.”  • 
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On  the  nature  and  terminology  of  syndromes, 
particularly  of  the  gastro-intestinal  tract* 


The  author  acknowledges  with  gratitude 
and  nostalgia  the  debt  of  a student  to  the 
dynamic  teachings  of  Dr.  Leo  Rigler. 

One  of  Dr.  Rigler  s firm  tenets  is  that  “ the 
x-ray  diagnosis  is  only  a part  of  the  findings 
in  any  particular  case.”  It  is  only  with  this 
philosophy  that  the  radiologist  can 
harmonize  the  clinical  data  and  the  x-ray 
findings  and  uncover  many  fascinating 
syndromes.  This  presentation  concerns  both 
the  flexible  nature  and  nomenclature 
of  syndromes. 

A syndrome  consists  of  a constant,  unhealthy 
coexistence  of  abnormal  symptoms  and  signs 
whose  relationships  to  an  underlying  disorder  are 
obscure.  When  such  factors  become  unravelled, 
the  darkness  of  the  syndrome  has  given  way  to  the 
light  of  a new  disease  or  patho-physiologic  proc- 
ess. The  tendency  to  apply  one  or  more  eponymic 
or  allusive  titles  to  a syndrome  has  been  criti- 
cized; descriptive  titles  have  been  more  acceptable. 

Years  after  a syndrome  has  been  reported, 
someone  records  another  case  and  honors  the 
original  author  with  an  eponymic  label.  Some- 
times the  honor  is  doubtful  since  the  original 
cases  may  turn  out  to  be  a different  disorder.  For 
example,  Willis1  quotes  Albright’s  comment  on 
von  Recklinghausen’s  disease  that  two  of  von 
Recklinghausen’s  three  cases  were  not  hyper- 
parathyroidism, but  were  polyostotic  fibrous  dys- 
plasia. Fortunately  his  “third  case  in  all  probability 
did  have  hyperparathyroidism;  otherwise  we  would 
be  confronted  with  the  disturbing  state  of  affairs 
that  von  Recklinghausen  had  neglected  to  describe 
what  is  now  known  as  von  Recklinghausen’s  dis- 
ease.” 

* Presented  at  Rocky  Mountain  Radiological  Society’s  Com- 
memorative Program  honoring  Dr.  Leo  Rigler,  August  23, 
1963,  Denver,  Colorado. 


Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 

Often  eponyms  are  applied  in  a capricious,  un- 
justified and  unscientific  manner.  An  example2 
is  the  Henoch-Schonlein  syndrome.  Henoch  re- 
ceives top  billing  despite  the  fact  that  he  pub- 
lished 42  years  after  Schonlein,  and  there  were 
four  other  people  who  described  the  syndrome 
as  long  as  24  years  before  Schonlein  and  are  not 
acknowledged.  The  ligament  of  Wrisberg  at  the 
knee  is  a good  example  of  an  undeserved  eponym.3 
It  was  actually  discovered  by  Weitbach  in  1742 
when  Wrisberg  was  only  three  years  old. 

Because  of  the  many  inequities  and  the  grow- 
ing number  of  eponyms  (3000  according  to  Wil- 
lis) there  is  a feeling  that  it  is  “no  longer  good 
form  for  a medical  paper  to  look  like  a collec- 
tion of  tombstones  in  a cemetery  of  great  physi- 
cians.”4 Ogilvie5  reflected  that  a satisfactory  opera- 
tion of  an  ulcer  is  a “Shoemaker  type  of  Billroth  I 
gastrectomy  and  a high  posterior  Finisterer-Lake- 
Lahey  modification  of  the  Mikulicz-Kronlein- 
Hofmeister-Reichel-Polya  improvement  of  the 
Billroth  II  gastrectomy.  . . .” 

A minority  point  of  view  is  that  some  eponyms 
are  useful,  universally  accepted  and  known,  and 
are  often  simpler  than  a descriptive  title.  For  ex- 
ample, Hodgkin’s  disease  is  a better  name5  than 
the  inaccurate  lymphogranuloma,  infectious  gran- 
uloma, malignant  granuloma,  etc.,  and  Weber- 
Christian  disease  is  superior2  to  “relapsing  nodular 
nonsuppurative  panniculitis.”  And  finally  Willis1 
grants  that  discoveries  of  outstanding  importance 
and  originality  “deserve  eponymic  immortaliza- 
tion.” 

I think  there  is  another  reason  for  voting  for 
eponymic  and  allusive  designations;  they  are  often 
exciting,  stimulating  and  imaginative;  they  can 
prod  the  reader’s  curiosity  and  interest  in  med- 
ical history  and  they  are  sometimes  more  descrip- 
tive than  a scientific  label.  Isn’t  the  term 
“Pickwickian  syndrome”  preferable  to  the  mun- 
dane “cardio-pulmonary  obesity  syndrome”?  The 


34 


Rocky  Mountain  Medical  Journal 


vintage  wine  of  a “Seabright-Bantam  syndrome” 
or  an  “Iliac  horn  syndrome”  lend  zest  and  spice 
to  the  bread  and  butter  courses  of  duodenal  ulcer 
and  fractured  malleoli. 

In  the  space  available,  a few  of  the  many  rare 
syndromes  of  the  gastrointestinal  tract  will  be 
shown.  Most  of  these  are  listed  in  Durham’s  En- 
cyclopedia of  Medical  Syndromes.6  In  general, 
they  are  poorly  known,  relatively  unimportant, 
sometimes  with  questionable  verification,  likely 
to  be  altered  tomorrow,  but  undoubtedly  fasci- 
nating. The  first  group  consists  of  syndromes  with 
descriptive  titles. 

Descriptive  Syndromes 

Fig.  1 is  characteristic  of  a splenic  flexure  syn- 
drome. Gas  has  accumulated  in  the  flexure  and 


Fig.  1 


descending  colon,  elevated  the  left  dome  of  the 
diaphragm  and  displaced  the  heart  to  the  right. 
This  53-year-old  lady  had  left  upper  quadrant 
and  chest  discomfort,  shortness  of  breath  and 
palpitations,  relieved  by  diet  and  abdominal  ex- 
ercise. 

The  hepatic  flexure  syndrome  was  described 
by  Palmer  et  al.7  in  1955.  Fig.  2 is  the  abdomen 
of  an  elderly  man  who  had  severe,  disabling  right 
sided  abdominal  pain,  cramping  and  fullness,  ne- 
cessitating hospitalization.  A complete  work-up 
showed  only  pocketing  of  gas  in  the  ascending 
colon.  Medical  treatment  relieved  his  complaints 


Fig.  2 


and  four  days  later  (Fig.  3)  the  colon  appeared 
normal.  There  were  future  similar  attacks. 

This  syndrome  is  poorly  authenticated  in  the 
literature.  By  contrast,  the  splenic  flexure  syn- 
drome has  excellent  experimental  documentation.8 
Recently,  Melamed  and  Kubian9  reported  four 
cases  of  functional  obstruction  of  the  colon  with 
massive  distention  of  the  right  colon,  one  case 
after  the  use  of  hexamethonium  bromide  for  the 


Fig.  3 


for  April,  1965 


35 


Fig.  5 


treatment  of  severe  hypertension.  In  the  other 
three  cases,  no  known  etiologic  cause  was  found. 
In  one  of  these  cases,  cecal  perforation  occurred 
as  a result  of  the  massive  distention.  The  hypothe- 
sis was  advanced  that  autonomic  nervous  system 
blocking  agents  of  various  types  can  cause  “bowel 
obstruction”;  these  agents,  damaging  to  intra- 
mural ganglia,  are  toxins  or  avitaminosis,  paraly- 
sis, overactivity  of  the  sacral  parasympathetic 
system  and  others.  We  have  seen  two  instances  of 
functional  obstruction  with  distention  of  the  right 
half  of  the  colon  and  with  grave  clinical  courses. 
One  (Fig.  4)  occurred  after  a stroke  and  the 
other  (Fig.  5)  after  a coronary  occlusion.  Both 


Fig.  6 


patients  had  been  taking  cholantyl  gel  for  long 
periods  of  time.  After  removal  of  the  anticholi- 
nergic drug,  the  obstructive  symptoms  gradually 
relented.  We  think  that  these  colonic  distention 
syndromes  are  probably  now  beginning  to  be  un- 
ravelled. 

The  ileogastric  syndrome  was  first  thought  to 
represent  upper  abdominal  organ  disturbance 
from  lower  abdominal  lesions  such  as  inflamed 
appendix  and  mesenteric  adenitis.  Fig.  6 shows 
a patient  with  Crohn’s  disease  of  the  terminal 
ileum  and  transverse  colon,  and  who  had  upper 
abdominal  cramping  and  a distended  duodenal 
loop.  Recently,  Simon  and  Lerner10  explained 
these  findings  in  such  diverse  entities  as  appen- 
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Fig.  7 


dicitis,  pancreatitis  and  terminal  ileitis.  The  duo- 
denal stasis  resulted  from  compression  by  an  in- 
flamed mesenteric  root  secondary  to  the  original 
disease.  Thus,  a dubious  syndrome  is  being  rele- 
gated to  a pathologic  process. 

Fig.  7 is  a verified  superior  mesenteric  artery 
syndrome  in  a young  lady  who  had  bloating, 
cramps,  vomiting,  relief  in  the  knee-chest  posi- 
tion, surgical  verification  and  improvement  there- 
after. Despite  an  editorial  in  Radiology11  last  year, 
casting  doubt  on  the  existence  of  this  syndrome, 
we  have  several  authenticated  cases.  However,  if 
one  considers  only  the  x-ray  finding  of  a mega- 
duodenum, there  are  now  nine  or  more  causes 
to  be  evaluated,  ranging  from  emotional  stress  to 
aganglionosis  of  the  bowel  wall,  and  a probable 
new  syndrome  of  megaduodenum  and  mega- 
cystitis. 

Synonyms  for  this  syndrome  are  the  arterio- 
mesenteric-duodenum occlusion  syndrome  and  the 
gastromesenteric  ileus  syndrome.  It  is  apparent 
that  many  of  these  descriptive  titles  give  little  in- 
formation about  the  patterns,  except  perhaps  for 
anatomic  localization  and  that  often  proves  to  be 
incorrect  when  additional  information  becomes 
available.  The  eponymic  syndromes,  which  are 
now  to  be  sampled,  do  not  have  such  restrictions. 

Eponymic  Syndromes 

The  Barret  syndrome,  or  gastric-lined  esopha- 
gus12 (Fig.  8)  is  seen  in  a nervous  56-year-old 
janitor,  who  suffered  from  sour  eructations,  weak- 
ness, anorexia  and  insomnia.  Irregular,  shallow, 
peripheral  defects  are  noted  along  the  distal 


esophageal  wall,  with  ulceration.  Biopsies  here 
disclosed  columnar  epithelium  of  the  gastric  type 
lining  the  wall;  this  was  not  an  instance  of  oc- 
casional ectopic  islands.  The  patient  rejected  a 
resection  and  is  still  symptomatic.  The  tendency 
to  eponymophilia  is  demonstrated  by  references 
in  the  literature  to  the  ‘‘Barret  ulcer,”  “Barret 
epithelium”  and  “Barret  syndrome.”  It  seems  like- 
ly that  this  should  be  classified  as  a disease. 

The  Dudley-Klingenstein  syndrome0  consists  of 
a clinical  pattern  of  failure  to  obtain  relief  of 
ulcer  symptoms  with  symptomatic  therapy  and 
persistent  melena  in  the  absence  of  hematemesis; 
a jejunal  neoplasm  is  present.  The  patient  shown 
in  Fig.  9 had  the  clinical  findings  but  his  diffi- 
culties were  attributed  to  the  demonstrable  colon- 
ic polyp.  After  this  was  resected,  the  bleeding 
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Fig.  9 


continued,  and  elsewhere,  the  jejunal  cancer  was 
found  (Fig.  10)  that  was  missed  originally.  It  is 
worth  mentioning  that  this  syndrome  is  named 
for  two  coworkers.  Not  all  hyphenated  eponyms 
can  be  assumed  to  consist  of  two  people,  collabo- 
rators or  not.  For  example,  Smith-Petersen  is  one 
person,  as  is  Bence-Jones. 

Ogilvie,  who  was  opposed  to  eponyms,  was  hon- 
ored with  one6  after  reporting  two  cases  with 
signs  and  symptoms  of  colonic  obstruction.  Both 
were  explored  and  malignant  disease  was  found 
in  the  region  of  the  crura  of  the  diaphragm,  coeliac 
axis,  and  semilunar  ganglion.  Fig.  1 1 is  of  a lady 
who  presented  with  obstructive  colon  symptoms 
consisting  of  pain,  bloating  and  vomiting.  She  was 
known  to  have  pleural  and  pulmonary  metastases 
from  a breast  carcinoma.  The  barium  enema 


Fig.  10 


showed  no  obstruction.  The  autopsy  showed  wide- 
spread metastases,  including  the  coeliac  axis;  there 
was  no  organic  obstruction  of  the  colon  found, 
despite  distention. 

The  synonyms  for  Ogilvie’s  syndrome  are  false 
obstruction  of  the  colon  and  sympathicotonic  co- 
lon syndrome.  It  seems  obvious  that  these  “more 
scientific”  descriptive  labels  are  really  not  at  all 
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descriptive  of  the  clinical  situation;  the  eponym 
has  much  in  its  favor. 

Allusive  Syndromes 

Another  type  of  title  is  the  allusive  title,  which 
is  actually  an  eponym,  but  based  on  some  color- 
ful reference  to  history  or  literature;  the  specific 
pattern  is  very  adequately  described  by  these 
symbolic  designations.  Two  such  syndromes  af- 
fecting the  gastrointestinal  tract  are  to  be  de- 
scribed. 

Munchausen’s  syndrome  refers  to  the  pere- 
grinating problem  patients  as  seen  in  Fig.  12. 
This  30-year-old  woman  had  an  innocent  gastro- 
intestinal tract  despite  frightening  symptoms.  Dur- 
ing the  examination  she  related  with  relish  the 
story  of  her  1 1 operations  in  as  many  years.  The 
work-up  was  considerably  simplified  since  the 
gallbladder,  appendix  and  genital  organs  had  been 
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extirpated.  She  was  typical  of  these  patients — 
willing  to  submit  to  uncomfortable  diagnostic  pro- 
cedures, volunteering  suggestions  as  to  etiology, 
elaborating  on  non-existent  signs  and  symptoms, 
and  refusing  psychiatric  care. 

The  syndrome  was  named  after  Baron  von 
Munchausen,  well  known  for  his  preposterous 
tales;  Asher  first  used  this  eponym  in  1951,  de- 
scribing the  abdominal,  bleeding  and  neurologic 
types.  Our  patient  fits  into  the  abdominal  form, 
or  laparotomophilia  migrans  variety.  Subsequent- 
ly, Chapman13  added  a cutaneous  form.  Some 
have  suggested  descriptive  titles  based  on  the  pre- 
sumed psychiatric  problem,  but  the  eponym  cer- 
tainly conveys  a clearer  idea  of  the  clinical  situa- 
tion. 

The  Elpenor  syndrome6  is  demonstrated  in  Fig. 
13.  A bruised  35-year-old  lady  was  admitted  with 
signs  of  intestinal  obstruction  and  alcoholic  stu- 
por. A typical  mechanical  obstruction  was  seen  on 
the  film;  at  operation  a perforated  small  bowel 
was  found  and  65  mm.  of  intestine  were  resected. 
No  further  history  was  ever  obtained  and  the  pa- 
tient, after  recovery,  had  no  recollection  of  the 
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events  leading  up  to  the  operation.  The  name 
Elpenor  is  quite  apt,  as  we  see  when  we  read 
Durham’s  synopsis.  “Elpenor,  the  youngest  com- 
panion of  Ulysses,  ingested  an  excessive  amount 
of  alcohol  one  evening  and  fell  asleep  on  the  ter- 
race. He  aroused  during  the  night,  walked  straight 
ahead,  fell  from  the  terrace,  broke  his  neck  and 
awoke  to  find  himself  in  Hell.”  The  syndrome  has 
a less  colorful  synonym-post-alcoholic  behavior 
syndrome,  and  applies  to  anyone  who  drinks  or 
consumes  drugs  excessively,  falls  asleep  and  then 
awakens  in  unfamiliar  surroundings  and  commits 
abnormal  or  anti-social  acts.  Memory  for  the  event 
is  impaired. 

Summary 

An  attempt  has  been  made  to  demonstrate  that 
syndromes  are  flexible,  changing  conceptually  as 
they  are  washed  over  by  the  tides  of  new  informa- 
tion. Particularly  is  this  true  in  some  of  the  rarer 
syndromes  of  the  gastrointestinal  tract,  examples 
of  which  have  been  shown.  Similarly,  the  nomen- 
clature of  syndromes  should  be  flexible  and  not 
constricted  by  present  boundaries  of  knowledge. 

(Continued  on  page  49) 
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What  can  one  man  do? 


The  ultimate  question  posed  in  this  year’s 
essay  contest  is  the  question:  “What  can  one 
man  do?”  At  a time  when  powerful  politicians, 
whole  segments  of  the  labor  movement,  and  what 
appears  to  be  a majority  of  the  public  subscribe 
to  the  short-range  view  and  clamor  for  a revolu- 
tionary change  in  our  system  of  medical  care,  the 
individual  physician,  the  individual  member  of  the 
Denver  Medical  Society  if  you  please,  seems  in- 
significant indeed.  In  our  present  day  culture  the 
group  has  become  increasingly  dominant  and  the 
individual  is  increasingly  submerged.  Our  lives 
are  so  completely  governed  by  the  operations  of 
vast  and  impersonal  organizations  that  the  indi- 
vidual seems  to  shrink  into  insignificance.  One 
person  seems  to  be  of  very  little  importance  when 
the  success  of  so  many  of  our  projects  calls  for 
the  unified  efforts  of  great  multitudes. 

To  point  up  the  great  change  that  has  occurred 
in  the  life  of  the  individual  during  the  past  few 
decades  one  merely  has  to  look  back  and  consider 
the  self-sufficiency  of  the  pioneer  settler  less  than 
a hundred  years  ago.  His  food  came  from  his  own 
land  or  as  a result  of  his  hunting  skills.  His  clothes 
were  made  from  homespun  wool  and  hometanned 
leather.  He  created  his  own  entertainment  and  this 
was  limited  only  by  his  ingenuity.  Today  things 
are  different.  We  are  dependent  upon  the  markets 
of  the  world  for  our  food,  and  those  markets  in 
turn  depend  upon  the  maintenance  of  goodwill 
between  nations.  Our  news  comes  to  us  through  a 
complicated  network  of  news  agencies.  Our  opin- 
ions in  regard  to  the  news  are  provided  ready- 
made, on  the  hour,  by  countless  commentators 
and  columnists.  Estimated  casualties  of  atomic 
holocaust  are  figured  in  millions  an  hour,  and  the 
individual  face  is  lost  in  the  faceless  surface  of 
the  mass.  Even  religion,  which  once  was  the  sub- 
ject of  heated  and  serious  theological  debates  be- 
tween individuals,  has  become  more  and  more 
standardized  and  is  bound  up  more  and  more  in 

* Denver  Medical  Society,  11th  Annual  Essay  Contest — 1964, 
First  Prize  Winner. 

Reprinted  from  the  Denver  Medical  Bulletin,  December, 
1964. 


Paul  G.  Becker,  MD,  Denver* 

huge  organizations  and  programs  that  seek  to 
foster  uniformity  rather  than  individuality.  For 
entertainment  we  pay  the  required  admission  fee, 
walk  through  the  turnstile,  and  sit  in  reasonable 
comfort  with  thousands  of  other  people  and  watch 
others  expend  effort.  This  “pay  the  fee  and  be  a 
spectator”  attitude  tends  to  be  reflected  in  our  at- 
titude toward  our  medical  society.  Many  of  us,  I 
am  afraid,  have  taken  the  attitude  that  as  long  as 
we  pay  for  a season-ticket  to  the  medical  society 
we  can  sit  back,  relax,  and  let  someone  else  be  the 
participant  in  the  fray.  After  all,  in  a medical  so- 
ciety the  size  of-  ours,  there  are  a thousand  or  so 
other  members  who  can  carry  the  ball  and  quar- 
terback the  team. 

Living  in  such  a complex  and  impersonal  world 
as  we  are  today,  we  are  faced  with  the  question, 
“What  can  one  man  do?”  There  is  a feeling  of 
impotence  when  the  individual  faces  the  titanic 
forces  present  in  our  modern  civilization,  and  we 
have  the  feeling  we  are  foundering  in  a flood  of 
uncontrollable  powers.  This  feeling  becomes  more 
acute  in  an  election  year,  when  the  individual  vote 
seems  so  pitifully  insignificant.  What  indeed,  can 
one  man  do? 

Yet  human  experience  again  and  again  negates 
our  emphasis  on  the  huge,  the  vast,  the  colossal. 
Again  and  again  we  find  that  vital  issues  are  in- 
fluenced decisively  by  some  unimportant  indi- 
vidual or  some  small  event  that  appears  to  be 
utterly  insignificant  by  itself.  As  school  children 
we  learned  the  lines: 

“For  want  of  a nail  the  shoe  was  lost; 

For  want  of  a shoe  the  horse  was  lost; 

For  want  of  a horse  the  rider  was  lost; 

For  want  of  a rider  the  battle  was  lost.” 

One  can  imagine  a lone  blacksmith  long  ago 
asking  the  question:  “What  can  one  man  do?” 
and  answering  his  own  question  with  a decisive 
and  discouraged  “Nothing,”  throw  his  hammer 
down  before  placing  the  last  all-important  nail. 
Only  one  small  nail  missing  from  a horse’s  shoe, 
due  to  the  carelessness  or  the  defeatist  attitude  of 
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some  unknown  blacksmith,  but  the  final  result 
was  disastrous. 

Robert  Speer,  in  an  issue  of  “The  Christian 
Advocate”  some  years  ago,  related  an  old  news- 
paper story  which  traces  the  influence  of  one  vote 
cast  in  an  election  in  Switzerland  County,  Indiana, 
in  1844.  David  Kelso  was  running  against  David 
Haney  for  election  to  the  State  Senate.  Some  time 
prior  to  this,  Kelso  had  served  as  lawyer  in  de- 
fending a young  man  accused  in  a fatal  shooting 
affair.  David  Kelso’s  client  was  acquitted,  and  the 
gratitude  he  won  on  that  occasion  bore  fruit  on 
election  day,  as  his  client,  although  ill,  insisted 
upon  going  to  the  polls  to  cast  his  vote  for  Kelso. 
It  was  a ten-mile  trip  to  the  polls  and  was  made 
against  the  advice  of  a physician.  The  long  cold 
ride  over  rough  roads  was  more  than  the  sick  man 
could  tolerate,  and  resulted  in  his  death — but 
David  Kelso  won  by  one  vote. 

It  then  became  the  responsibility  of  the  Indiana 
State  Senate  to  fill  a vacancy  in  the  United  States 
Senate.  The  Whigs  and  the  Democrats  were  very 
evenly  divided,  but  the  Democrats  had  a nar- 
row majority  of  two.  However,  Kelso,  who  was 
a member  of  that  majority  party,  refused  to  accept 
his  party’s  nominee,  Oliver  Smith.  He  indepen- 
dently chose  his  own  candidate,  Edward  Hannigan, 
and  was  successful  in  gaining  the  support  of  an- 
other Democrat  in  this  choice.  As  a result,  the 
election  was  deadlocked  with  a vote  of  74  to  74 
to  2.  After  repeated  ballots,  Kelso  finally  issued  an 
ultimatum  to  the  other  members  of  his  party, 
threatening  to  support  the  Whig  candidate  unless 
the  Democrats  dropped  Oliver  Smith  in  favor  of 
Hannigan.  Kelso  won  out,  and  Hannigan  was 
elected  to  fill  the  vacancy  in  the  United  States 
Senate. 

The  next  year  a bitter  struggle  broke  out  in 
Washington  over  the  admission  of  Texas  to  the 
Union.  Oliver  Smith  had  promised  that,  if  elected, 
he  would  vote  against  this  measure,  but  Hannigan, 
elected  because  of  Kelso’s  efforts,  voted  for  Texas’ 
admission  and  that  one  vote  proved  to  be  the 
narrow  margin  by  which  approval  was  given  to 
statehood.  This  action  later  resulted  in  war  be- 
tween the  United  States  and  Mexico  and  in  the 
further  acquisition  of  territory  for  the  United 
States.  One  might  even  postulate  that  had  Texas 
not  been  admitted  we  today  would  not  have  a 
Texan  in  the  White  House!  Surely  that  one  man’s 
vote  cast  back  there  in  a Switzerland  County,  In- 
diana, election  proved  to  be  of  considerable  im- 
portance in  its  ultimate  and  its  continuing  effect! 
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Time  and  time  again,  the  men  and  women  who 
were  considered  “nobody”  because  they  did  not 
think  or  believe  like  the  majority,  have  been  the 
people  who  became  the  great  of  history.  I daresay 
Pontius  Pilate  would  not  have  given  much  for 
Jesus’  future  reputation  on  the  evening  of  the  cruci- 
fixion. No  one  remembers  a single  one  of  the  mob 
which  tried  to  hang  William  Lloyd  Garrison.  Par- 
liament never  dreamed  that  one  man,  Mahatma 
Gandhi,  would  someday  successfully  defy  the 
whole  British  Empire  and  secure  independence  for 
an  entire  nation. 

Little  things  and  little  people  eventually  in- 
fluence great  decisions  and  movements.  Gandhi 
would  not  have  developed  his  successful  following 
if  it  had  not  been  for  the  insulting  actions  of  un- 
known and  unimportant  soldiers  and  the  insolent 
superiority  of  minor  British  officials.  A heavy- 
handed  slave  auctioneer  in  New  Orleans,  long  for- 
gotten, paid  no  heed  to  a gangling  youth  in  the 
crowd,  yet  that  day  a conviction  formed  in  Abra- 
ham Lincoln  which  played  a large  role  in  striking 
the  shackles  off  countless  slaves.  Countee  Cullen, 
a Negro  poet,  has  written  the  following  poignant 
lines: 

“Once  riding  in  old  Baltimore 
Heart-filled,  head-filled  with  glee, 

I saw  a Baltimorean 
Keep  looking  straight  at  me. 

Now  I was  eight,  and  very  small, 

And  he  was  no  whit  bigger, 

And  so  1 smiled — but  he  poked  out 
His  tongue,  and  called  me  ‘Nigger!’ 

I saw  the  whole  of  Baltimore 
From  May  until  December; 

Of  all  the  things  that  happened  there, 
That’s  all  that  I remember.” 

Thus  the  act  of  one  nameless  child  pours  bitter- 
ness into  the  heart  of  a man,  a race,  and  a nation. 

Innumerable  instances  come  to  mind  reminding 
us  of  the  far-reaching  influence  of  individuals, 
both  great  and  small.  Doctor  Laeenec,  strolling 
past  a school-yard,  saw  two  boys  scratching  signals 
along  the  plank  of  a teeter-totter,  and  the  stetho- 
scope was  born,  resulting  in  turn  in  a tremendous 
advance  in  medical  knowledge.  Isaac  Watt  saw 
steam  lift  the  cover  from  a pot  simmering  on  the 
hearth,  and  an  idea  germinated  which  found  sub- 
stance in  machines  that  were  destined  to  rebuild 
continents  and  civilizations.  Isaac  Newton  saw  an 
apple  drop,  and  his  observations  changed  the  en- 
tire cosmic  outlook. 

We  therefore  can  and  must  conclude  that  there 
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is  no  limit  to  what  one  man  can  do.  It  is  not 
always  a matter  of  genius,  but  of  an  individual’s 
devotion  to  great  causes.  Lincoln  was  not  re- 
garded as  exceptional  by  his  early  associates,  but 
on  the  contrary,  many  thought  him  crude  and  or- 
dinary. None  of  us  will  be  a Lincoln.  It  is  unlikely 
that  anyone  here  is  destined  to  fill  the  role  of 
world  leader.  So  what  can  I do?  What  can  you 
do?  What  can  one  man  do? 

We  can  let  our  elected  representatives  know 
where  we  stand  on  issues  that  confront  us.  We  tell 
our  colleagues  how  we  feel,  and  I know  of  no  one 
who  needs  convincing  less.  Let’s  convince  others 
outside  our  profession  and  with  them  convince 
those  in  Washington.  I know  a lady  who  is  active 
in  the  Democratic  Party  in  Colorado.  Some  time 
ago  she  became  convinced  that  King-Anderson 
was  unnecessary  and  undesirable.  She  contacted 
her  friends  and  was  personally  responsible  for 
getting  more  than  700  letters  sent  to  Congressmen 
and  Senators  in  Washington  in  opposition  to  the 
King-Anderson  proposal. 

What  can  one  man  do?  This  one  woman’s  effort 
may  well  have  played  a decisive  role  in  so  far  de- 
feating this  bill.  But  think  of  the  tremendous  effect 
on  Congress  if  each  physician  in  the  United  States 
would  keep  the  faith,  would  grasp  the  torch,  and 
convince  a few  hundred  citizens  to  register  their 
individual  disapproval  of  this  perennial  proposal. 


Each  one  of  us  can  support  those  leaders  in  our 
society,  city,  state  and  nation  who  need  assistance 
in  the  struggle  we  believe  in.  We  can  serve  on 
committees  of  our  society  that  need  our  talents 
and  on  our  hospital  committees  struggling  to  up- 
grade the  quality  of  care  and  struggling  to  reduce 
the  cost  of  care  in  our  institutions.  We  can  arm 
ourselves  with  facts  and  write  and  speak.  But  we 
must  be  informed.  Too  often  we  speak  and  find 
the  one  we  are  trying  to  convince  has  greater 
knowledge  of  the  subject  than  we.  We  can  inform 
the  needy  of  the  existing  programs  available  for 
their  care.  We  can  see  to  it  that  no  one  goes  for 
lack  of  adequate  care.  We  can  work  toward  the 
improvement  of  existing  programs  and  encourage 
people  to  provide  for  their  own  care.  We  can  pro- 
vide our  patients  with  the  best  care  we  are  capable 
of  at  a fair  cost  to  them  and  at  the  same  time 
dispense  free  concern,  free  kindness,  and  free 
friendliness.  We  can  vote  and  encourage  others  to 
do  likewise.  Who  knows  but  that  someday  a 
patient’s  gratitude  to  some  unknown  doctor,  like 
the  gratitude  of  the  client  in  Switzerland  County, 
Indiana,  120  years  ago,  may  influence  a vote  that 
may  affect  the  future  of  medicine  for  decades. 

Is  the  Denver  Medical  Society  doing  its  job?  It 
is  if  you  do  your  job,  if  I do  my  job,  because  we 
are  the  society.  What  can  one  man  do?  Plenty! 
So  let  us  begin.  • 


American  Board  of  Obstetrics  and  Gynecology 

The  Part  II  (oral  and  clinical  examination)  for  all  scheduled  candidates  will  be  conducted  by 
the  entire  Board  at  The  Edgewater  Beach  Hotel,  Chicago,  Illinois,  April  26-May  1,  1965. 

New  and  reopened  applications  and  requests  for  re-examination  in  the  Part  II  examination  for 
1966  will  be  accepted  in  the  office  of  the  Secretary  during  April  and  May,  1965.  Applications  and 
requests  postmarked  later  than  May  31st  will  be  returned  to  the  sender.  CANDIDATES  ARE 
REMINDED  THAT  DUPLICATE  LISTS  OF  PATIENTS  DISMISSED  FROM  THEIR  SERV- 
ICE DURING  THE  TWELVE  MONTHS  IMMEDIATELY  PRECEDING  APRIL  1,  1965 
MUST  ACCOMPANY  APPLICATION  OR  REQUEST  TO  TAKE  THE  PART  II  EXAMINA- 
TION. 

Current  Bulletins  outlining  present  requirements,  and  application  forms  may  be  obtained  by 
writing  to  the  Office  of  the  Secretary.  Applicants  are  urged  to  familiarize  themselves  with  the  cur- 
rent rules  and  regulations,  particularly  in  view  of  the  various  changes  taking  place  beginning  this 
year. 

Diplomates  of  this  Board  are  requested  to  keep  the  office  of  the  Secretary  informed  of  their  cur- 
rent address. 

Clyde  L.  Randall,  MD 
Secretary  and  Treasurer 

American  Board  of  Obstetrics  and  Gynecology 
100  Meadow  Road 
Buffalo,  New  York  14216 
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Wilms’  tumors 


A study  of  42  cases  at 
Denver  Children’s  Hospital  (1943-1964) 


C.  W.  Reiquam,  MD,  Jeanine  C.  Prosper,  MD,  David  R.  Akers,  MD, 
R.  Parker  Allen,  MD,  and  E.  C.  Beatty,  Jr.,  MD,  Denver* 


This  is  the  second  in  the  series  of  symposia 
of  Malignancies  in  Childhood  from 
Childrens  Hospital  which  are  being 
published  in  the  Rocky  Mountain 
Medical  Journal. 


Wilms’  tumor  is  one  of  the  predominant  malig- 
nant tumors  of  childhood  and  occurs  almost  as 
frequently  as  neuroblastoma.  Many  names  have 
been  attached  to  this  kidney  neoplasm  but  only 
nephroblastoma  and  embryoma  of  the  kidney  are 
as  well  known  as  the  Wilms’  tumor  designation. 
The  tumor  probably  develops  from  the  nephro- 
genic blastema  of  the  urogenital  ridge.  From  these 
multipotent  stem  cells  are  derived  the  various 
parts  of  the  kidney  with  graduation  from  depen- 
dent differentiation  to  self  differentiation.  Misdi- 
rection of  this  development  may  produce  the 
Wilms’  tumor  and  heteroplastic  development  re- 
sults in  striated  muscle,  bone,  cartilage  and  mucous 
secreting  epithelium  as  components  of  some 
Wilms’  tumors. 

Since  1943,  forty-two  cases  of  Wilms’  tumors 
have  been  followed  and  studied  at  Denver  Chil- 
dren’s Hospital;  24  were  females  and  18  were 
males.  Twenty  of  these  patients  are  alive,  11  fe- 
males and  9 males.  One  patient  was  lost  to  follow- 
up. 

Pathology 

Histological  material  from  all  of  our  cases  has 
been  reviewed  by  one  of  us  (CWR).  An  attempt 
was  made  to  correlate  biologic  activity  with  his- 

*  This  study  was  supported  by  a grant  from  the  Colorado 
Division  of  the  American  Cancer  Society  and  was  first 
presented  as  a Children’s  Hospital  Tumor  Conference  on 
May  28,  1964.  Grateful  acknowledgement  is  made  to  all  of 
the  physicians  who  supplied  the  follow-up  data  on  their 
patients  used  in  this  report.  Acknowledgement  is  made  of  Dr. 
Wm.  C.  Bailey’s  generous  help  with  the  illustrations. 


tologic  type.  Only  four  of  our  patients  had  fairly 
well  differentiated  tubules  and  glomeruli  without 
many  undifferentiated  cells,  and  all  have  survived 
well  beyond  the  period  of  risk.  One  of  these  chil- 
dren was  under  1 year  of  age  at  diagnosis,  two 
were  between  1 and  2 years,  and  one  was  5%2 
years.  Four  other  patients  had  a tumor  with  highly 
undifferentiated  tissue  or  heteroplastic  tissue  as 
cartilage,  bone,  stratified  squamous  epithelium  or 
muscle.  All  of  these  succumbed  to  the  disease. 
Two  of  these  were  less  than  a year  at  diagnosis; 
two  others  were  between  2 and  4 years.  All  other 
patients,  whether  living  or  dead,  had  both  abun- 
dant differentiated  and  undifferentiated  tumor 
tissue.  Their  ages  ranged  from  infants  to  those 
several  years  old.  Within  this  group  approximately 
half  are  living  and  half  have  expired. 

Our  cases  do  not  indicate  a clear-cut  relation- 
ship between  differentiation  and  prognosis  as 
presented  by  Hardwick  & Stowens.1  Perhaps  there 
is  a relationship  that  may  have  some  clinical  prog- 
nostic usefulness  when  the  tumor  tissue  is  well 
differentiated  or  is  highly  undifferentiated  toward 
renal  tissue.  However,  most  of  the  tumors  are  in 
the  middle  group  where  there  appears  to  be  no 
constant  histological  relationship  to  prognosis. 

Ten  autopsies  were  done  at  Children’s  Hospital 
on  the  group  of  patients  who  expired.  Lungs,  local 
and  distant  lymph  nodes,  and  liver  were  the  com- 
mon sites  of  metastases.  No  tumor  cells  were 
found  in  the  bone  marrow  which  was  examined 
in  one  half  of  the  cases.  In  sixteen  patients  with 
pulmonary  metastases  nine  had  the  primary  tumor 
in  the  upper  pole  of  the  kidney;  only  two  had  the 
primary  site  in  the  lower  pole  (Table  1). 

Clinical  Presentation  and  Findings 

The  predominant  complaint  and  initial  physical 
finding  was  an  abdominal  mass  (Fig.  1).  In  38 
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TABLE  1 

WILMS’  TUMORS  (1943-1964) 
PULMONARY  METASTASES 


Primary  site  in  upper  pole  9 patients 

Primary  site  in  lower  pole  2 patients 

Primary  site  in  hilum  1 patient 

Primary  site  not  definite  4 patients 

Total  16  patients 

Treatment  of  metastases: 

Radiation  alone  8 patients 

Expired  4 patients 

Living  3 patients 

Lost  to  follow  up  1 patient 

Radiation  and  Actinomycin  D 5 patients 

Expired  5 patients 

Actinomycin  D alone  2 patients 

Expired  2 patients 

Actinomycin  D and  lobectomy  1 patient 

Living  1 patient 

Not  treated  1 patient 

Expired  1 patient 


Pulmonary  metastases  occurred  most  frequently  when  the 
primary  tumor  was  in  the  upper  kidney  pole. 

Actinomycin  D has  not  improved  the  cure  rate  in  pulmonary 
metastases. 


children  the  mass  was  found  by  the  mother  or 
by  the  family  physician  on  routine  examination. 
Early  discovery  of  the  tumor  by  the  mother  ap- 
parently made  no  difference  in  prognosis  since  20 
of  the  38  expired  and  17  are  living;  another’s  fate 
is  unknown.  Abdominal  pain  and  anorexia  were 
common  non-specific  complaints  and  hematuria 
was  present  in  about  one-fourth  of  the  cases  as 
an  initial  presentation.  The  three  cardinal  presen- 
tations of  Wilms’  tumor  in  childhood  are  abdom- 
inal mass,  abdominal  pain  and  hematuria.  In 
adults  the  frequency  of  presentation  of  a renal 
neoplasm  is  usually  in  the  reverse  order.  The  re- 
maining complaints  and  initial  findings  are  non- 
specific and  are  listed  in  Fig.  1. 

The  left  kidney  was  involved  almost  twice  as 
often  as  the  right;  25  cases  had  tumor  of  the  left 
kidney  and  14  of  the  right.  In  either  situation 
only  half  of  the  patients  survived.  There  was  a 
difference  in  whether  or  not  the  kidney  capsule 
was  involved  with  tumor.  None  of  6 patients  sur- 
vived whose  capsule  was  known  to  be  invaded;  of 
28  whose  capsule  was  free  of  tumor,  17  survived. 

There  are  reports  in  the  literature  citing  the  as- 
sociation of  Wilms’  tumor  with  other  malforma- 
tions.2 This  is  of  particular  interest  since  three  of 
our  cases  had  a genitourinary  defect  other  than 


the  Wilms’  tumor,  including  a varicocele,  hypo- 
spadias and  undescended  testicle,  and  pseudoher- 
maphrodism.  Hemihypertrophy  as  an  associated 
condition  with  Wilms’  tumor  has  been  recognized 
in  several  reports,3’ 4’  5 but  we  had  no  examples 
of  this  in  our  patients. 

Only  one  infant  had  a bilateral  tumor  at  the 
time  of  diagnosis.  She  was  11  months  of  age  at 
diagnosis  and  had  the  right  kidney  and  about  one 
half  of  the  left  kidney  removed  at  operation.  She 
has  remained  well  and  still  has  about  7 months  to 
go  before  she  is  beyond  the  risk  period.  Three  pa- 
tients initially  had  a single  Wilms’  tumor  only  to 
have  a tumor  in  the  opposite  kidney  later.  One  pa- 
tient’s second  tumor  was  found  when  she  ap- 
parently died  of  metastatic  disease  five  years  after 
the  removal  of  the  original  tumor.  A second  pa- 
tient’s opposite  kidney  was  infiltrated  with  tumor 
at  autopsy,  seven  and  a half  months  after  removal 
of  the  primary  lesion.  A third  patient  presented  at 
13  months  of  age  with  a tumor  of  the  left  kidney. 
He  was  treated  and  remained  well  until  20  months 
later  when  a Wilms’  tumor  appeared  in  the  right 
kidney.  Recently  he  has  developed  severe  hyper- 
tension with  an  elevated  blood  urea  nitrogen 
though  no  tumor  is  evident  on  the  urogram  or  in 
the  lungs. 

Two  of  our  patients  died  with  varicella;  tumor 
was  found  in  both  at  autopsy.  One  other  patient’s 
tumor  was  successfully  removed  and  the  tumor 
site  irradiated  in  infancy.  She  had  no  metastatic 
disease  but  (for  reasons  unclear  to  us  now)  she 
received  prophylactic  irradiation  to  the  chest.  Now 
at  17  years  of  age  she  has  had  a radical  neck  dis- 
section for  carcinoma  of  the  thyroid. 


Abdominal  Mass*l 

Abdominal  Pain* 
Anorexia  • 
Hematuria* 

Anemia 

Fever 

Vomiting 

Hypertension 

Diarrhea 

Lymphadenopathy 
Weight  Loss 
Constipation 
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Wilms'  Tumors  PRESENT,NG  C0MPLAINTS 

Fig.  1.  Presenting  complaints  and  physical  findings 
in  24  cases  of  Wilms’  tumor.  A mass  was  palpable 
in  90%  of  cases;  50%  were  brought  for  examination 
because  of  an  enlarged  abdomen. 
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Radiography 

The  role  of  the  radiologist  in  the  management 
of  the  child  with  an  abdominal  tumor  falls  into 
four  categories:  1.  diagnosis,  2.  treatment  of  the 
primary  tumor,  3.  following  the  patient  after 
primary  treatment  has  been  completed  and  4. 
treatment  of  metastatic  disease. 

The  patient  usually  comes  to  the  x-ray  depart- 
ment after  someone  has  felt  a mass  and  the  radiol- 
ogist must  try  to  determine  what  kind  of  a mass 
it  is.  A scout  film  of  the  abdomen  outlines  the 
mass,  but  usually  does  not  provide  specific  diag- 
nostic information  beyond  its  approximate  size 
and  location.  Occasionally  additional  information, 
including  the  findings  of  calcification  or  associated 
bone  changes,  may  be  available  and  contribute  to 
the  diagnosis.  The  basic  diagnostic  procedure  is 
the  intravenous  urogram  which  is  done  as  an 
emergency  in  our  hospital  whenever  an  abdominal 
mass  is  found.  Typically,  Wilms’  tumor  produces 
distortion  of  the  calyceal  pattern  with  little  or  no 
displacement  of  the  kidney  (Fig.  2).  In  our  series, 
as  in  others,  total  failure  of  concentration  is  pres- 


Fig.  2.  Typical  urogram  of  Wilms’  tumor  of  the  left 
kidney.  The  intrinsic  distortion  of  calyces  with  the 
large  mass  predominates. 


Fig.  3.  Wilms’  tumor  arising  in  the  medial  portion 
of  the  upper  pole  of  the  right  kidney  resulting  in  dis- 
placement and  rotation  of  a relatively  undistorted 
calyceal  pattern.  This  is  an  atypical  urogram  of 
Wilms’  tumor,  resembling  the  picture  produced  by 
many  neuroblastomas. 

ent  in  only  about  five  per  cent  of  patients  with 
Wilms’  tumor.  The  distortion  may  be  so  severe 
that  practically  all  resemblance  to  normal  archi- 
tecture is  lost,  but  in  others  the  distortion  is  so 
slight  that  it  is  represented  by  narrowing  of  one 
calyceal  stalk  and  nothing  else.  In  one  of  our  pa- 
tients this  was  clearly  demonstrated  on  the  in- 
travenous urogram,  but  because  the  finding  was 
minimal,  a retrograde  study  was  done  and  the 
pressure  of  injection  dilated  the  stalk  to  normal 
caliber.  Here  then  the  intravenous  urogram  was 
more  diagnostic  than  the  retrograde.  On  the  other 
hand,  one  patient  had  so  much  obstruction  due  to 
the  tumor  that  the  intravenous  urogram  revealed 
only  pools  of  medium  and  poor  concentration  rep- 
resenting the  dilated  calyces.  It  took  the  retro- 
grade examination  to  demonstrate  calyces  with 
more  distortion  than  seen  in  simple  obstructive 
hydronephrosis.  Retrograde  examination  has  been 
required  in  only  two  out  of  our  entire  series,  how- 
ever. 

Occasionally  the  tumor  arises  so  far  peripher- 
ally in  the  kidney  that  displacement  is  more  prom- 
inent than  distortion  (Fig.  3).  Infrequently  a 
Wilms’  tumor  in  the  upper  pole  may  resemble  a 
duplicated  collecting  system  with  hydronephrosis 
of  the  upper  portion.  Bilateral  Wilms’  tumors,  al- 
though rare,  present  a difficult  problem  in  diagnosis 
unless  the  distortion  is  sufficient  on  each  side  to 
be  obvious.  In  our  series  of  neuroblastomas  there 
was  only  one  case  which  had  enough  intrinsic  dis- 
tortion from  pressure  of  the  adjacent  mass  to  sug- 
gest Wilms’  tumor.  All  the  others  had  primarily 
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displacement  and  little  intrinsic  distortion.  Calci- 
fication which  is  present  in  more  than  half  of 
neuroblastomas  is  seen  in  less  than  five  per  cent 
of  Wilms’  tumors. 

Surgery 

Although  all  three  of  the  currently  available 
modes  of  treatment  of  malignant  disease  are  ap- 
plied to  patients  with  Wilms’  tumor,  surgical  exci- 
sion remains  the  primary  tool  and  irradiation  and 
chemotherapy  are  considered  adjuvants.  Even  in  the 
face  of  evident  metastases  in  the  lung  fields,  surgical 
removal  of  the  primary  tumor  is  indicated  in  most 
instances.  In  accordance  with  the  general  prin- 
ciples of  surgery  for  all  kinds  of  malignant  disease, 
the  excision  should  be  with  as  wide  a margin  of 
normal  tissue  as  is  reasonably  possible.  Fortu- 
nately, the  renal  capsule  tends  to  confine  this 
tumor  for  a considerable  period  of  time  and 
proper  excision  usually  consists  only  of  nephrec- 
tomy and  ureterectomy  along  with  removal  of  all 
perirenal  fat.  When  there  is  apparent  involvement 
of  adjacent  structures  such  as  mesentery,  adrenal 
gland,  pancreas,  or  periaortic  lymph  nodes,  the 
operation  must  be  extended. 

Some  other  factors  in  surgical  management  are 
considered  important.  Since  metastasis  of  this 
tumor  is  by  embolization  via  the  blood  stream, 
palpation  of  the  abdominal  mass  should  be  kept 
to  a minimum  in  hope  of  preventing  dislodgement 
of  tumor  cells.  There  is  a moment  in  time  at  which 
the  first  tumor  embolus  breaks  off  and  floats  to 
the  lungs.  Obviously,  if  the  tumor  is  removed  be- 
fore this  moment  arrives,  the  patient  should  be 
cured  of  his  disease.  Consequently,  the  diagnostic 
work-up  and  scheduling  for  operation  are  carried 
out  as  expeditiously  as  possible.  Most  patients 
undergo  surgery  on  the  day  of  their  admission  to 
the  hospital. 

In  order  to  minimize  handling  of  the  tumor 
mass  during  operation,  the  widest  reasonable  op- 
erative field  should  be  obtained.  A generous  trans- 
verse, transperitoneal  abdominal  incision  provides 
such  a field  and  is  much  superior  to  a flank  in- 
cision, which  is  restrictive.  The  transverse  incision 
has  two  additional  advantages:  1.  It  is  frequently 
possible  to  ligate  the  renal  vein  prior  to  much 
manipulation  of  the  tumor,  thus  providing  a bar- 
rier to  embolization  and  2.  It  is  possible  to  expose 
the  opposite  kidney  for  thorough  examination.  In- 
creasing cognizance  of  the  frequency  of  bilateral- 
ity of  Wilms’  tumor  makes  this  important. 

Currently,  it  is  the  practice  at  Children’s  Hos- 


pital to  start  an  intravenous  drip  containing  acti- 
nomycin  D just  prior  to  operation  and  to  main- 
tain it  throughout  operation.  In  general,  the  pa- 
tient is  also  taken  directly  from  the  operating  room 
to  the  x-ray  department  where  he  receives  the 
first  increment  of  irradiation  to  the  tumor  bed  be- 
fore he  has  recovered  from  anesthesia. 

Radiation 

Treatment  of  the  primary  disease  has  been  im- 
mediate postoperative  radiation  to  the  tumor  bed 
attempting  to  get  approximately  3500r  to  this  area 
within  three  weeks.  Preoperative  radiation  has 
not  been  done  for  a number  of  years,  and  no  pa- 
tient has  been  treated  with  radiation  alone. 

Until  actinomycin  D became  available,  the 
treatment  of  metastatic  disease  consisted  of  radia- 
tion of  both  lungs  for  multiple  metastases  and 
localized  radiation  or  surgical  removal  of  single 
ones.  As  noted  in  Table  1 three  patients  have  sur- 
vived with  multiple  metastases  treated  by  radia- 
tion alone.  The  dosage  level  has  been  approxi- 
mately 1500r  to  the  midplane  of  the  lung  when 
both  lungs  were  treated.  “Prophylactic”  radiation 
has  not  been  used  in  our  series. 

Chemotherapy 

Although  a variety  of  chemicals  have  been  used 
against  Wilms’  tumor,  the  main  drug  at  this  time 
is  actinomycin  D.  As  early  as  1954  certain  of  the 
actinomycins  from  soil  origin  were  found  to  be 
effective  against  embryonal  type  tumors  as  Wilms’ 
tumors  and  embryonal  rhabdomyosarcomas.  Now 
that  ten  years  have  passed,  some  evaluation  of 
the  drug  can  be  made. 

Twelve  of  our  patients  received  actinomycin 
D at  least  once  during  the  course  of  the  disease 
(Table  2).  As  the  drug  was  first  used,  it  was 
given  usually  to  patients  late  in  the  course  of  the 
disease  or  as  a final  attempt  of  therapy.  Our  more 
recent  experience  has  been  with  the  drug  early  in 
the  course  of  disease.  We  have  noted  no  improve- 
ment in  survival  using  actinomycin  D in  a small 
number  of  cases.  Of  twelve  patients  who  received 
actinomycin  D early,  only  five  survived;  two  have 
survived  beyond  the  period  or  risk  and  these  were 
both  under  two  years  of  age  at  time  of  diagnosis. 
We  have  repeatedly  seen  pulmonary  metastatic 
lesions  literally  fade  away  following  a course  of 
actinomycin  D.  However,  the  curative  effects  of 
the  drug  would  certainly  be  in  doubt  from  our  ex- 
perience. 

Tan,6  reporting  on  113  patients  with  Wilms’ 
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TABLE  2 


WILMS’  TUMORS  (1943-1964) 
ACTINOMYCIN  D 


Survivals 

Age  at  Dx  6%2  Yrs. 

Metastases  None 

Survival  time  2%2  yrs. 

>Collins’  Law  No 

Exp  irations 

Age  at  Dx  7%2  Yrs. 

Metastases  Lung 

Survival  time  4 mos. 

>Collins’  Law  No 


1%2  Yrs. 

2Vi2  Yrs. 

5% 2 Yrs. 

None 

None 

None 

213i2  yrs. 

2 yrs. 

2%2  yrs. 

Yes 

No 

No 

29/iz  Yrs. 

3%2  Yrs. 

5y12  Yrs. 

Lung 

Lung 

Lung 

4 mos. 

7V2  mos. 

7 mos. 

No 

No 

No 

1%2  Yrs. 

Lungs 

4%2  yrs. 
Yes 

5%2  Yrs. 

4?i2  Yrs. 

3M2  Yrs. 

Lungs 

Lungs 

None 

7 mos. 

1 1 mos. 

4 mos. 

No 

No 

No 

Actinomycin  D was  used  as  a chemotherapy  adjunct  in  12  of  our  42  patients.  Five  survive;  2 of  these  are  beyond  Collins'  period 
of  risk. 


tumor  from  Memorial  Hospital  for  Cancer  and 
Allied  Diseases  in  New  York  City,  presented 
forty-one  with  extensive  disease  treated  with  in- 
tensive treatment  of  surgery,  irradiation  and  chem- 
otherapy before  actinomycin  D was  available;  all 
died  of  the  disease.  Seventy-two  other  patients 
with  extensive  disease  were  treated  similarly  after 
the  introduction  and  use  of  actinomycin  D.  Thir- 
teen of  these  patients  are  living,  although  three 
have  lived  only  one  to  one  and  a half  years  since 
treatment,  and  nine  of  these  survivors  had  lung 
metastasis  when  treatment  began.  This  is  a larger 
group  of  patients  than  ours  and  suggests  greater 
effectiveness  of  actinomycin  D than  we  can  ascribe 
to  it. 

The  current  plan  of  chemotherapy  is  to  use 
actinomycin  D only  as  a supplement  to  radiation 
and  surgical  therapy.  Both  radiation  and  surgery 
are  carried  out  in  exactly  the  same  fashion  with 
the  same  radiation  dosage  as  before  actinomycin 
D was  available.  Actinomycin  D is  given  before 
surgery  as  soon  as  the  diagnosis  is  made.  During 
surgery  another  dose  is  given,  and  this  is  perhaps 
a critical  time  for  killing  effect  since  cells  certainly 
would  be  set  free  to  circulate  following  surgical 
manipulation  of  the  tumor  mass.  After  the  initial 
doses  of  actinomycin,  daily  doses  are  continued 
for  three  or  four  times  during  the  first  week  for  a 
total  dosage  of  60  to  75  micrograms  per  kilogram. 
There  is  a question  whether  children  under  one 
year  of  age  need  this  therapy  since  they  have  such 
a good  record  for  recovery  with  surgery  and  ir- 
radiation alone. 

The  use  of  actinomycin  D following  this  initial 
course  raises  many  questions  as  to  who  should  be 
treated,  how  frequently  and  for  how  long.  The 


consensus  is  that  children  under  two  years  of  age 
probably  do  not  require  more  than  the  initial 
course.  In  the  older  child,  the  course  is  usually 
repeated  at  three  month  intervals  for  one  year 
and  at  six  month  intervals  for  another  year,  and 
then  no  further  chemotherapy  unless  metastases 
appear. 

Even  though  we  can  demonstrate  the  tempo- 
rary “melting”  effect  of  actinomycin  D on  pul- 
monary metastases,  our  cases  do  not  suggest  a 
permanent  response  to  this  form  of  chemotherapy 
(Table  2).  Only  one  patient  receiving  actinomycin 
D following  demonstration  of  pulmonary  metas- 
tasis survived,  and  he  also  was  treated  with  lobec- 
tomy for  a solitary  pulmonary  metastatic  nodule. 
Radiation  alone  to  pulmonary  lesions  has  cured 
three  of  eight  patients  so  treated.  (Table  1) 

Other  forms  of  chemotherapy  which  have  been 
less  effective  than  actinomycin  D include  nitrogen 
mustard,  cytoxan,  and  “triple  therapy”  which  in- 
cludes actinomycin  D with  cytoxan  and  chloram- 
bucil or  methotrexate.  Vincristine  (Oncovin)  has 
only  recently  been  found  to  have  adjuvantive  use- 
fulness in  Wilms’  tumor  therapy.  We  are  using  it 
at  the  present  time  on  two  unusual  patients  with 
bilateral  tumors.  Therapy  with  this  drug  is  limited 
because  of  severe  neurotoxicity  when  the  drug  is 
given  continuously  at  frequent  intervals.  We  have 
been  able  to  avoid  this  complication  in  our  two 
patients  by  alternating  cycles  of  therapy.  The 
use  of  these  chemotherapeutic  adjuvants  has  in 
no  way  limited  the  use  of  radiation  or  surgery  in 
the  treatment  of  these  tumors.  Radiation  when 
indicated  is  used  in  established  dosage  with 
supplemental  chemotherapy. 
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Period  of  Risk  and  Survivals 

Collins7  formulated  a scheme  for  individual 
prognostication  of  cures  in  Wilms’  tumor  calcu- 
lating a period  of  risk  based  on  growth  character- 
istics of  the  tumor.  He  assumed  that  the  growth 
rate  of  the  individual  tumor  was  characteristic  of 
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Fig.  4.  Children  under  two  years  of  age  have  the 
best  prognosis  for  survival. 


that  tumor  and  that  this  rate  is  the  same  both 
before  and  after  diagnosis.  The  time  in  life  of 
recognition  of  the  tumor  would  depend  on  the 
growth  rate  and  therefore  the  most  rapidly  grow- 
ing tumor  should  be  found  at  birth.  This  rate  of 
growth  governs  the  time  of  appearance  of  the 
primary  tumor  and  also  sets  a limit  on  the  time 
of  recurrence,  if  it  is  to  recur.  This  approach 
offers  a prognosis  for  the  individual  patient. 

Since  the  tumor  could  have  been  growing  only 
since  conception,  the  period  of  risk  is  defined  as 
twice  the  patient’s  age  at  diagnosis  plus  nine 
months.  Thus  an  infant  whose  tumor  was  discov- 
ered at  twelve  months  of  age  could  have  had  the 
tumor  only  for  twelve  months  plus  the  nine 
months  gestational  period.  This  means  he  would 
have  to  be  without  tumor  recurrence  for  thirty- 
three  months  after  diagnosis  to  be  considered 
cured.  Success  or  failure  of  treatment  can  not  be 
predicted,  but  the  limitation  upon  risk  of  recur- 
rence can  be  individualized. 

A summary  of  the  survival  of  our  cases  in  rela- 
tion to  age  at  the  time  of  diagnosis  is  shown  in 
Fig.  4.  Sixteen  patients  were  less  than  two  years 
of  age  at  the  time  of  diagnosis  and  50  per  cent 
of  these  have  survived  beyond  the  period  of  risk 
designed  by  Collins.  Eleven  children  were  be- 
tween two  and  four  years  of  age  at  diagnosis. 
Only  27  per  cent  of  these  patients  are  beyond  the 
period  of  risk.  Eight  patients  were  between  four 
and  six  years  at  diagnosis;  37.5  per  cent  of  these 


are  beyond  the  risk  period.  One  child  five  years 
old  at  diagnosis  is  lost  to  follow-up,  and  none  of 
the  six  patients  between  six  and  nine  years  at 
diagnosis  have  survived  long  enough  to  be  con- 
sidered cured.  Our  total  number  of  survivors  are 
46  per  cent;  34  per  cent  are  considered  cured 
because  they  are  beyond  Collins’  period  of  risk. 
One  patient  lived  beyond  the  risk  period  after 
treatment  of  the  tumor  in  one  kidney  only  to 
succumb  five  years  later  from  a tumor  in  the 
opposite  kidney  as  reported  by  the  physician  car- 
ing for  this  child  in  another  city  at  the  time  of 
death.  No  other  patients  who  have  lived  beyond 
the  period  of  risk  have  had  recurrence  of  tumor 
or  tumor  of  the  other  kidney. 

The  length  of  survival  in  those  patients  who 
eventually  expire  from  the  disease  is  not  long.  Fig. 
5 graphically  presents  our  experience  with  18 
patients  who  were  dead  within  15  months  from 
the  time  of  diagnosis;  the  majority  of  these  deaths 
occurred  during  the  first  eight  months  after  dis- 
covery of  the  tumor.  Three  other  patients  expired: 
one  expired  during  the  surgical  procedure  for 
removal  of  the  tumor;  another  was  6142  years  of 
age  at  diagnosis  and  survived  2%2  years  following 
treatment.  The  third  child  was  eleven  months  of 
age  at  diagnosis,  was  treated  and  died  at  five 


Wilms'  Tumors 


MONTHS  SURVIVAL  - INITIAL  THERAPY  TO  DEATH 

Fig.  5.  Most  deaths  from  Wilms’  tumor  occur  within 
8 months  of  diagnosis. 


years  of  age  from  complications  of  a Wilms’ 
tumor  in  the  opposite  kidney  as  previously 
mentioned. 

Summary 

Forty-two  cases  of  Wilms’  tumor  are  presented. 
Twenty  of  these  survived  although  six  are  still 
within  the  period  of  risk  of  recurrence  following 
treatment.  Infants  under  two  years  of  age  at  the 
time  of  diagnosis  have  had  the  best  prognosis  for 
survival. 

Surgical  and  radiologic  aspects  of  the  tumor 
are  discussed. 


48 


Rocky  Mountain  Medical  Journal 


Chemotherapy  has  added  support  to  surgical 
and  radiation  treatment  of  these  tumors.  Actino- 
mycin  D is  the  present  most  useful  drug  but  we 
have  not  increased  our  survival  rate  with  its  use. 
Actinomycin  D has  produced  dramatic  but  tem- 
porary resolution  of  pulmonary  metastatic  lesions. 
Irradiation  to  pulmonary  metastases  has  produced 
three  apparent  cures. 

Addendum 

The  eleven  month  old  girl  with  bilateral  Wilms’ 
tumors  at  the  time  of  the  original  diagnosis  is  alive 
and  without  recurrence  of  tumor  or  metastasis  now 
just  beyond  the  period  of  risk. 

The  thirteen  month  old  boy  who  presented  with 
a tumor  in  the  opposite  kidney  20  months  after  the 
first  tumor  was  removed  has  expired  at  44  months  of 
age.  A solitary  encapsulated  tumor  mass  encompass- 
ing the  lower  half  of  the  remaining  kidney  was  the 
only  tumor  tissue  found  at  postmortem  examination. 
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Syndromes  cont.  from  page  39 

There  has  been  considerable  criticism  of  the 
eponymic  type  of  title,  and  certainly  undeserved 
and  uncritical  use  of  eponyms  is  wrong.  However, 
they  do  serve  a purpose  and  it  is  our  hope  that 
medical  practice  never  becomes  so  automated 
that  the  interesting  eponymic  and  allusive  labels 
become  replaced  by  code  numbers  for  the  benefit 
of  the  diagnostic  computers  of  the  future.  • 
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Foreign  Fellowship  Awards 

Twenty-eight  junior  and  senior  U.  S.  medical  students  have  been  awarded  Foreign  Fellowships 
which  will  enable  them  to  obtain  supervised  medical  experience  in  relatively  underdeveloped 
areas  of  the  world,  the  Association  of  American  Medical  Colleges  announced  today. 

The  Fellowships  are  made  possible  by  a grant  from  Smith  Kline  & French  Laboratories,  Phila- 
delphia pharmaceutical  firm.  With  the  current  selection,  the  Association,  during  six  years,  has 
awarded  a total  of  180  Fellowships  for  work  and  study  in  42  countries  of  Africa,  Asia,  and 
Latin  America. 

The  primary  objective  of  the  Fellowships  is  to  provide  students  an  opportunity  to  benefit  from 
unusual  clinical  experiences  and  familiarize  themselves  with  medical,  cultural,  and  social  problems 
different  from  their  own.  They  will  be  stationed  in  mission  hospitals  and  outpost  medical  facil- 
ities. 

Among  those  selected  for  the  1965  awards  is  Kurt  Jay  Stromberg  of  Albuquerque,  New 
Mexico,  a junior  at  the  University  of  Colorado  School  of  Medicine.  He  has  been  assigned  to 
work  at  Rural  Metodista,  Nueva  Imperial,  Chile. 
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Stelazine  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient — 
with  little  or  no  drowsiness 

When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  [trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll1  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f)  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 
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Obituaries 


medicine  in  Nebraska  for  several  years  before  moving 
to  Billings  in  1937.  He  continued  the  practice  of 
medicine  in  Billings  until  the  time  of  his  death.  . . . 
Doctor  Drew  was  a member  of  this  Association,  the 
Yellowstone  Valley  Medical  Society,  and  the  Ameri- 
can Medical  Association. 


Murl  O.  Anderson,  MD,  Billings,  died  on  Decem- 
ber 30,  1964.  Doctor  Anderson  was  born  on  January 
30,  1909,  in  Archer,  Iowa.  He  received  his  MD 
degree  from  Creighton  University  School  of  Medicine 
in  1933.  He  was  engaged  in  the  practice  of  medicine 
in  Nebraska  for  a short  time  before  he  moved  to 
Hardin,  Montana,  where  he  practiced  for  28  years. 
Doctor  Anderson  moved  to  Billings  last  March  and 
was  engaged  in  the  general  practice  of  medicine  in 
that  community  for  a brief  time. . . . Doctor  Anderson 
had  been  a member  of  this  Association,  the  Yellow- 
stone Valley  Medical  Society,  and  the  American 
Medical  Association,  since  he  located  in  Montana. 
He  was  interested  and  active  in  all  medical  affairs. 

* * * 

George  Lawson  Routledge,  MD.  Dillon,  died  on 
January  17,  1965.  Doctor  Routledge  was  born  in 
Virden,  Manitoba,  Canada,  on  October  13,  1901. 
He  received  his  MD  degree  from  McGill  University 
Faculty  of  Medicine  in  1924,  and  shortly  thereafter 
became  a member  of  the  staff  of  the  Murray  Hospital 
in  Butte.  He  practiced  at  Twin  Bridges  and  Butte  a 
short  time  before  he  moved  to  Dillon  in  1930.  He 
continued  the  practice  of  medicine  in  Dillon  until 
ill  health  forced  his  retirement  in  1957.  . . . Doctor 
Routledge  was  a member  of  this  Association,  the 
Silver  Bow  County  Medical  Society,  and  the  Ameri- 
can Medical  Association,  and  was  also  very  interested 
and  active  in  the  affairs  of  his  community. 

* * * 

Ralph  Henry  Biehn,  MD,  Billings,  died  on  Jan- 
uary 23,  1965.  Doctor  Biehn  was  born  in  Milwaukee, 
Wisconsin,  on  October  11,  1906.  He  received  his 
MD  degree  from  Marquette  University  School  of 
Medicine  in  1935,  and  had  been  engaged  in  the  prac- 
tice of  medicine  in  Billings  since  1936.  . . . Doctor 
Biehn  was  a member  of  this  Association,  and  Yellow- 
stone Valley  Medical  Society,  and  the  American 
Medical  Association,  as  well  as  president  of  the  Mid- 
land Chapter  of  the  Foundation  for  Arthritis  and 
Rheumatism. 

* * * 

Harry  O.  Drew,  MD,  Billings,  died  on  January  24, 
1965.  Doctor  Drew  was  born  on  August  4,  1894,  in 
Council  Bluffs,  Iowa.  He  received  his  MD  degree 
from  Creighton  University  School  of  Medicine  in 
1921.  Doctor  Drew  was  engaged  in  the  practice  of 


Emerson  K.  McVey,  MD,  Helena,  died  January 
28,  1965.  Doctor  McVey  was  born  September  23, 
1911,  in  Manila,  Philippine  Islands.  He  received  his 
MD  degree  from  the  University  of  Illinois,  College  of 
Medicine,  in  1937.  . . . Doctor  McVey  moved  to 
Montana  in  1960  for  the  practice  of  his  specialty, 
pediatrics.  He  was  also  associated  with  the  Montana 
State  Board  of  Health  and  served  as  acting  director 
of  the  Maternal  and  Child  Welfare  Division. 


Obituaries 

Colorado  medicine  lost  one  of  its  very  respected 
members,  Dr.  James  D.  Carey  of  Ft.  Collins,  Wednes- 
day, January  6,  1965. 

Dr.  Carey  graduated  from  the  University  of  Colo- 
rado School  of  Medicine  and  served  as  Assistant 
Dean  for  one  year.  He  first  practiced  in  Timnath  and 
then  in  Ft.  Collins,  where  he  served  as  surgeon  for 
the  Great  Western  Sugar  Company,  the  Colorado  and 
Southern  Railroad  and  the  Portland  Cement  Com- 
pany. 

In  1956  he  was  honored  for  his  50  years  of  prac- 
tice by  the  Colorado  Medical  Society  and  retired 
from  active  practice  about  this  time.  This  was  not  a 
retirement  but  a change  of  vocation  to  quarter  horse 
and  palomino  breeding,  in  which  he  was  very  suc- 
cessful. Dr.  Carey  had  been  very  interested  in  Veteri- 
nary Medicine  and  acted  as  a consultant  to  that  de- 
partment at  C.S.U.  and  a memorial  loan  fund  for 
students  of  Veterinary  Medicine  bearing  his  name 
is  being  established. 

At  his  death  he  was  82.  Survivors  are  his  wife 
Mary,  a daughter,  Mrs.  Clark  N.  Crain,  and  four 
grandchildren. 

* * * 

Dr.  Samuel  Hartley  Haigler  died  of  coronary 
artery  occlusion  at  his  home  February  22,  1965,  at 
the  age  of  52. 

As  a student  at  the  School  of  Medicine  of  Tulane 
University  he  won  several  scholarship  awards  and 
was  Valedictorian  of  his  class.  After  internship  and 
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surgical  fellowship,  Dr.  Haigler  served  in  the  Army 
of  the  United  States,  receiving  the  Air  Medal  with 
oak  leaf  cluster  and  ETO  ribbon  with  six  battle 
stars.  Following  further  specialty  training  he  prac- 
ticed in  Wharton,  Texas  until  1953  and  then  in 
Denver,  Colorado  where  he  was  active  at  the  time  of 
his  death. 

He  is  survived  by  his  wife  Mary  and  four  children. 

* * * 

Dr.  Eugene  Porter  Montgomery  died  apparently 
of  a heart  attack  at  his  home  during  the  night  of 
March  5. 

Born  in  Proctor,  Colorado,  he  attended  school  in 
Sterling,  Colorado.  He  graduated  from  the  University 
of  Colorado  School  of  Medicine  in  1938.  He  served 
his  internship  and  resident  training  in  Internal  Medi- 
cine and  Cardiology  at  Memorial  Hospital  and  New 
England  Medical  Center  in  Boston,  Massachusetts. 
After  service  in  the  Medical  Corps  of  the  2nd 
Armored  Division  with  General  Patton’s  Army,  Dr. 
Montgomery  entered  practice  in  his  specialty  in 
Greeley,  Colorado. 

He  is  survived  by  his  wife  Evelyn  and  two  sons. 

* * * 

Dr.  Meyer  Shmugar,  medical  director  of  Beth 
Israel  Hospital,  died  in  that  institution  February  27. 
He  was  62  years  of  age. 

Dr.  Shmugar  was  born  in  Russia  and  moved  to  the 
United  States  and  to  Denver  in  1920.  He  graduated 
from  the  University  of  Colorado  School  of  Medicine 
in  1932  and  following  internship  entered  practice  in 
Denver. 

Surviving,  in  addition  to  his  wife,  are  his  mother, 
two  daughters,  two  sisters  and  four  grandchildren. 

University  of  Colorado 
Medical  Center  News 

Dr.  Thomas  E.  Starzl,  professor  of  surgery  in  the 
University  of  Colorado  School  of  Medicine,  will  be 
one  of  the  panelists  in  a symposium  on  the  use  of 
immunosuppressive  drugs  in  organ  transplant  surgery 
as  a part  of  the  annual  convention  of  the  Student 
American  Medical  Assn,  in  Chicago  May  5. 

The  panel  will  be  moderated  by  Dr.  Francesco  del 
Greco,  associate  professor  of  medicine  in  the  North- 
western Medical  School.  Panelists  have  been  drawn 
from  three  of  the  major  centers  now  investigating 
organ  transplantation. 

In  addition  to  Dr.  Starzl,  the  speakers  will  be  Dr. 
Edward  Hager,  assistant  professor  of  medicine,  Bos- 
ton University  School  of  Medicine,  and  Dr.  David 
M.  Hume,  professor  of  surgery,  Medical  College  of 
Virginia. 

Dr.  Starzl  is  a member  of  the  University  of  Colo- 
rado Medical  Center  team  which  to  date  has  under- 
taken 86  kidney  transplants  at  Colorado  General  Hos- 
pital and  the  Denver  Veterans  Administration  Hos- 
pital. Dr.  Starzl  serves  both  the  CU  medical  faculty 
and  the  Denver  VA  Hospital  as  its  chief  of  surgery. 

* * * 

Four  appointments  to  the  faculty  of  the  University 
of  Colorado  School  of  Medicine  were  approved  by 


the  University’s  Board  of  Regents  at  their  February 
meeting. 

Dr.  Corrado  Baglioni,  currently  a career  investi- 
gator of  the  National  Research  Council  stationed  at 
the  Institute  of  Genetics  and  Biophysics  in  Naples, 
Italy,  was  appointed  professor  of  pathology  effective 
next  luly  1.  Dr.  Conger  described  him  as  “one  of 
the  world’s  authorities  in  the  highly  significant  field 
of  hemoglobin  genetics.” 

Appointed  as  clinical  professor  of  psychiatry  was 
Dr.  Jose  Barchilon,  now  associate  professor  of  psy- 
chiatry at  the  Albert  Einstein  College  of  Medicine. 
In  recommending  his  appointment,  Dr.  Conger  told 
the  CU  regents  Dr.  Barchilon  is  “an  excellent  teacher 
and  clinician  with  a great  deal  of  creativity  and 
enthusiasm  which  he  communicates  very  readily  to 
his  students.”  Dr.  Barchilon’s  appointment  also  is 
effective  July  1. 

Dr.  Giacomo  Meschia,  now  an  assistant  professor 
in  the  Yale  University  School  of  Medicine,  was  ap- 
pointed associate  professor  of  physiology,  also  effec- 
tive July  1.  One  of  Dr.  Meschia’s  principal  scientific 
interests  is  anoxia  (reduction  of  oxygen  in  body  tis- 
sues), and  he  is  expected  to  make  significant  contri- 
butions to  the  continuing  study  of  high  altitude  ef- 
fects and  of  prenatal  development  at  the  CU  Medical 
Center. 

Dr.  Alan  B.  Hopeman,  chief  of  thoracic  surgery  at 
Fitzsimons  General  Hospital,  was  appointed  to  the 
volunteer  medical  faculty  as  associate  clinical  profes- 
sor of  surgery,  retroactive  to  January  1. 

American  Academy  of  Allergy  Elects 
Officers  at  Annual  Meeting 

Dr.  David  W.  Talmage  of  Denver,  Colorado,  suc- 
ceeded Dr.  Kenneth  P.  Mathews  of  Ann  Arbor, 
Michigan,  as  president  of  The  American  Academy  of 
Allergy,  an  organization  of  more  than  1,500  allergists 
and  immunologists  from  the  United  States  and  35 
foreign  nations. 

Appointment  to  PHS  Advisory  Committee 

Dr.  R.  Samuel  Johnson  of  Denver,  Colorado,  has 
been  appointed  to  the  Public  Health  Service  Advisory 
Committee  on  Accident  Prevention  by  the  Surgeon 
General,  Luther  L.  Terry.  The  appointment  is  for 
a period  of  three  years  effective  January  1,  1965, 
subject  to  reappointment  annually. 

Dr.  Johnson,  who  has  vast  competence  in  accident 
prevention  as  it  pertains  to  accidental  poisonings,  is 
Director  of  the  Division  of  Public  Health  and  Pre- 
ventive Medicine  of  the  Denver  Department  of 
Health  and  Hospitals.  From  1958  to  1961,  he  served 
as  Director  of  the  city’s  Poison  Control  Center. 

In  joining  the  PHS  Advisory  Committee,  Dr. 
Johnson  will  meet  in  Washington,  D.  C.,  with  other 
Committee  members  twice  a year  to  advise  the  Sur- 
geon General  on  the  operation  of  the  Service’s  Divi- 
sion of  Accident  Prevention.  The  Committee  is  com- 
posed of  representatives  from  health,  education,  in- 
dustry, labor,  and  other  groups  having  specific  inter- 
est and  competence  in  the  control  of  injuries  and 
fatalities  from  accidents. 
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Postgraduate  Course  Scheduled 

A course  in  Child  Psychiatry  is  scheduled  for  April 
22-24,  1965.  This  program  will  be  designed  for  psy- 
chiatrists, psychologists,  and  others  who  are  inter- 
ested in  psychiatric  and  emotional  problems  of  chil- 
dren. Leading  authorities  in  the  field  will  speak. 

Doctors  Contribute 

In  a period  of  just  thirty  days  the  Dee  Hospital 
Staff  in  Ogden  fulfilled  a pledge  made  in  1958  to 
contribute  substantially  to  the  planned  350  bed  David 
O.  McKay  Hospital  which  will  be  built  to  form  a 
625  bed  hospital  complex  with  the  Thomas  D.  Dee 
Hospital. 

The  David  O.  McKay  Hospital  will  be  built  on  a 
28  acre  site  and  will  be,  “the  most  forward  looking 
hospital  of  the  future,”  according  to  Mr.  Kenneth 
Knapp,  Administrator.  The  $8,000,000  hospital  will 
feature  all  private  rooms  and  many  excellent  innova- 
tions which  should  contribute  to  low  operating  cost. 

Utah  TB  Eradication  Program 

The  eradication  plan  was  developed  with  assistance 
of  the  Utah  State  Medical  Association,  Utah  Tuber- 


culosis and  Health  Association,  local  health  depart- 
ments, and  the  U.S.  Public  Health  Service.  The  State 
Board  of  Health  approved  the  Blueprint  at  its  meet- 
ing on  December  2,  1964. 

The  plan  is  now  projected  for  a number  of  years 
but  only  the  first  five  years  have  been  “blueprinted” 
for  detailed  program  operations.  Program  activities 
beyond  five  years  will  be  developed  after  some  experi- 
ence with  the  present  plan. 

To  find  cases,  contacts,  suspects,  reactors,  and 
those  at  risk  of  developing  active  tuberculosis,  and 
to  place  these  people — all  of  them — under  lifetime 
surveillance  and  management  requires  that  we  follow 
rigid  criteria  of  program  performance. 

The  eradication  program  is  scheduled  to  be  carried 
out  in  six  phases. 

Dr.  Cullimore  Heads  Chamber  of  Commerce 

Dr.  Lloyd  L.  Cullimore,  Provo  physician  and  for- 
mer mayor,  has  been  elected  to  serve  as  president  of 
the  Provo  Chamber  of  Commerce  for  1965.  Dr. 
Cullimore,  who  retired  from  private  practice  a few 
months  ago,  has  received  many  honors  from  the  peo- 
ple of  Provo  for  his  great  contributions  to  that  city 
both  as  a physician  and  as  a public  servant.  The 
medical  profession  is  indeed  proud  of  this  fine  man. 

USMA  Briefs 

Dr.  N.  F.  Hicken,  Salt  Lake  City  surgeon,  recently 
presented  two  papers  at  the  17th  Annual  Meeting  of 
the  Oklahoma  Chapter,  American  Academy  of  Gen- 
eral Practice.  His  papers  were  on  “Trauma  to  the 


Postgraduate  Courses  at  Vienna,  Austria 

This  year  a new  diversified  program  of  postgraduate  seminars  has  been  issued  by  the  Ameri- 
can Medical  Society  of  Vienna  in  connection  with  the  Medical  Faculty  of  the  University  of 
Vienna.  Dr.  M.  A.  Kline,  the  President  of  the  Society,  reports  an  extended  schedule  of  sem- 
inars in  all  medical  specialties  and  subspecialties  and  the  availability  of  top  medical  scientists 
of  the  University  Clinics. 

Medical  seminars  are  arranged  for  any  visiting  doctors  on  an  individual  basis  or  for  groups. 
The  office  of  the  Society  at  Universitaetsstrasse  1 1 at  Vienna  prepares  a schedule  of  contacts 
with  English  speaking  faculty  members  of  the  University  Clinics.  Practical  sessions,  surgical 
operations,  round  table  discussions  and  grand  rounds  are  part  of  the  seminars.  Teaching  lec- 
tures are  not  usually  given.  The  time  spent  at  these  seminars,  a few  days  or  weeks,  can  be  tai- 
lored to  the  individual  need  and  a so-called  Medical  Congress  letter  is  issued  upon  completion. 
Extended  courses  up  to  three  and  ten  months  are  conducted  and  a diploma  issued  by  the  Medi- 
cal Academy  of  Vienna.  The  subjects  especially  favored  by  American  doctors  studying  in  Vien- 
na are:  Surgery  and  subspecialties,  Gynecology,  Ophthalmology,  ENT,  Urology,  and  Dermatolo- 
gy. Time  spent  there  under  these  auspices  represents  a bona  fide  medical  continuation  training 
and  expenses  incurred  in  connection  with  these  seminars  are  deductible  according  to  the  IRS 
ruling.  Detailed  information  can  be  obtained  from  the  secretary  of  the  Society  at  the  above 
named  address. 

Furthermore  1965  is  marked  by  the  sixth  centennial  of  the  foundation  of  the  University  of 
Vienna.  Festivities  are  planned  by  the  Austrian  government  and  the  Regents  of  the  University, 
culminating  in  a number  of  gala  events  in  May  1965.  The  club  headquarters  of  the  Society  will 
arrange  all  contacts  and  accommodations  on  request. 
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Abdomen”  and  “Problems  Associated  with  Surgery 
to  the  Biliary  Tract.” 

* * * 

Three  members  of  the  Utah  State  Medical  Associ- 
ation have  been  chosen  among  six  recipients  of  heart 
study  grants  totaling  $30,000.  Drs.  Hilmon  Castle 
and  A.  M.  Schmidt  of  the  University  of  Utah  College 
of  Medicine  will  study  irregularities  of  heart  rhythm 
produced  by  heart  disease.  Dr.  Russell  Nelson  will 
study  a method  to  remove  blood  from  the  receiving 
chambers  of  the  heart  and  pump  it  artificially  into 
the  arteries. 

In  Memoriam 

Dr.  Alden  K.  Harline,  prominent  Ogden  physician, 
died  February  15,  1965  in  a Salt  Lake  hospital  after 
a long  illness.  Dr.  Harline  was  associated  with  his 
brother,  Dr.  Wesley  G.  Harline,  and  Dr.  Gilbert 
Moesinger  in  the  Weber  Clinic  in  Ogden  which  they 
founded  in  1955. 

At  the  time  of  his  death  Dr.  Harline  was  a member 
of  the  Ogden  Surgical  Society,  the  Weber  County 
Medical  Society,  the  Utah  State  Medical  Association, 
the  American  Medical  Association,  and  the  American 
Board  of  General  Practitioners. 

Dr.  Harline  was  born  May  4,  1918,  in  Salt  Lake 
City  to  Lorena  Le  Cheminant  and  Oscar  Joseph 
Harline.  He  fulfilled  a mission  in  the  Western  States 
in  1939-1941  for  the  Church  of  Jesus  Christ  of  Latter- 
Day  Saints. 

Dr.  Harline  attended  Utah  State  University,  and 
University  of  Utah  where  he  received  his  degree  in 
medicine.  He  practiced  in  Hyrum,  Utah,  for  one  year 
before  moving  to  Ogden. 

On  December  19,  1941,  he  married  Lola  Crook- 
ston  in  the  Salt  Lake  LDS  Temple. 

Survivors  include  his  widow,  seven  daughters  and 
four  sons,  all  of  Ogden. 

* * * 

Dr.  Harry  S.  Scott,  95,  retired  physician  and  sur- 
geon and  veteran  of  the  Spanish-American  War,  died 
of  causes  incident  to  age  February  3,  1965,  in  a 
Salt  Lake  hospital. 

Dr.  Scott  was  born  June  20,  1869,  in  Warren,  Pa., 
to  Ira  William  and  Julia  Seaver  Scott.  He  married 
Ann  Thomas,  who  died  November  1,  1939. 

He  had  been  a Utah  resident  for  70  years  and  was 
a member  of  the  BPOE  Lodge  No.  85. 

He  is  survived  by  a niece  and  a nephew. 

* * * 

Dr.  William  Jack  Jones,  46,  Salt  Lake  obstetrician 
and  gynecologist,  died  February  5,  1965,  of  a heart 
attack  while  skiing  at  a Utah  ski  resort. 

A member  of  the  Inter-Mountain  Clinic,  Dr.  Jones 
had  practiced  in  Salt  Lake  City  for  19  years.  He  was 
a staff  member  at  Holy  Cross  Hospital  and  a member 
of  the  American  Board  of  Obstetrics  and  Gynecology. 

Dr.  Jones  graduated  from  the  University  of  Utah 
in  1939  and  received  his  medical  degree  from  the 
University  of  Pennsylvania  School  of  Medicine  in 
1943. 

Dr.  Jones  was  born  March  1,  1918,  in  Midvale  to 
W.  B.  and  Sylvia  Hanson  Jones.  He  married  Sarah 
Ann  Nelson  in  Newton  Highlands,  Mass.,  in  1942. 

Surviving  are  his  widow,  two  daughters  and  a son. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Heart  Attack;  New  Hope,  New  Knowledge,  New  Life;  By 
Myron  Prinzmetal,  MD.  Rev.  ed.  N.  Y.,  cl965,  Simon  and 
Schuster.  232p.  Gift. 

The  History  of  Surgical  Anesthesia:  By  Thomas  E.  Keys.  Rev. 
ed.  N.  Y.,  1963,  Dover.  193p.  Price;  $2.00. 

The  Influence  of  Freud  on  American  Psychology:  By  David 
Shakow  and  David  Rapaport.  New  York,  1964,  Inti.  Univ.  Pr. 
243p.  Price:  $3.50. 

The  Maltreated  Child;  the  Maltreatment  Syndrome  in  Chil- 
dren: By  Vincent  J.  Fontana,  MD,  FAAP.  Springfield,  111., 
1964,  Thomas.  67p.  Price:  $5.00. 


Applied  Seminar  on  the  Clinical  Pathology  of  Hemoglobin, 
Its  Precursors  and  Metabolites:  Washington,  D.  C.,  1962. 
Edited  by  F.  W.  Sunderman,  MD  and  F.  W.  Sunderman,  Jr., 
MD.  Phila.,  1964,  Lippincott.  360p.  Price:  $16.00. 

Atomic  Medicine:  Edited  by  Charles  F.  Behrens,  MD,  FACR 
and  E.  Richard  King,  MD.  4th  ed.  Baltimore,  1964,  Williams 
and  Wilkins.  766p.  Price:  $18.00. 

Control  of  Glycogen  Metabolism:  Ciba.  Boston,  Little,  Brown, 
1964.  434p.  Gift:  Ciba. 

Directory  for  Exceptional  Children;  Educational  and  Training 
Facilities:  5th  ed.  Boston,  Mass.,  Porter  Sargent,  1965.  Price: 
$6.56. 

Directory  of  Hospitals  (Colorado):  Denver,  Colo.,  1965,  Colo- 
rado Hospital  Association.  26p.  Gift. 

Forensic  Neuropathology;  Lesions  of  the  Brain  and  Spinal 
Cord  of  Medico-Legal  Importance:  By  Cyril  B.  Courville,  MD. 
Mundelein,  111..  1964,  Callaghan.  291p.  Price:  $12.50. 


A National  Program  to  Conquer  Heart  Disease,  Cancer  and 

Stroke:  President’s  Commission.  U.  S.  Govt.  Print.  Off.,  1964. 
114p.  Gift. 

Psychiatric  Rehabilitation;  Some  Problems  of  Research:  By 
Richard  H.  Williams  and  Denise  B.  Kandel.  N.  Y.,  1964, 
Atherton.  165p.  Price:  $5.50. 

Report  of  the  Commission  on  Drug  Safety:  Federation  of 
American  Societies  for  Experimental  Biology,  Washington, 
1964.  228p.  Gift  Colorado  Medical  Society. 

Sexual  Behavior  and  the  Law:  Edited  by  Ralph  Slovenko. 
Springfield,  111.,  cl965,  Thomas.  886p.  Price:  $19.50. 

The  Thyroid:  Edited  by  J.  Beach  Hazard,  MD.  Int.  Acad,  of 
Pathology -Monograph  series  No.  5.  Baltimore,  1964,  Williams 
& Wilkins.  288p.  Price:  $13.50. 

World  Forum  on  Syphilis  and  Other  Treponematoses,  Wash- 
ington, D.  C.,  1962:  P.H.S.  pub.  No.  997.  U.  S.  Govt.  Print. 
Off.,  cl964.  521p.  Gift. 


We  Hope  you  will  enjoy  your  stay  as  much 
as  most  of  our  visitors  do.  La  Fonda  is 
ready  to  welcome  you  within  its  sheltering  adobe 
walls  which  mirror  so  well  the  unique  character 
of  the  city,  and  we  are  sure  you'll  feel  at  home 
and  will  wish  to  return  soon  and  often. 


203  BEDROOMS  AND 
LIVING  ROOM  SUITES 
GATE  OF  SPAIN  DINING  ROOM 
LA  CANTINA  AND  LA  CANTINITA 
IESTA  BAR  • OUTDOOR  DINING 
HEATED  OUTDOOR  POOL 
OWN  PARKING  LOT 


old  Santa  Fe 


The  Inn  at  the  End  of  the  Trail 
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THIRTEENTH  BIENNIAL 


Rocky  Mountain  Medical  Conference 

A joint  enterprise  of 

Colorado  Medical  Society 
Montana  Medical  Association 
New  Mexico  Medical  Society 
Nevada  State  Medical  Association 
Utah  State  Medical  Association 
Wyoming  State  Medical  Society 


and  the 

83rd  Annual  Meeting 

The  New  Mexico  Medical  Society 
May  9-15,  1965 

La  Fonda  Hotel,  Santa  Fe,  New  Mexico 


The  Rocky  Mountain  Medical  Conference 


What  It  Is —What  It  Does 


The  Rocky  Mountain  Medical  Conference  is  a 
self-sustaining  joint  enterprise  of  six  state  medical 
societies,  founded  in  1935.  It  held  its  first  biennial 
meeting  in  1937. 

The  basic  purpose  is  to  bring  Rocky  Mountain 
area  physicians  together  for  an  outstanding  scien- 
tific program — and  for  renewed  regional  associa- 
tions and  friendship.  The  conference  exists  solely 
for  these  purposes.  It  does  not  elect  officers,  in- 
dulge in  medical  politics  or  consider  resolutions 
or  pronouncements.  Meetings  are  held  biennially, 
usually  in  conjunction  with  the  host  state’s  annual 
meeting,  and  upon  invitation  from  a participating 


state  association.  The  Chairman  of  the  forth- 
coming host  state’s  R.M.M.C.  Committee  is 
Chairman  of  the  Conference’s  “Continuing  Com- 
mittee” for  the  next  two  years  and  Chairman  of 
that  Conference.  The  Conference  is  self-sustain- 
ing, obtaining  operating  revenue  from  registration 
and  exhibit  fees,  and  over  the  years  it  has  built  up 
a small  reserve  fund. 

Members  of  the  Rocky  Mountain  Medical  Con- 
ference for  1965  are: 

COLORADO,  MONTANA,  NEVADA, 
NEW  MEXICO,  UTAH 
AND  WYOMING 


Registration  At  R.M.M.C. 


Registration  at  the  Rocky  Mountain  Medical 
Conference  is  open  to  any  Doctor  of  Medicine. 
Registration  is  not  limited  to  physicians  within 
the  six  states  which  participate  in  managing  the 
Conference. 

A registration  fee  of  $10.00  will  be  required  of 
all  Doctors.  No  fee  will  be  charged  physician 


members  of  the  Armed  Forces  in  uniform,  nurses 
and  guest  speakers. 

Each  physician  will  be  given  an  identification 
badge,  and  admission  to  all  conference  activities 
will  be  by  badge  only.  Tickets  will  be  on  sale  at 
the  registration  desk  for  the  banquet. 
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The  R.M.M.C.  Runs  by  the  Clock! 


The  Scientific  programs  of  the  Rocky  Mountain 
Medical  Conference  are  run  by  the  clock,  to  the 
minute.  This  has  been  true  of  the  previous  meetings, 
and  it  will  be  true  this  year. 

All  meetings  will  begin  on  time,  all  speakers  will 
be  required  to  begin  their  presentations  exactly  on 
time  and  none  will  be  permitted  to  speak  longer 
than  as  scheduled  in  the  program. 


All  who  attend  the  Conference  are  requested  to 
assist  the  speakers  and  benefit  themselves  by  being 
in  the  meeting  room  a few  minutes  in  advance  of 
the  papers  they  wish  to  hear.  Any  member  who  ar- 
rives late  to  hear  any  particular  paper  is  assured  that 
he  will  miss  part  of  that  paper!  Also,  his  late  arrival 
would  be  disturbing  to  the  speaker  and  the  audience 
alike. 


Hotel  Reservations 


Headquarters  for  the  Conference  will  be  La 
Fonda.  Blocks  of  rooms  have  been  set  aside  to  ac- 
commodate doctors  and  their  families  attending  the 


Rocky  Mountain  Medical  Conference.  There  are 
numerous  motels  in  the  Santa  Fe  area  for  those  who 
prefer.  Write  La  Fonda  for  your  reservation  needs. 


Pocket  Program 


A final  program  for  the  13  th  Biennial  Rocky 
Mountain  Conference,  complete  with  additional  de- 
tails not  available  for  this  Program  Issue  of  the  Jour- 
nal, will  be  published  in  pocket  size  and  will  be 


available  to  all  registrants  at  the  meeting.  For  addi- 
tional program  information,  write  to:  Rocky  Moun- 
tain Medical  Conference,  211  First  National  Bank 
Building  West,  Albuquerque,  New  Mexico. 


Entertainment 


A Cocktail  Party  and  a Dinner-Dance  are  planned 
for  Conference  participants.  Wednesday  evening, 
May  12,  the  Conference  will  be  host  to  a cocktail 
party,  6:30-7:30  p.m.  Following  the  cocktail  party, 


NEMPAC  will  have  a buffet  with  guest  speakers. 
The  Convention  Committee  has  scheduled  Tony 
Pastor  and  his  orchestra  for  the  Dinner-Dance  on 
Thursday  evening,  May  13. 


Woman’s  Auxiliary  Program 

Complete  program  of  the  New  Mexico  Medi-  functions  of  the  Auxiliary  are  open  to  wives  of  physi- 
cal Society  Woman’s  Auxiliary  is  printed  herein.  All  cian  registrants. 
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GUEST  SPEAKERS 


OSCAR  AUERBACH,  M.D. 
Senior  Medical  Investigator, 
Veterans  Administration 
Hospital,  East  Orange, 
New  Jersey 

Professor  of  Pathology, 
New  York  Medical  College, 
New  York,  N.  Y. 


LESTER  R.  DRAGSTEDT,  M.D. 
Research  Professor  of  Surgery, 
University  of  Florida 
Recipient  of  the  Distinguished 
Service  Medal  of  the 
American  Medical  Association 


NORMAN  E.  SHUMWAY,  M.D. 
Associate  Professor  of  Surgery 
and  Chief,  Division  of 
Cardiovascular  Surgery, 
Stanford  University 


ALFRED  J.  BOLLET,  M.D. 
Associate  Professor  of  Internal 
Medicine  and  Preventive 
Medicine 

Director,  Rheumatic  Disease 
Research  and  Training  Program 
and  Chronic  Disease  Unit, 
University  of  Virginia 


BERNARD  I.  LEWIS,  M.D. 
Internist,  Metabolic  Section, 
Palo  Alto  Medical  Clinic 
Assistant  Clinical  Professor 
of  Medicine, 
Stanford  University 


ALEXANDER  SIMON,  M.D. 
Superintendent  and  Medical 
Director,  The  Langley  Porter 
Neuropsychiatric  Institute 
Professor  and  Chairman  of  the 
Department  of  Psychiatry, 
University  of  California 
School  of  Medicine, 

San  Francisco 


AUDREY  K.  BROWN,  M.D. 
Associate  Professor  of 
Pediatrics,  University  of 
Virginia 

Director,  Pediatric  Hematology 
Clinic,  University  of 
Virginia  Hospital 


KEITH  REEMTSMA,  M.D. 
Associate  Professor  of  Surgery, 
Tulane  University  School 
of  Medicine 


EDWARD  STAINBROOK,  M.D. 
Professor  and  Chairman, 
Department  of  Psychiatry, 
University  of  Southern 
California  School  of  Medicine 
Chief  Psychiatrist, 

Los  Angeles  County 
General  Hospital 


(Photos  of  the  following  speakers  not  available) 


HOLLIS  G.  BOREN,  M.D. 

Director,  Trudeau  Foundation,  Saranac  Lake,  New  York 
WILLIAM  D.  COCHRAN,  M.D. 

Instructor  in  Pediatrics,  Harvard  Medical  School 

BROWN  M.  DOBYNS,  M.D. 

Professor  of  Surgery,  Western  Reserve  University 


CARL  B.  POLLOCK,  M.D. 

Psychiatry  Department,  University  of  Colorado  School  of 
Medicine 

ALVIN  JOHN  INGRAM,  M.D. 

Associate  Professor,  Orthopedic  Surgery 
University  of  Tennessee  School  of  Medicine 
Memphis,  Tennessee 
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PROGRAM 


Thirteenth  Biennial 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE 
and  Eighty-third  Annual  Meeting  of  the 
NEW  MEXICO  MEDICAL  SOCIETY 

May  9-15,  1965 

La  Fonda  Hotel,  Sante  Fe,  New  Mexico 


Sunday,  May  9 

Wednesday,  May  12 

Afternoon 

2:00 — Council  Meeting,  Coronado  Room 

Presiding:  Omar  Legant,  M.D.,  President 

New  Mexico  Medical  Society 

Evening 

7:00— Council  Dinner 

8:45 — Invocation  and  Welcome 

Monday,  May  10 

9:00 — “The  Battered  Child  Syndrome” 

Carl  B.  Pollock,  M.D.,  Denver 

Afternoon 

1:00 — Delegates’  Registration 

9:30 — “The  Behavioral  Sciences  in  Medical 
Theory  and  Practice” 

2:00 — Delegates’  Meeting,  Santa  Fe  Room 

Edward  Stainbrook,  M.D.,  Los  Angeles 

3:30 — Reference  Committee  Meetings 

Santa  Fe  Room 

New  Mexican  Room 

Coronado  Room 

10:00 — Visit  Exhibits 

Tuesday,  May  11 

10:30 — “Common  Psychosomatic  Mechanisms — 
Facts  and  Fancies” 

Bernard  I.  Lewis,  M.D.,  Palo  Alto 

Morning 

9:00 — Orientation  Course,  Santa  Fe  Room 

11:00 — “The  Psychophysiology  of  Emotion” 

Edward  Stainbrook,  M.D. 

Afternoon 

12:30 — Luncheon  for  New  Members,  Coronado 
Room 

11:30 — “The  Chronic  Hyperventilation  Syndrome” 

2:30 — Delegates’  Meeting 

Bernard  I.  Lewis,  M.D. 

for  April,  1965 
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Afternoon 

Presiding:  President  of  a participating  State 

1:45 — “The  Stresses  of  Aging” 

Alexander  Simon,  M.D.,  San  Francisco 

2:15-— “Some  Observations  on  Dying  Patients” 

Carl  B.  Pollock,  M.D.,  Denver 

2:45 — “The  Treatment  of  the  Older  Patient” 

Alexander  Simon,  M.D. 

3:15 — Visit  Exhibits 

3:45 — Panel:  “Emotional  Problems  of  Aging  and 
Retirement” 

Moderator:  Robert  A.  Senescu,  M.D., 
Albuquerque 

Panelists:  Drs.  Bernard  I.  Lewis 
Carl  B.  Pollock 
Alexander  Simon 
Edward  Stainbrook 

Evening 

6:30 — Conference  Cocktail  Party — Courtesy  Rocky 
Mountain  Medical  Conference,  Poolside, 

La  Fonda 

7:30 — New  Mexico  Medical  Political  Action 
Committee 

Banquet  Speaker:  To  be  announced 


Thursday,  May  13 

Morning 

Presiding:  M.  A.  Gold,  M.D.,  President 
Montana  Medical  Association 

9:00 — “Hyperbaric  Oxygen — Its  Uses  and 
Possible  Abuse” 

William  D.  Cochran,  M.D.,  Boston 

9:30 — “Pulmonary  Reactions  to  Irritant  Gases 
and  Inhaled  Particulates” 

Hollis  G.  Boren,  M.D.,  New  York 

10:00 — “Smoking  and  Its  Relationship  to  Bron- 
chitis and  Emphysema” 

Oscar  Auerbach,  M.D.,  New  Jersey 

10:30 — Recess  to  Visit  Exhibits 


11:00 — Panel:  “Bronchitis  and  Emphysema” 

Moderator:  Julius  L.  Wilson,  M.D.,  Santa  Fe 
Panelists:  Drs.  Oscar  Auerbach 
Hollis  G.  Boren 
Theodore  Finley 
William  D.  Cochran 
Martin  B.  Goodwin 

Afternoon 

Presiding:  Samuel  B.  Childs,  M.D.,  President 
Colorado  Medical  Society 

2:00-—-“Metabolic  Aspects  of  the  Pathogenesis  of 
Osteoarthritis” 

Alfred  Jay  Bollet,  M.D.,  Virginia 

2:30— “Hyperbilirubinemia  in  Infants” 

Audrey  K.  Brown,  M.D.,  Virginia 

3:00 — “Age,  Hormones  and  Calcium  in  the  Path- 
ogenesis of  Osteoporosis” 

Alfred  Jay  Bollet,  M.D. 

3:30 — Visit  Exhibits 

4:00 — Panel:  “Iso-Immune  and  Auto-Immune 
Phenomena  in  Disease” 

Moderator:  Richard  B.  Streeper,  M.D., 

Santa  Fe 

Panelists:  Drs.  Brown  M.  Dobyns 
Alfred  Jay  Bollet 
Audrey  K.  Brown 

Evening 

6:30 — Cocktails,  Poolside,  La  Fonda 

7:45 — Banquet — Dining  Room 
Dancing 


Friday,  May  14 

Morning 

Presiding:  Howard  P.  Greaves,  M.D.,  President 
Wyoming  State  Medical  Society 

9:00 — “The  Pathogenesis  of  Peptic  Ulcer” 

Lester  R.  Dragstedt,  M.D.,  Gainesville, 
Florida 

10:00 — “The  Treatment  of  Nodular  Goiters — 

Thyroid  Substitution  Therapy  or  Surgical 
Exploration” 

Brown  M.  Dobyns,  M.D.,  Cleveland 
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10:30 — Visit  Exhibits 

11:00 — Panel:  “Thyroid  Nodules” 

Moderator:  R.  C.  Derbyshire,  M.D. 

Panelists:  Drs.  Brown  M.  Dobyns 

4:00— Panel:  “Peptic  Ulcer” 

Moderator:  James  Clarke,  M.D.,  Albuquerque 
Panelists:  Drs.  Robert  T.  Cauthorne 

Lester  R.  Dragstedt 

Keith  Reemtsma 

Richard  M.  Angle 

Robert  S.  Stone 

Evening 

Afternoon 

SPECIALTY  SOCIETY  MEETINGS 

Presiding:  John  M.  Read,  M.D, 

President,  Nevada  State  Medical  Association 

2:00 — “Total  Surgical  Correction  of  Tetralogy  of 

Saturday,  May  15 

Fallot” 

Norman  E.  Shumway,  M.D.,  Palo  Alto 

Morning 

2:30 — “Clinical  Renal  Heterotransplantation” 

Keith  Reemtsma,  M.D.,  New  Orleans 

Presiding:  Robert  P.  Beaudette,  M.D., 
President-Elect,  New  Mexico  Medical  Society 

3:00 — Visit  Exhibits 

3:30 — Scientific  Presentation 

Alvin  John  Ingram,  M.D.,  Memphis 

9:00 — Panel:  “Transplantation” 

Moderator:  Solomon  Papper,  M.D., 
Albuquerque 

Panelists:  Drs.  Alfred  Jay  Bollet 

Keith  Reemtsma 

Norman  E.  Shumway 

AUXILIARY  PROGRAM 


Wednesday,  May  12 

Afternoon 

Morning 

9:00 — Executive  Board  Meeting 

1:00 — Luncheon 

Speaker:  Mrs.  R.  C.  L.  Robertson,  National 
representative 

Tentatively  scheduled  House  and  Garden 
Tour 

Evening 

Afternoon 

6:30 — 'Cocktails,  Poolside,  La  Fonda 

12:15— Executive  Board  Luncheon 

2:00 — Workshop 

7:45 — Banquet — Dining  Room 

Dancing 

Thursday,  May  13 

Friday,  May  14 

Morning 

Morning 

9:00 — Delegates’  Meeting 

9:00- — New  Executive  Board  Meeting 

for  April,  1965 
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Technical  Exhibitors 


Abbott  Laboratories 
Americana  Corporation 
Ayerst  Laboratories 
Bentex  Pharmaceutical  Co. 

The  Birtcher  Corporation 
Ciba  Pharmaceutical  Co. 

The  Coca-Cola  Company 

Dairy  Council  of  the  Rio  Grande  Valley 

Deseret  Pharmaceutical  Company 

Thomas  A.  Edison  Industries 

Eli  Lilly  and  Company 

Geigy  Pharmaceuticals 

Lederle  Laboratories 

Mead  Johnson  Laboratories 

Merck  Sharp  & Dohme 

Milex-Fertilex  Company 

Morton  Organization,  Inc. 

Mountain  States  Telephone 

Muckle  Professional  Equipment  Co.,  Inc. 

Pfizer  Laboratories 


Picker  X-Ray,  Rocky  Mountain,  Inc. 

Pierce-Pooler  Associates 

Professional  Purchasing  Association 

Riker  Laboratories 

A.  H.  Robins  Company,  Inc. 

Roche  Laboratories 

Ross  Laboratories 

G.  D.  Searle  & Company 

Smith,  Miller  & Patch,  Inc. 

Southwest  Air  Rangers 

Southwestern  Surgical  Supply  Co. 

E.  R.  Squibb  & Sons 

Terry  Hearing  Aid  Service 

Twin  A.  A.  Cutlery  Co.,  Inc., 

University  of  New  Mexico  School  of  Medicine  and 
Library 

The  Upjohn  Co. 

Warner-Chilcott  Laboratories 
Wyeth  Laboratories 


Rocky  Mountain  Medical  Conference  Continuing  Committee 


COLORADO:  George  P.  Lingenfelter,  Denver, 
Chairman;  Kenneth  A.  Platt,  Westminster;  Frank 
Gorishek,  Denver;  Gene  P.  Ley,  Pueblo;  Carl  H. 
McLauthlin,  Denver. 

MONTANA:  John  A.  Layne,  Great  Falls,  Chair- 
man; Robert  C.  Davidson,  Great  Falls;  Herbert  T. 
Caraway,  Billings;  Eugene  J.  P.  Drouillard,  Missoula; 
Ernest  J.  Eichwald,  Great  Falls;  William  E.  Harris, 
Livingston;  A.  L.  Vadheim,  Bozeman. 

NEVADA:  Joseph  M.  George,  Jr.,  Las  Vegas,  Chair- 
man; Gilbert  G.  Lenz,  Reno;  Harry  J.  McKinnon, 
Jr.,  Las  Vegas;  William  M.  Tappan,  Reno;  Adrien 
VerBrugghen,  Las  Vegas. 


NEW  MEXICO:  Marcus  J.  Smith,  Santa  Fe,  Chair- 
man; Solomon  Papper,  Albuquerque;  Wesley  O. 
Connor,  Albuquerque;  William  Hentel,  Albuquerque; 
Walter  J.  Hopkins,  Lovington;  Richard  B.  Streeper, 
Santa  Fe;  James  S.  Clarke,  Albuquerque;  Carol  M. 
Smith,  Santa  Fe;  R.  C.  Derbyshire,  Santa  Fe. 

UTAH:  George  H.  Curtis,  Salt  Lake  City,  Chairman; 
C.  Hilmon  Castle,  Salt  Lake  City;  Oliver  L.  Richards, 
Jr.,  Ogden;  R.  P.  Middleton,  Salt  Lake  City;  R.  Craig 
Clark,  Provo. 

WYOMING:  D.  G.  MacLeod,  Jackson,  Chairman; 
M.  J.  Smith,  Cody;  Paul  R.  Yedinak,  Rock  Springs; 
W.  W.  Elmore,  Jackson;  J.  Thomas  Johnston,  Pine- 
dale. 
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K.  A.  Barrier— Roswell,  New  Mexico 


R.  S.  Bone— Las  Vegas 


R.  A.  LaTorra— Denver 


G.  P.  Gray— Denver-Wyoming 


M.  J.  Richards— Utah 


“We’re  puzzled”*... 


. . . why  some  physicians  use  synthetic  preparations  or  thyrogiobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 


. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results— not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS: 

Thyrar®  [Beef  Thyroid]  Thytropar®  [Thyrotropin) 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

i 1 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  | 
j tablets  offered  on  your  new  continuous  Physicians  Personal  | 
j Use  Program.  | 

s i 

I M.D.  1 


ADDRESS 


ARMOUR  PHARMACEUTICAL 

COMPANY  • KANKAKEE,  ILLINOIS 


CITY 

% gr.  'A  gr.  1 gr. 

Please  circle  potency  requested. 


STATE  ZIP  CODE 

2 gr.  3 gr.  5 gr. 


for  April,  1965 
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Montana  Heart  Association 

The  Annual  Meeting  of  the  Montana  Heart  Asso- 
ciation will  be  held  at  the  Florence  Hotel,  Missoula, 
Montana,  May  7 and  8,  1965. 

Participants  include  Drs.  Edward  J.  Biglieri,  Uni- 
versity of  California  School  of  Medicine;  Ray  W. 
Gifford,  Jr.,  Cleveland  Clinic;  Arthur  C.  Kerkhof, 
Minneapolis,  Minnesota  and  R.  O.  Brandenburg, 
Mayo  Clinic. 

Complete  scientific  program  will  appear  in  the 
May  issue  of  “What  goes  on”  bulletin. 

Obstetrical  Anesthesiology 

The  Department  of  Obstetrics  and  Divisions  of 
Anesthesiology  and  Postgraduate  Medical  Education 
of  the  University  of  Utah  have  scheduled  a course  in 
Obstetrical  Anesthesiology  for  July  31  and  August  1, 
1965.  The  course  is  designed  primarily  for  physicians 
interested  in  obstetrical  anesthesiology,  however,  the 
course  should  also  be  of  interest  to  nurse  anesthetists. 

For  additional  information  contact  Clarence  A. 
Reeder,  Jr.,  Administrative  Director,  Division  of 
Postgraduate  Education,  University  of  Utah  College 
of  Medicine,  Salt  Lake  City  12,  Utah. 

Cardiac  Conference 

The  12th  Western  Cardiac  Conference  will  be  held 
at  the  Broadmoor  Hotel  in  Colorado  Springs,  Colo- 
rado on  May  14-16,  1965.  “Treatment  of  Cardio- 
vascular Disease”  will  be  the  subject  for  discussion 
at  this  Conference  and  four  outstanding  guest  speak- 
ers are  scheduled  for  appearance. 

For  further  information  contact  the  Colorado 
Heart  Association,  1375  Delaware  Street,  Denver, 
Colorado  80204. 

Southwestern  Medical  Association 

The  47th  Annual  Meeting  of  the  Southwestern 
Medical  Association  will  be  held  at  the  Sheraton 
Motor  Inn,  El  Paso,  Texas,  November  4-6,  1965. 
Secretary:  Dr.  Sol  Heinemann,  310  N.  Stanton,  El 
Paso,  Texas. 

Ruidoso  Summer  Clinic 

The  8th  Annual  Ruidoso  Summer  Clinic,  spon- 
sored by  the  New  Mexico  Chapter  of  the  American 
Academy  of  General  Practice  will  be  held  in  Ruidoso, 
New  Mexico,  July  19-22,  1965.  12  Hours  Category  I 
credit.  Secretary:  Dr.  Herschel  L.  Douglas,  121 
South  2nd  Street,  Lovington,  New  Mexico. 


American  College  of  Physicians’ 
Postgraduate  Courses 

April  26-30,  1965 

University  of  Colorado  Medical  Center,  Denver,  Colo. 

Cardiopulmonary  Diseases 

Roger  S.  Mitchell,  MD  and 

S.  Gilbert  Blount,  Jr.,  MD,  Co-Directors 

May  10-14,  1965 

New  York  Univ.  Medical  Center,  New  York,  N.Y. 

Rehabilitation 

Howard  A.  Rusk,  MD,  Director 

May  24-26,  1965 

Royal  Victoria  Hospital,  Montreal,  Que.,  Canada 
Current  Concepts  in  Gastroenterology 
Richard  D.  McKenna,  MD,  Director 

June  7-11,  1965 

State  University  of  Iowa,  Iowa  City,  Iowa 
Basic  Principles  in  Internal  Medicine 
William  B.  Bean,  MD,  Director 

June  9-11, 1965 

New  York  Univ.  Medical  Center,  New  York,  N.Y. 
The  Hemodynamic  Basis  for  Auscultation 
J.  Scott  Butterworth,  MD,  Director 

June  14-18,  1965 

University  of  Rochester  School  of  Medicine, 
Rochester,  N.Y. 

Hematology  for  Internists,  in  the  Light  of 
Recent  Developments 
Lawrence  E.  Young,  MD  and 

Scott  N.  Swisher,  Jr.,  MD,  Co-Directors 

November  1-5,  1965 

University  of  Colorado  Medical  Center,  Denver,  Colo. 
Psychiatry  for  the  Internist 
Herbert  S.  Gaskill,  MD,  Director 

Requests  for  information  are  to  be  directed  to: 
Edward  C.  Rosenow,  Jr.,  MD,  Executive  Director, 
The  American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia,  Pa.  19104. 

Postgraduate  Gastroenterology 

The  Annual  Course  in  Postgraduate  Gastroenterol- 
ogy of  the  American  College  of  Gastroenterology  will 
be  given  at  the  Americana  Hotel  in  Bal  Harbour, 
Fla.,  October  28,  29,  30,  1965. 

The  faculty  for  the  Course  will  be  drawn  from  the 
Medical  Schools  in  and  around  Florida.  The  subject 
matter  to  be  covered,  from  the  medical  as  well  as 
the  surgical  viewpoint,  will  be  essentially  the  diag- 
nosis and  treatment  of  gastrointestinal  diseases  and 
comprehensive  discussions  of  diseases  of  the  esopha- 
gus, stomach,  pancreas,  spleen,  liver  and  gallbladder, 
colon  and  rectum.  A clinical  session  will  be  held  at 
The  Mt.  Sinai  Hospital  in  addition  to  the  several 
individual  papers  to  be  presented. 

For  further  information  and  enrollment,  write  to 
the  American  College  of  Gastroenterology,  33  West 
60th  Street,  New  York,  N.Y.  10023. 
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Postgraduate  Education  Courses 
Sponsored  by 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

April  26-29,  1965 
Sheraton  Hotel 

14th  Hahnemann  Symposium 

Mechanisms  and  Therapy  of  Cardiac  Arrhythmias 

Leonard  S.  Dreifus,  MD,  Director 

July  26-30,  1965 

Hahnemann  CVI  Building 

Interpretation  and  Therapy  of  Cardiac  Arrhythmias 
Leonard  S.  Dreifus,  MD,  Director 

Nov.  22-24, 1965 
Sheraton  Hotel 

15th  Hahnemann  Symposium 
Cancer  Chemotherapy:  Basic  and  Clinical 
Applications 

Isadore  Brodsky,  MD,  Director 

Dec.  8-10,  1965 

Sheraton  Hotel 

A Hahnemann  Symposium 

New  Concepts  in  Gynecological  Oncology 

George  C.  Lewis,  MD,  Director 

April  20-23, 1966 
Marriott  Motor  Hotel 
16th  Hahnemann  Symposium 
Arterial  Occlusive  Disease 
Albert  N.  Brest,  MD,  Director 

December,  1966 
Sheraton  Hotel 

17th  Hahnemann  Symposium 
Nutritional  Dysfunction 
Donald  Berkowitz,  MD,  Director 

Surgery  and  Trauma 

Two  physicians  and  an  attorney  have  been  invited 
as  guest  faculty  members  for  the  annual  continuing 
education  course  on  “Surgery  and  Trauma”  (10th 
annual  Trauma  Day)  at  the  University  of  Nebraska 
College  of  Medicine  in  Omaha.  The  course  will  be 


held  May  3-4  at  the  College  of  Medicine’s  Eppley 
Research  Institute. 

Guest  faculty  members  for  the  two-day  course  will 
be  Richard  H.  Hansen,  LLB,  an  attorney  from 
Lincoln,  Nebr.;  Irvin  E.  Hendryson,  MD,  assistant 
clinical  professor  of  surgery  at  the  University  of 
Colorado  School  of  Medicine,  Denver;  and  Owen 
H.  Wangensteen,  MD,  professor  and  chairman  of 
the  department  of  surgery  at  the  University  of  Min- 
nesota Medical  School,  Minneapolis. 

Registration  for  the  course  is  being  handled  by  the 
office  of  continuing  education  at  the  University  of 
Nebraska  College  of  Medicine.  The  official  program 
has  been  mailed  out  to  physicians. 

Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1965 
will  be  held  October  30  through  November  5,  in 
the  new  Illinois  Eye  and  Ear  Infirmary  at  the  Medi- 
cal Center,  Chicago.  The  Department  of  Otolaryn- 
gology of  the  University  of  Illinois  College  of  Medi- 
cine offers  a condensed  postgraduate  basic  and  clini- 
cal program  for  practicing  otolaryngologists  under 
the  direction  of  Doctor  Emanuel  M.  Skolnik.  It  is 
designed  to  bring  to  specialists  current  information 
in  medical  and  surgical  otorhinolaryngology. 

Interested  physicians  should  direct  communications 
to:  Department  of  Otolaryngology,  College  of  Medi- 
cine of  the  University  of  Illinois  at  the  Medical 
Center,  Chicago,  P.  O.  Box  6998,  Chicago,  Illinois 
60680. 

Pediatric  Seminar 

The  sixth  annual  Pediatric  Seminar  will  be  held 
at  Town  & Country  Hotel,  San  Diego.  Registration 
is  scheduled  for  noon,  lune  23,  with  an  afternoon 
session  followed  by  9 to  3 p.m.  sessions  on  June  24 
and  25.  The  registration  fee  will  be  $25.00.  Speakers 
are  T.  K.  Oliver,  Jr.,  MD,  Department  of  Pedi- 
atrics, University  of  Washington  at  Seattle;  William 
Clatworthy,  MD,  Ohio  State  University  at  Columbus, 
Ohio;  Benjamin  Landing,  MD,  Los  Angeles  Children’s 
Hospital  in  Los  Angeles,  California  and  I.  V.  Ponseti, 
MD,  Assoc.  Professor  of  Orthopedics,  University  of 
Iowa  at  Iowa  City. 


The  Las  Vegas  Committee  on  Trauma  of  the  American 
College  of  Surgeons,  Announces 
A TRAUMA  SEMINAR: 

THE  MULTI-DISCIPLINE  APPROACH  TO  THE  TREATMENT  OF  INJURIES 
April  25,  26,  27,  28-1965 — Stardust  Hotel,  Las  Vegas,  Nevada 
Come  for  the  Seminar  and  stay  for  golfdom’s  big  Tournament  of  Champions  at  the  Desert  Inn. 
(April  29  thru  May  1) 

FACULTY:  Eleven  clinicians  and  researchers  from  ten  nationally  respected  institutions  speak- 
ing on  all  aspects  of  the  treatment  of  the  injured  patient. 

For  further  information  write: 

KIRK  V.  CAMMACK,  M.D.,  3196  S.  Maryland  Parkway,  Las  Vegas,  Nevada 


for  April,  1965 
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Western  Colorado  Spring  Clinics 

The  Western  Colorado  Spring  Clinics  will  be  held 
at  St.  Mary’s  Hospital,  Grand  Junction,  Colorado, 
April  23  and  24. 

Guest  speakers  for  this  meeting  and  titles  of  their 
presentations  are  shown  in  the  program  contained 
in  the  April  issue  of  our  “What  goes  on"  bulletin. 

If  you  are  interested  in  attending  these  Clinics, 
write  Victor  Crumbaker,  MD,  403  Kennedy  Ave., 
Grand  Junction,  Colorado  for  further  information 
and  program. 


Announcement 

The  American  Society  of  Oral  Surgeons  wishes 
to  announce  that  two  cash  awards  (first  prize 
$300.00 — second  prize  $200.00)  will  be  pre- 
sented at  the  Forty-Seventh  Annual  Meeting 
in  Denver,  November  2-6,  1965.  These  awards 
will  be  for  superior,  original,  unpublished 
manuscripts  concerning  any  phase  of  research 
related  to  oral  surgery  completed  during  the 
current  year. 

Individuals  interested  in  these  competitive 
Awards  should  write  to  the  American  Society 
of  Oral  Surgeons,  919  North  Michigan  Ave- 
nue, Chicago  11,  for  further  information. 


“There’s  a lady  outside  who  wants  you  to  prescribe 
for  her  dragged-out  and  listless  feeling,  doctor. 
Doctor  . . . Oh.  DOCTOR!'' 
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Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

0 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
HY-3417 


Hygroton 

brand  of 

chlorthalidone 

The  long-acting 
diuretic 
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vho  needs  it? 
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Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy...or  obesity. 

Patients  you  want  to  bring  to  dry  weight  j 
And  those  you  want  to  keep  at  dry  weight. 1 
Those  you  want  on  single  daily  doses. 

And  those  requiring  even  fewer  doses.  1 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 


1 1 1/—-^ 

Newton  Optical 

Company 

■ ■ — 5 — 

Catering  to 

"PnafruAiaHcd  *1nee.  £&utice" 

Medical  Profession  Patronage 

TREE  SPRAYING  SPECIALIST 

/fSEEXv 

309  16th  Street  f A Telephone 

Denver  2 534-8714 

900  So.  Clermont  Street 

DENVER,  COLORADO  80222 

Phone:  756-9436 

PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE.-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 


10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 


Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 
HENRY  COE,  Administrator 


MORJNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 
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The  CASE  for  a Doctor 
leasing  a car  from  us: 

Worth  reading  if  you're  tired  of  trying  to  main- 
tain a car,  keeping  records  for  taxes,  buying 
tires  and  insurance,  and  still  trade  periodically 
without  losing  your  smock. 

• You  get  a brand  new  car  at  regular  intervals. 

• Any  make  and  body  style — economy  or  prestige. 

• Whatever  extra/special  equipment  you  specify. 

• Drive  it  all  you  want  with  no  capital  tied  up. 

• Service  and  repair  bills  paid  anywhere  you  go. 

• Complete  insurance  coverage,  no  problems. 

• Prompt  attention,  respecting  your  busy  schedule. 

PLUS  free  pick-up  and  delivery,  loaner  and  24-HOUR 
EMERGENCY  ROAD  SERVICE  within  Metro  Denver 
area — priority  to  physicians. 

Closed-end  lease — license,  insurance,  maintenance  and 
all  necessary  services — low  as  $100  a month. 

Open-end  lease  as  low  as  $65  a month. 

Call  without  obligation:  JOHN  BOWERS,  EM4-0850 


it’s  practically 


SICKROOM  EQUIPMENT 

24-HOUR  SERVICE  - 7 DAYS  A WEEK 


DENVER 

PE  3-5521 

350  Broadway 
SALT  LAKE  CITY 

HU  6-7151 

1811  S.  State  St. 


easy  budget  terms 


Condition 

^PERFECT! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 


for  April,  1965 
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Colorado  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day.  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary -Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary -Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  John  M.  Read,  Elko. 

President-elect:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  William  A.  O'Brien,  III,  Reno. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal: Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary-Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. : Allan  L.  Haynes,  Clovis,  January  1,  1965, 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 


Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City. 

President-elect:  L.  V.  Broadbent,  Cedar  City. 

Past  President:  Scott  M.  Budge,  Logan. 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City. 
Secretary  ’67 : Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  AMA:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  AMA:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Additional  Trustees:  Box  Elder  Co.  Med.  Soc.  '66,  S.  L. 
Moskowitz,  Brigham  City;  Cache  Valley  Med.  Soc.  '66,  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  '66,  William  M. 
Gorishek,  Price;  Central  Utah  Med.  Soc.  '66,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  '66,  John  H. 
Clark,  Salt  Lake  City;  Southern  Utah  Med.  Soc.  '67,  Joseph 
J.  Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  '65,  Paul  G. 
Stringham,  Vernal;  Utah  County  Med.  Soc.  '65,  Richard  A. 
Call,  Provo;  Weber  County  Med.  Soc.  '67.  Douglas  C. 
Barker,  Ogden;  Southeastern  Utah  Med.  Soc.  '67,  Jerrold  C. 
Smith,  Monticello. 

EXECUTIVE  COMMITTEE:  Stanley  R.  Child,  Chairman,  Salt 
Lake  City;  Scott  M.  Budge,  Logan;  L.  V.  Broadbent,  Cedar 
City;  Russell  M.  Nelson,  Salt  Lake  City;  Cyril  D.  Fullmer, 
Salt  Lake  City. 

BUDGET  COMMITTEE:  Cyril  D.  Fullmer,  Chairman,  Salt 
Lake  City;  Stanley  R.  Child,  Salt  Lake  City;  Scott  M.  Budge, 
Logan;  L.  V.  Broadbent,  Cedar  City;  Russell  M.  Nelson,  Salt 
Lake  City. 

AUXILIARY  ADVISORY:  Stanley  R.  Child,  Chairman,  Salt 
Lake  City;  S.  L.  Moskowitz,  Brigham  City;  Robert  S.  Budge, 
Smithfield;  William  M.  Gorishek,  Price;  Halvard  J.  Davidson, 
Manti;  John  H.  Clark,  Salt  Lake  City;  Joseph  J.  Sannella, 
Kanab;  Paul  G.  Stringham,  Vernal;  Richard  A.  Call,  Provo; 
Douglas  C.  Barker,  Ogden;  Jerrold  C.  Smith,  Monticello. 

Council  on  Medical  Service 

Drew  M.  Petersen,  Chairman,  Ogden 

BLOOD  BANK  COMMITTEE:  Crichton  McNeil,  Chairman, 
Salt  Lake  City;  Phillip  M.  Chase,  Salt  Lake  City;  W.  R 
Worley,  Jr.,  Richfield;  Wilford  H.  LeCheminant,  Provo; 
Merrill  C.  Daines,  Logan;  Elmer  E.  Pautler,  Ogden;  Kenneth 
B.  Dickson,  Salt  Lake  City;  Shelley  A.  Swift,  Salt  Lake  City; 
Joseph  L.  Hatch,  Salt  Lake  City;  Stanley  J.  Altman,  Salt 
Lake  City;  Paul  G.  Winquist,  Logan. 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Wallace  S. 
Brooke,  Chairman,  Salt  Lake  City;  Drew  M.  Petersen,  Ogden; 
Kenneth  B.  Castleton,  Salt  Lake  City;  John  F.  Waldo,  Salt 
Lake  City;  Ralph  E.  Jorgenson,  Provo;  Mr.  Grant  Aadnesen, 
Salt  Lake  City. 

FEE  SCHEDULE  COMMITTEE:  Boyd  G.  Holbrook.  Chairman. 
Salt  Lake  City;  Dean  A.  Moffat,  Salt  Lake  City;  Scott  M. 
Smith,  Salt  Lake  City;  William  J.  Morginson,  Salt  Lake  City; 
Whitney  J.  Haight,  Salt  Lake  City;  Preston  G.  Hughes,  Spanish 
Fork;  H.  M.  Jackson.  Salt  Lake  City;  William  P.  Daines, 
Ogden;  J.  Louis  Schricker,  Jr.,  Salt  Lake  City;  Eugene  Wood, 
Salt  Lake  City;  Dean  Spear,  Salt  Lake  City;  Sherman  S. 
Coleman,  Salt  Lake  City;  O.  Edward  Ogilvie,  Salt  Lake  City; 
Roy  A.  Darke,  Salt  Lake  City;  J.  Bruce  Balken,  Ogden; 
Howard  K.  Belnap  Ogden;  Robert  R.  Robinson.  Jr.,  Salt  Lake 
City;  Preston  R.  Cutler,  Salt  Lake  City;  Ronald  W.  Krumbach, 
Ogden;  Warren  B.  West,  Ogden;  Homer  E.  Smith,  Salt  Lake 
City  (consultant);  Garner  B.  Meads,  Salt  Lake  City 
(consultant). 

INSURANCE  PLANS  COMMITTEE:  Leland  O.  Learned,  Chair- 
man, Salt  Lake  City;  Frank  J.  Winget,  Salt  Lake  City;  Garner 
B.  Meads,  Salt  Lake  City;  Alden  K.  Harline,  Ogden;  Dean  L. 
Bunderson,  Brigham  City;  Newell  G.  Daines,  Logan;  G.  Cloyd 
Krebs,  Provo. 

MATERNAL  MORTALITY  COMMITTEE:  Carl  T.  Woolsey, 
Chairman,  Salt  Lake  City;  Ray  E.  Spendlove,  Vernal;  Wilber 
S.  Thain,  Logan;  Russell  N.  Stirland,  Ogden;  Boyd  J.  Farr, 
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Ogden;  Quinn  A.  Whiting,  Price;  J.  Gordon  Felt,  Brigham 
City;  Richard  S.  Clark,  Provo;  Irwin  H.  Kaiser,  Salt  Lake 
City;  F.  Willis  Taylor,  Salt  Lake  City;  Reynolds  F.  Cahoon, 
Salt  Lake  City;  John  T.  Mason,  Salt  Lake  City;  Robert  H. 
Hall,  Salt  Lake  City;  William  L.  Mason,  Panguitch;  Lamar 
H.  Stewart,  Gunnison. 

MEDICAL  ECONOMICS  COMMITTEE:  U.  R.  Bryner,  Chair- 
man, Salt  Lake  City,  1966;  Donald  M.  Moore,  Ogden,  1965; 
O.  Wendell  Budge,  Logan,  1965;  Roy  W.  Robinson,  Price,  1966; 
Preston  R.  Cutler,  Salt  Lake  City,  1966;  Thomas  L.  Hannum, 
Brigham  City,  1967;  Joseph  D.  Halgren,  Richfield,  1967. 
NURSING  HOME  LIAISON  COMMITTEE:  G.  D.  Carlyle 
Thompson,  Chairman,  Salt  Lake  City;  Reed  M.  Broadbent, 
Logan;  Charles  M.  Smith,  Sr.,  Provo;  J.  Kyle  Clark,  Provo; 
Victor  Kassel,  Salt  Lake  City. 

RESOLUTIONS  COMMITTEE;  (To  be  named  by  President  in 
May  1965.) 

SPECIAL  COMMITTEE  ON  EYE  CARE:  Richard  W.  Sonntag, 
Chairman,  Salt  Lake  City;  Robert  L.  Rees,  Salt  Lake  City; 
Homer  E.  Smith,  Salt  Lake  City;  Richard  J.  Nelson,  Salt 
Lake  City;  N.  F.  Hicken,  Salt  Lake  City;  Robert  S.  Felt,  Salt 
Lake  City;  Louis  R.  Snider,  Ogden. 

Council  on  Public  Healtli 

Cyril  D.  Fullmer,  Chairman,  Salt  Lake  City 
GENERAL  COMMITTEE  ON  PUBLIC  HEALTH:  Alan  P. 
Macfarlane,  Chairman,  Salt  Lake  City;  Sherman  S.  Coleman, 
Salt  Lake  City;  Adolph  M.  Nielsen,  Salt  Lake  City;  James 
F.  Orme,  Salt  Lake  City;  Kenneth  O.  Fishier,  Salt  Lake  City; 
Richard  Iverson,  Ogden;  Wesley  H.  Anderson,  Ogden;  John 
Kumagai,  Kamas;  Elmer  M.  Kilpatrick,  Salt  Lake  City; 
Thales  H.  Smith,  Provo;  Mark  H.  Greene,  Jr.,  Salt  Lake  City. 
ATHLETIC  INJURIES  COMMITTEE:  Sherman  S.  Coleman, 
Chairman,  Salt  Lake  City;  John  C.  Worley,  Jr.,  Logan;  James 
H.  Quinn,  Salt  Lake  City;  C.  A.  Natoli,  Salt  Lake  City;  Louis 
S.  Peery,  Ogden;  J.  Bernard  Critchfield,  Taylorsville;  Dee  W. 
Call,  Salt  Lake  City;  R.  Wendell  Vance,  Provo. 

CANCER  COMMITTEE:  Adolph  M.  Nielsen,  Chairman,  Salt 
Lake  City;  John  W.  Emmett,  Logan;  Donald  V.  Poppen, 
Provo;  Cyril  D.  Fullmer,  Salt  Lake  City;  Irwin  H.  Kaiser, 
Salt  Lake  City;  O.  Ernest  Grua,  Ogden. 

CARDIO- VASCULAR  DISEASE  AND  TUBERCULOSIS  COM- 
MITTEE: James  F.  Orme,  Chairman,  Salt  Lake  City;  Robert 
J.  Beveridge,  Salt  Lake  City;  John  L.  Sorenson,  Logan; 
Robert  W.  Petty,  Provo;  John  D.  Newton,  Ogden;  Robert  W. 
Sherwood,  Salt  Lake  City;  W.  R.  Elton  Newman,  Salt  Lake 
City;  Eddie  A.  Isaacson,  Farmington. 

CHILD  ADOPTION  COMMITTEE:  Kenneth  O.  Fishier,  Chair- 
man, Salt  Lake  City;  Lindsay  R.  Curtis,  Ogden;  Jay  S. 
Broadbent,  Provo;  H.  A.  Theurer,  Jr.,  Salt  Lake  City;  L.  Dean 
Day,  Salt  Lake  City;  C.  Wallace  Sorenson,  Salt  Lake  City; 
Reed  W.  Farnsworth,  Cedar  City;  John  Carlisle,  Logan. 
MENTAL  HEALTH  COMMITTEE:  Richard  Iverson,  Chairman, 
Ogden;  Gale  H.  Keyes,  Ogden;  H.  Edward  Beaghler,  Provo; 
Robert  C.  Mohr,  Salt  Lake  City;  C.  Craig  Nelson,  Salt  Lake 
City;  Marlow  R.  Harston,  Provo:  Paul  S.  Groneman,  Orem; 

C.  H.  Hardin  Branch,  Salt  Lake  City;  N.  Blaine  Belnap, 
Ogden. 

MENTAL  RETARDATION  COMMITTEE:  Wesley  H.  Anderson, 
Chairman,  Ogden;  W.  Dean  Belnap,  Bountiful;  Patrick 
F.  Bray,  Salt  Lake  City;  Joseph  P.  Kesler,  Salt  Lake  City; 
Harold  E.  Young,  Jr.,  Midvale;  Guy  A.  Richards,  American 
Fork. 

RURAL  HEALTH  COMMITTEE:  Joseph  D.  Halgren,  Chair- 
man, Richfield;  W.  R.  Elton  Newman,  Salt  Lake  City;  Edward 

D.  Morton,  Ogden;  Joseph  J.  Sannella,  Kanab. 

SANITATION  AND  POLLUTION  COMMITTEE:  Elmer  M. 
Kilpatrick,  Chairman,  Salt  Lake  City;  Arley  Flinders,  Ogden; 
W.  Doyle  Cranney,  Orem;  Joseph  O.  Brewerton,  Salt  Lake 
City;  Ralph  L.  Tingey,  Salt  Lake  City;  Richard  J.  Nelson, 
Salt  Lake  City;  Elmo  Eddington,  Lehi;  Alan  P.  Macfarlane, 
Salt  Lake  City;  Eddie  A.  Isaacson,  Farmington;  G.  D.  Carlyle 
Thompson,  Salt  Lake  City;  W.  F.  Loomis,  Brigham  City. 
SCHOOL  HEALTH  COMMITTEE:  Richard  R.  Flynn,  Chairman, 
Bountiful;  Richard  P.  Bigelow,  Salt  Lake  City;  S.  William 
Allred,  Salt  Lake  City;  Earl  A.  Lloyd,  Salt  Lake  City; 
Leslie  A.  Smith,  Ogden;  John  T.  Mason,  Salt  Lake  City. 
TRAUMA  COMMITTEE:  Mark  H.  Greene,  Jr.,  Chairman,  Salt 
Lake  City;  Robert  F.  Bitner,  Layton;  Charles  M.  Swindler, 
Ogden;  A.  M.  Okelberry,  Salt  Lake  City;  Robert  W.  Sherwood, 
Salt  Lake  City. 

Council  on  Scientific  Education 

Russell  M.  Nelson,  Chairman,  Salt  Lake  City 

MEDICAL  ADVISORY  BOARD  TO  UNIVERSITY  OF  UTAH 

COLLEGE  OF  MEDICINE:  ‘Kenneth  B.  Castleton,  Chairman, 

Salt  Lake  City;  ‘Louis  S.  Goodman,  Salt  Lake  City;  *M.  M. 

Wintrobe,  Salt  Lake  City;  ‘President  James  C.  Fletcher,  Sait 

Lake  City;  ‘John  A.  Dixon,  Ogden;  ‘Reed  W.  Brinton,  Salt 


Lake  City;  ‘Mr.  Carvel  Mattsson,  Richfield;  John  F.  Waldo, 
Vice-Chairman,  Salt  Lake  City;  Scott  M.  Budge,  Logan; 
Stanley  R.  Child,  Salt  Lake  City;  L.  V.  Broadbent,  Cedar 
City;  V.  Robert  Kelly,  Layton;  John  H.  Clark,  Salt  Lake 
City;  George  H.  Curtis,  Salt  Lake  City. 

* Represents  University  of  Utah. 

MEDICAL  EDUCATION  AND  HOSPITAL  COMMITTEE: 
William  P.  Daines,  Chairman,  Ogden,  1965;  Robert  M. 
Dalrymple,  Salt  Lake  City,  1965;  Talmage  W.  Nielsen,  Salt 
Lake  City,  1965;  George  H.  Curtis,  Salt  Lake  City,  1965; 
Kenneth  B.  Castleton,  Salt  Lake  City,  1965;  John  H.  Clark, 
Salt  Lake  City,  1965;  C.  Hilmon  Castle,  Salt  Lake  City,  1966; 
H.  M.  Jackson,  Salt  Lake  City,  1966;  Charles  M.  Parrish,  Salt 
Lake  City,  1966;  Spencer  Snow,  Salt  Lake  City,  1966;  James 
P.  Neeley,  Jr.,  Logan,  1967;  Irven  H.  Moncrief,  Ogden,  1967; 
Riley  G.  Clark,  Provo,  1967;  A.  W.  Scott,  Richfield,  1967; 
Quinn  A.  Whiting,  Price,  1967;  Charles  D.  Behrens,  Salt  Lake 
City,  1967. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
George  H.  Curtis,  Chairman,  Salt  Lake  City,  1965;  Oliver  L. 
Richards,  Jr.,  Ogden,  1966;  R.  P.  Middleton,  Salt  Lake  City, 
1967;  R.  Craig  Clark,  Provo,  1968;  Alan  E.  Lindsay,  Salt  Lake 
City,  1969. 

SCIENTIFIC  EXHIBITS  COMMITTEE:  Patrick  F.  Bray. 
Chairman,  Salt  Lake  City;  Richard  Y.  Card,  Salt  Lake  City. 
SCIENTIFIC  PROGRAM  COMMITTEE:  Russell  M.  Nelson, 
Chairman,  Salt  Lake  City;  W.  Lynn  Richards,  Bountiful; 
Eugene  Y.  Hall,  Salt  Lake  City;  John  R.  Ward.  Salt  Lake 
City;  Chase  N.  Peterson,  Salt  Lake  City;  James  H.  Quinn, 
Salt  Lake  City;  Andrew  F.  Latteier,  Salt  Lake  City;  Lyman 
W.  Condie,  Salt  Lake  City;  Patrick  F.  Bray,  Salt  Lake  City; 
Edward  R.  McKay,  Salt  Lake  City;  Richard  Y.  Card,  Salt 
Lake  City;  Dean  W.  Tanner,  Ogden;  C.  Steven  Hatch,  Provo. 

Council  on  Government  Relations 

L.  V.  Broadbent,  Chairman,  Cedar  City 

DISASTER  AND  CIVIL  DEFENSE  COMMITTEE:  Robert  W. 
Carson,  Chairman,  Salt  Lake  City;  Richard  J.  Nelson,  Salt 
Lake  City;  G.  D.  Carlyle  Thompson,  Salt  Lake  City;  Edward 
J.  Hruska,  Salt  Lake  City;  Glenn  C.  Wilson,  Granger;  C.  M. 
Smith,  Sr.,  Provo;  T.  C Weggeland,  Salt  Lake  City;  Arley 
Flinders,  Ogden;  Preston  J.  Burnham,  Murray;  Joseph  O. 
Brewerton,  Salt  Lake  City;  W.  F.  Loomis,  Brigham  City; 
James  P.  Neeley,  Logan;  A.  Willis  Smith,  Kearns;  Daniel  T. 
Madsen,  Price;  M.  K.  McGregor,  St.  George;  D.  C.  Rigby, 
Mt.  Pleasant. 

LEGISLATIVE  COMMITTEE:  Vernon  L.  Stevenson,  Chairman. 
Salt  Lake  City;  H.  R.  Reichman,  Salt  Lake  City;  George  R. 
Aiken,  Kanab;  Thomas  L.  Hannum,  Brigham  City;  Jay  S. 
Broadbent,  Provo;  Robert  G.  Weaver,  Salt  Lake  City;  Walter 
J.  Burdette,  Salt  Lake  City;  Juel  E.  Trowbridge,  Bountiful; 
Wallace  S.  Brooke,  Salt  Lake  City;  Gale  H.  Keyes,  Ogden; 
Don  Dee  Olsen,  Ogden;  Robert  E.  Skabelund,  Logan;  Paul 
G.  Stringham,  Vernal;  J.  Garth  Chatterley,  Cedar  City; 
O.  Wendell  Budge,  Logan;  Richard  A.  Call,  Provo. 

MEDICAL  ADVISORY  COMMITTEE  TO  DEPARTMENT  OF 
PUBLIC  WELFARE:  Ralph  E.  Jorgenson,  Chairman,  Provo; 
Keith  M.  Pearson,  Salt  Lake  City;  Norman  R.  Beck,  Salt 
Lake  City;  Harry  E.  Fisher,  Jr.,  Salt  Lake  City;  Wallace  S. 
Brooke,  Salt  Lake  City;  Gale  H.  Keyes,  Ogden;  Newell  G. 
Daines,  Jr.,  Logan;  Preston  G.  Hughes,  Spanish  Fork;  Don  D. 
Olsen,  Ogden. 

OCCUPATIONAL  HEALTH  COMMITTEE:  Boyd  J.  Larson, 
Chairman,  Lehi;  Wallace  R.  Johnson,  Tooele;  W.  Lynn 
Richards,  Bountiful;  Harold  P.  Hargreaves,  Salt  Lake  City; 
J.  Gordon  Felt,  Brigham  City;  LaVille  H.  Merrill,  Hiawatha; 
W.  F.  Loomis,  Brigham  City;  Boyd  G.  Holbrook,  Salt  Lake 
City;  Robert  M.  Woolf,  Salt  Lake  City;  Manly  Utterback, 
Ogden. 

Council  on  Public  and  Professional  Relations 
Stanley  R.  Child,  Chairman,  Salt  Lake  City 
GRIEVANCE  COMMITTEE:  Mark  W.  Muir,  Chairman,  Salt 
Lake  City,  1966;  Russell  N.  Stirland,  Ogden,  1967;  O.  W. 
Phelps,  Helper,  1965;  George  R.  Aiken,  Kanab,  1967;  W.  R. 
Worley,  Jr.,  Richfield,  1965;  Clair  L.  Payne,  Logan,  1965; 
James  W.  Webster,  Provo,  1966;  Arnold  B.  Gilbert,  Brigham 
City,  1966;  T.  R.  Seager,  Vernal,  1966. 

ETHICS  COMMITTEE:  Louis  E.  Viko,  Chairman,  Salt  Lake 
City;  Edward  R.  McKay,  Salt  Lake  City;  Stanley  R.  Child,  Salt 
Lake  City;  I.  Bruce  McQuarrie,  Ogden;  Ralph  E.  Jorgenson, 
Provo;  Ralph  L.  Tingey,  Salt  Lake  City;  G.  D.  Carlyle 
Thompson,  Salt  Lake  City;  Kenneth  A.  Crockett,  Salt  Lake 
City. 

HOSPITAL  RELATIONS  COMMITTEE:  William  J.  Morginson, 
Chairman,  Salt  Lake  City;  Irwin  H.  Kaiser,  Salt  Lake 
City;  H.  David  Rees,  Provo;  William  P.  Daines,  Ogden;  Drew 

M.  Petersen,  Ogden;  John  F.  Waldo,  Salt  Lake  City;  Frank 
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F.  Daughters,  Salt  Lake  City;  Wallace  L.  Chambers,  Granger; 
Ralph  R.  Meyer,  Salt  Lake  City. 

LIAISON  COMMITTEE  WITH  UTAH  BAR:  Louis  E.  Viko, 
Chairman,  Salt  Lake  City;  Chester  B.  Powell,  Salt  Lake  City; 
Wallace  S.  Brooke,  Salt  Lake  City;  Newell  G.  Daines,  Jr., 
Logan;  R.  G.  Cornell,  Orem. 

MEDICAL  LEGAL  COMMITTEE:  Chester  B.  Powell,  Chair- 
man, Salt  Lake  City,  1967;  Louis  S.  Peery,  Ogden,  1965; 
W.  F.  Loomis,  Brigham  City,  1965;  Robert  E.  Morrow,  Salt 
Lake  City,  1965;  C.  L.  Payne,  Logan,  1966;  Charles  M. 
Swindler,  Ogden,  1966;  Donald  V.  Poppen,  Provo,  1966;  Wallace 
E.  Hess,  Salt  Lake  City,  1966;  Quinn  A.  Whiting,  Price,  1966; 
Eugene  Wood,  Salt  Lake  City,  1967;  William  K.  Fitzpatrick, 
Salt  Lake  City,  1967;  A.  M.  Okelberry,  Salt  Lake  City, 
1967:  Madison  H.  Thomas,  Salt  Lake  City,  1967;  Ralph 
R.  Meyer,  Salt  Lake  City,  1967;  David  W.  Richards,  Salt 
Lake  City,  1967;  Bruce  A.  Lloyd,  Salt  Lake  City,  1967;  Rees 
H.  Anderson,  Salt  Lake  City,  1967;  John  Z.  Brown,  Jr.,  Salt 
Lake  City,  1967. 

MEDICINE  AND  RELIGION  COMMITTEE:  Edward  R.  McKay, 
Chairman,  Salt  Lake  City;  John  H.  Clark,  Salt  Lake 
City;  Irving  Ershler,  Salt  Lake  City;  Garner  B.  Meads,  Salt 
Lake  City;  Clifford  Sherwood,  Salt  Lake  City;  George  M. 
Fister,  Ogden. 

MEMORIAM  COMMITTEE:  Martin  C.  Lindem,  Chairman, 
Salt  Lake  City. 

NURSING  LIAISON  COMMITTEE:  Eugene  Wood,  Chairman, 
Salt  Lake  City;  Ivan  C.  Taylor,  Ogden;  Virginia  S.  Lanier, 
Salt  Lake  City;  S.  Paul  Starley,  Salt  Lake  City;  George  H. 
Curtis,  Salt  Lake  City;  Beulah  R.  Allen,  Provo;  William  J. 
Morginson,  Salt  Lake  City. 

PUBLIC  RELATIONS  COMMITTEE:  John  F.  Waldo,  Chair- 
man, Salt  Lake  City;  Robert  M.  Dalrymple,  Salt  Lake  City; 
Dean  Spear,  Salt  Lake  City;  Edward  R.  McKay,  Salt  Lake 
City;  Joseph  E.  Jack,  Salt  Lake  City;  Allan  H.  Barker,  Salt 
Lake  City;  M.  Paul  Southwick,  Ogden;  R.  G.  Cornell,  Orem. 
SUB  COMMITTEE  ON  MEDICALLY-IMPAIRED  DRIVER  RE- 
PORTING: Mark  H.  Greene,  Chairman,  Salt  Lake  City; 
Lyman  W.  Condie,  Salt  Lake  City;  Charles  D.  Behrens,  Salt 
Lake  City;  Robert  L.  Rees,  Salt  Lake  City;  Mrs.  Esther  E. 
Landa,  Salt  Lake  City  Board  of  Education;  Mr.  George  C. 
Miller,  Director,  Drivers  License  Division;  Mr.  Robert  W. 
Warnick,  Utah  State  Medical  Association. 

SPEAKERS  BUREAU:  Ralph  E.  Jorgenson,  Provo;  Nephi 

K.  Kezerian,  Provo;  I.  Bruce  McQuarrie,  Ogden;  Thomas 

L.  Hannum,  Brigham  City;  W.  Ezra  Cragun,  Logan;  N.  F. 
Hicken,  Salt  Lake  City;  Paul  A.  Clayton,  Salt  Lake  City; 
Wallace  S.  Brooke,  Salt  Lake  City;  Milo  C.  Moody,  Spanish 
Fork;  Robert  J.  Beveridge,  Salt  Lake  City;  Gail  W.  Haut, 
Price;  A.  R.  Demman,  Helper;  Drew  M.  Petersen,  Ogden; 
V.  Robert  Kelly,  Layton;  Andrew  L.  Karavitis,  Salt  Lake 
City;  Reed  W.  Farnsworth,  Cedar  City;  Floyd  W.  Seager, 
Ogden;  J.  Russell  Smith,  Provo;  Lloyd  L.  Cullimore,  Provo; 
John  A.  Dixon,  Ogden;  Robert  F.  Bitner,  Layton;  Ernest  L. 
Wilkinson,  Salt  Lake  City;  R.  Wendell  Vance,  Provo;  Allan 
H.  Barker,  Salt  Lake  City;  Maurice  J.  Taylor,  Salt  Lake  City; 
Frank  F.  Daughters,  Salt  Lake  City;  Vernon  C.  Young,  Salt 
Lake  City;  Joseph  E.  Jack,  Salt  Lake  City;  R.  E.  Nilsson 
(debate),  Ogden;  R.  G.  Cornell,  Orem. 

REHABILITATION  COMMITTEE:  Parley  W.  Madsen,  Jr.. 
Chairman,  Salt  Lake  City;  Joseph  P.  Kesler,  Salt  Lake  City; 
Robert  L.  Rees,  Salt  Lake  City;  Hal  H.  Bourne,  Salt  Lake 
City;  Alan  R.  Neison,  Salt  Lake  City;  Rich  Johnston,  Ogden; 
LaVerne  S.  Erickson,  Salt  Lake  City;  Garth  G.  Myers,  Salt 
Lake  City;  Robert  T.  Ferguson,  Salt  Lake  City;  Antoine  A. 
Dalton.  Murray. 

Wyoming  State  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne, Telephone  632-5525 
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Announcing  . . . 

INCREASED  BENEFITS  PLANS! 

. . . now  up  to  $800.00  disability  income! 

The  Income  Protection  program  of  the  Colorado  Medical  Society  has 
been  improved  to  include  new  plans  offering  $700  a month  or  $800  a 
month  protection! 

All  members  under  age  55  in  full  time  practice  may  apply  for 
the  new  plans! 


return  the  coupon  for  full  details 
underwritten  by 


OF  OMAHA 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— Omaha,  Nebraska 

(3-4-S-6) 


VINCENT  ANDERSON  CO.,  INC. 

2nd  Floor,  R.R.  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection 
Plan  of  the  Colorado  Medical  Society. 

NAME 

ADDRESS 

CITY  STATE 

! 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
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meet  the  stress  of  the  busy  hours. 
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WANT  ADS 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


GOOD  GENERAL  PRACTICE  in  shopping  center.  Free  for 
assuming  the  lease.  Reply  to  Box  1-10-TFB,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colo.  80218 

1-10-TFB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TFB 


IMMEDIATE  OCCUPANCY  Green  Mountain  Medical  Center, 
South  Union  at  West  Alameda,  one  mile  west  of  the  Federal 
Center.  Exclusive  Medical  Center  of  16,000  sq.  ft.  with  X-ray, 
pathological  and  optical  services,  plus  pharmacy.  15-minute 
drive  from  Lutheran,  St.  Anthony  and  Beth  Israel  hospitals. 
For  information  call  Ted  Frazer  or  Jim  Gordon  at  292-2900. 
(Denver)  2-6-3B 


FOR  SALE,  JULY  1,  1965:  Examining  table,  suitable  for  any 
practitioner.  Almost  new.  B.  B.  Sanders,  MD,  5101  E.  Yale, 
Denver.  Telephone  756-3624.  4-7-1 


MEDICAL  SPACE  EXCLUSIVELY— Anywhere  in  Denver’s 
Metropolitan  area.  Ranging  from  the  older  established  to 
the  new  modern  medical  facilities.  Can  fit  space  to  your 
requirements.  Call  or  write  R.  E.  Rainey,  Agent,  Medical 
Dental  Space,  6200  So.  Broadway,  Littleton,  Colorado,  Phone 
794-7825.  3-10-TFB 


FOR  RENT — DOCTOR’S  OFFICE.  Used  for  general  practice 
for  ten  years.  Recently  vacated.  Littleton,  Colorado  location. 
Call  Lemcke,  794-0808  or  Malcolm,  794-0605.  4-13-1B 


GP — Catholic,  Denver  suburb.  Salary  first  year,  partnership 
possible.  Details  first  letter.  Box  3-7-TF,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver  18,  Colorado. 

3-7-TF 


FOR  SALE — Beautiful  clinic  building,  ideally  located  in 
Denver;  designed  and  built  in  1953  for  three  to  five 
(depending  on  specialty)  doctors;  completely  modem;  all  air 
conditioned;  hot  water  heat;  automatic  lawn  sprinkling;  on 
67  by  125  foot  lot;  private  parking  for  seven  cars  and  ample 
uncrowded  on-street  parking.  Owners  leaving  large  GP  and 
OB-Gyn  practice  to  retire  in  California;  will  include  200  ma. 
radiographic  unit  if  desired.  Contact  Mr.  Robert  Bryant,  Ful- 
ler & Co.,  718-17th  St.,  292-3700.  3-6-3B 


ANESTHESIOLOGY — Applications  invited  for  residencies  in 
an  active  and  approved  program  of  anesthesiology.  Open- 
ings for  July  1965.  Department  of  six  full-time  anesthesiolo- 
gists. Eligibility  for  Illinois  licensure  required  Stipend  $6,000 
first  year.  Contact  Dr.  Wm.  A.  DeWitt,  Department  of  Anes- 
thesiology, St.  Joseph  Hospital,  Joliet,  Illinois.  3-5-3B 


OFFICE  SPACE  Xavier  Medical  Center.  Five  blocks  from 
St.  Anthony’s  Hospital  at  Xavier  and  Colfax.  This  five 
story  building  offers  the  latest  in  modern  medical  facilities, 
air  conditioning,  elevator  service  and  ample  parking.  Call 
or  write  R.  E.  Rainey,  6200  S.  Broadway,  Littleton,  Colorado, 
Phone  794-7825.  3-9-TFB 


AVAILABLE  JULY  1,  1965 — excellent  general  practice  open- 
ing in  Delta,  Colorado.  Present  physician  leaving  for  res- 
idency. Drawing  population  17,000;  presently  eight  physicians 
in  area.  Twenty-eight  bed,  well  equipped  General  Hospital 
with  open  staff  and  generous  surgical  privileges.  Reply  to 
Box  4-8-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  4-8-3 
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EXCLUSIVELY 


i— 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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EXCELLENT  OPPORTUNITY  for  General  Surgeon  to  asso- 
ciate with  established  surgeon.  New  clinic,  well  equipped 
with  drug  dispensary,  hospital  facilities.  Attractive  financial 
arrangements.  Partnership  from  start.  Austin  Clinic,  Lords- 
burg,  New  Mexico.  4-2-1 


INTERNIST  wanted  to  join  Southwest  Denver  Medical  Group, 
established  in  this  location  for  8 years.  Must  be  board 
eligible.  Contact:  Harold  L.  Kayser,  MD,  1930  So.  Federal 
Blvd.,  Denver,  Colorado  80219.  Telephone  934-5591.  4-12-3 


EMERGENCY  ROOM  PHYSICIAN— Permanent,  full-time 
physician  needed  to  staff  well  equipped  emergency  room  in 
a JCAH  approved  380  bed  hospital.  Hours  and  salary  open; 
liberal  benefits.  Rapidly  growing  city  in  ideal  climate.  Con- 
tact William  E.  Moore,  MD,  Director  of  Emergency  Service, 
Presbyterian  Hospital  Center,  Albuquerque,  New  Mexico 
87106.  Telephone — Area  Code  505,  243-9411.  New  Mexico  li- 
cense required.  4-11-1B 


RESEARCH  PROGRAM — Immediate  research  positions  avail- 
able for  board  eligible  or  certified  MD's.  Please  submit 
qualifications  and  complete  background  history  and  type  of 
research  desired.  State  salary  requirements  and  geographic 
location  desired.  Reply  to  Box  4-10-1B,  Rocky  Mountain  Med- 
ical Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218. 

4-10-1B 


WANTED:  General  Practitioner  to  associate  with  established 
General  Practitioner  in  Wyoming.  Modem  ideal  profes- 
sional facilities,  liberal  partnership  opportunity.  Details  first 
letter.  Strong  references  required.  Reply  to  Box  4-9-3,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver  80218. 

4-9-3 


BEAUTIFUL  MOUNTAIN  LAND — Three  exceptionally  de- 
sirable 10-acre  tracts  of  nicely  wooded  land  between  Fair- 
play  and  Alma  just  off  Highway  9.  Ideal  summer  and  winter 
sites  near  Dillon  Reservoir  and  Breckenridge  ski  area  in 
excellent  hunting  and  fishing  country.  Gentle  terrain,  good 
access.  Sensibly  priced  at  $2750  for  10  acres,  including 
warranty  deed,  title  insurance  and  certified  survey.  Land 
shown  now  by  appointment.  Call  Dean  Bayne,  MD,  PY  4-4231 
or  PY  4-0627.  3-1-3B 


EXCELLENT  OPPORTUNITY  for  both  a young  Board  Eli- 
gible OB-GYN  specialist,  and  a Board  Eligible  Internist, 
with  long  established  Clinic  group  of  12  specialists  in  beauti- 
ful northern  Utah.  Salary  first  year,  then  percentage,  with 
rapid  advancement  to  full  membership.  Excellent  retirement 
program.  New,  modem,  well  equipped  Clinic  building,  and 
congenial  staff.  Wonderful  climate,  and  nice  family  city,  ex- 
cellent schools  (including  University),  hunting,  fishing,  ski- 
ing. Write  Manager,  The  Budge  Clinic,  225  E.  4th  N.,  Logan, 
Utah.  4-1-3B 


WANTED — GENERAL  SURGEON  as  associate  with  general 
practitioner  in  small  town  in  Wyoming.  Willing  to  do  some 
general  practice.  Drawing  area  of  20,000  to  30,000.  Needed  by 
July  1,  1965.  Reply  to  Box  4-4-1,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue.  Denver,  Colorado  80218.  4-4-1 


WANTED — Ambitious,  well  qualified  physician  to  locate  In 
Seneca,  Kansas.  Modem  Hospital.  Productive  agricultural 
area.  Excellent  outdoor  activities.  Inquire  Seneca  Chamber  of 
Commerce.  4-3-3B 


OFFICE  SPACE  AVAILABLE  IN  GROWING  COMMUNITY. 

Opportunity  to  lease  space  and  own  stock  (optional)  in 
Aurora  Medical  Building.  Presently  occupied  by  20  doctors. 
Laboratory  and  x-ray  facilities  available.  Call  Vincent 
Schmitz,  825-1393.  3-12-4B 


PRACTICE  FOR  SALE — Anyone  interested  in  purchasing  the 
general  surgery  practice  of  the  late  DR.  SAMUEL  H. 
HAIGLER,  in  Denver,  Colorado,  who  was  a sole  practitioner, 
which  purchase  would  include,  by  way  of  illustration,  his 
medical  and  office  equipment  and  supplies,  instruments,  books, 
furniture  and  fixtures,  or  any  separate  items  thereof,  should 
reply  to  Box  4-6-1,  Rocky  Mountain  Medical  Journal,  1809  E. 
18th  Ave.,  Denver  80218.  4-6-1 


DESIRE  TO  RETIRE.  Forty  years  in  the  same  central  loca- 
tion. Reasonable  rent.  Two  examining  rooms,  consultation 
room,  secretary’s  office  and  laboratory.  Reasonable  price  for 
furnishings  and  equipment.  About  nine  thousand  complete 
case  histories  are  yours.  Will  remain  one  month  to  introduce. 
623-0813,  Denver,  or  Box  4-5-1,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  4-5-1 


LOOKING  FOR:  A BETTER  LOCATION?  GROWING  SUB- 
URBIA? FAVORABLE  LEASE?  The  Paramount  Medical 
Building  at  26th  and  Kipling  in  the  Wheatridge-Lakewood 
area  is  the  answer.  This  fast  growing  community  of  high 
income  families  offers  tremendous  potentials  for  a new  doc- 
tor just  starting,  or  a general  practitioner  looking  for  “green- 
er pastures.”  We  have  available  two  suites,  one  arranged 
for  two  doctors  and  the  other  for  one.  Ample  off-street 
parking.  Rental  geared  to  gross  income.  For  further  informa- 
tion, write  or  call  Lee  W.  Doud,  10080  W.  27th  Ave.,  Denver 
80215.  Phone  237-1329  2-2-3B 


EARNEST  DRUG 

217  1 6th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH— CLEAN— COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


We  are  your 
local  distributors 
of  Prof exray  X-ray  j 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals 


-j/kr 

symbol  of  accuracy  and  dependability 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  • Denver  4,  Colorado  ■ MA  3-0258 


Trade  Mark 


Registered  Trade  Mark 


BOBS  PLACE 

A Bob  Cat  for  Service 


TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
Cow  Town,  Colo. 
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Here  are  all  the  ingredients  for 
recreation  and  relaxation.  The 
finest  golf  courses  in  the  coun- 
try, outdoor  swimming  in  large 
heated  pool,  tennis,  sheet,  horse- 
back riding,  and  award  win- 
ning accommodations,  dining 
and  decor.  You  will  live  well. 


Thank  You  Doctors,  for  the  Confidence  You  Have  Placed  in  IPMC 


No  additional  office  equipment  is  required.  No 
hidden  charges.  IPMC  concentrates  on  your  busi- 
ness-while you  and  your  aide  concentrate  on 
your  practice. 


If  you  are  not  yet  familiar  with  System 
Organization  and  Billing  using  Electronic 
Data  Processing,  contact  us  for  a survey 
of  your  present  system  with  no  obli- 
gation. 


O 

•ooo  ipm 

o • 

o 


Medical  Billing  and  Accounts  Receivable  Management 

international  professional  management  corporation 
telephone  266-2384  / 324  majestic  bldg.  / denver,  Colorado 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital 

20  acres  landscaped  grounds  JOHN  W.  Myers,  m.d.,  Medical  Director 
Favorable  year-round  climate  j 
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Abbey  Rents,  71 
Ames  Company,  Inc.,  Cover  III 
Arch  Laboratories,  18 
Armour  Pharmaceutical  Co.,  65 
Ayerst  Laboratories,  9 


Benson  Optical  Company,  80 
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Glenbrook  Laboratories,  17 
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Hynson,  Westcott  and  Dunning, 
Inc.,  1 


International  Professional 
Management  Corp.,  78 


La  Fonda  Hotel,  56 
Lederle  Laboratories,  6,  22 
Lilly,  Eli,  and  Company,  24 


Momingside  Hospital,  70 
Mutual  of  Omaha,  75 


Newton  Optical  Company,  70 


Parke,  Davis  & Company,  Cover  II 
Picker  X-Ray,  Rocky  Mountain, 
Inc.,  70 


Professional  Management 
Midwest,  80 


Republic  Building  Corporation,  76 
Robins,  A.  H.,  Co.,  Inc.,  4 
Roche  Laboratories,  Cover  IV 
J.  B.  Roerig  & Co.,  12-13 


Sanborn  Company,  5,  14 
Sandia  Ranch  Sanatorium,  78 
Searle  & Company,  55 
Smith,  Kline  & French 
Laboratories,  50 
E.  R.  Squibb  & Sons,  28 
Stuart  Company,  15 


Technical  Equipment,  77 


C.  Vaughan  & Co.,  74 


Wallace  Laboratories,  20-21 
Wilhelm  & Co.,  70 
Winthrop  Laboratories,  3 
World  Wide  Dictation  Service,  54 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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DOCTOR- 

WOULD  YOU  BELIEVE  1500  OF  YOUR  COLLEAGUES? 

THEN  WE  COME  TO  YOU  WELL  RECOMMENDED! 

After  20  years  working  exclusively  with  the  Medical  and  Dental  Pro- 
fessions in  I I states,  we  offer  you  wide  experience,  statistical  data 
and  basic  knowledge  to  help  you  with  your  practice  problems.  Our 
service  includes  records  and  routines,  taxes,  investments,  insurance,  credit  and  col- 
lections, personnel,  and  any  other  problems  you  may  have. 

Our  representative  in  your  area  is  Mr.  Roger  Rusley,  one  of  our  best  qualified  con- 
sultants. Won't  you  let  him  explain  to  you — WITHOUT  OBLIGATION — how  our 
services  may  also  help  you? 


Roger  Rusley 


MEMBER 


PROFESSIONAL  MANAGEMENT  MIDWEST 

13840  West  Braun  Drive 
Golden,  Colorado 


0L  'YIASL&6 


Yoi  i can  be 
"headquarters”  for 
outdoor  eyewear 
with  Benson’s— 

NEWEST  STYLES 
LARGEST  STOCKS 
FINEST  SERVICE 


NEW  CONTEMPO  by 
Optico  and  array  of 
other  high-style 
frames  with  piano  or 
prescription  lenses 
in  many  colors. 


NEW  MUSTANG 
and  BIKINI 
Spectaculars'5  and 
other  models  by 
Renauld. 


Plus  many  other  new  styles  in  Rx  sun  wear — 

B & L / HARLEQUIN  / AO  / LALUNETTE  / VICTORY  / LIBERTY  / MAY  / SHURON 


your  service-partners  . . . 


BENSON  OPTICAL  COMPANY 

Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


DENVER  SERVICE  LABORATORY— I 133  BANNOCK  STREET 
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Library  College  of  Physicians 
19  South  22nd  Street 
Philadelphia,  Penn. 
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Colorado  Midwinter  Clinical  Session 
House  of  Delegates  Proceedings 


Federal  Support  of  Medical  Libraries 


Afferent  Loop  Syndrome 
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Silver  Maple 

(Acer  saccharinum) 

Distress  for  Allergic  Patients 


Kapseals® 

Benad  ryl 

(diphenhydramine  hydrochloride) 


I 


PARKE -DAVIS 


To  Combat  Symptoms  of  Tree-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Antihistarninic  — 
relieves  sneezing,  nasal  congestion,  itching,  and  lacrima- 
tion.  Antispasmodic—  relieves  bronchial  and  gastrointes- 
tinal spasm.  Precautions:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response  while  using  this 
product.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with 
BENADRYL,  should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine  has  an 


atropine-like  action  which  should  be  considered  when 
prescribing  BENADRYL.  Side  Effects:  Side  reactions,  com- 
monly associated  with  antihistarninic  therapy  and  gener- 
ally mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions  are  drowsi- 
ness, dizziness,  dryness  of  the  mouth,  nausea,  and  nervous- 
ness. BENADRYL  is  available  in  several  forms  including 
Kapseals  containing  50  mg. 

The  pink  capsule  with  the 
white  band  is  a trademark  of 


PARKE-DAVIS 


Parke,  Davis  8c  Company.  72465  oavis j company.  otiton. 
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ulrexin 


H.  W&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor’’  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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Age  12 -13 -not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea...  “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  1 'h 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARP  & DOHME  Division  of  Merck  & Co  . Inc  .West  Point.  Pa. 

where  today’s  theory  is  tomorrow's  therapy 
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AS  YOU  LIKE 


A medical  potpourri* 

Compiled  by  Andrew  M,  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  Clinicians  should  be  aware  that  unexplained  pleu- 
risy with  effusion  and  unexplained  ascites  in  a cachec- 
tic patient  is  not  necessarily  due  to  malignancy  or 
far  advanced  chronic  inflammatory  disease,  such  as 
tuberculosis  or  hepatitis.  In  fact,  permanent  relief 
of  the  ascites  and  pleural  effusion  may  follow  the 
removal  of  a benign  ovarian  tumor. 

2.  The  decreased  activity  of  the  thyroid  gland  in 
senescence  is  primarily  associated  with  decreased 
peripheral  utilization  of  thyroid  hormone.  It  is  char- 
acterized by  decreased  uptake  of  radioactive  iodine 
by  the  thyroid,  a normal  serum  PBI  and  a prolonged 
serum  half  life  of  intravenously  administered  thy- 
roxin tagged  with  radioactive  iodine. 

3.  Metabolic  acidosis  associated  with  a marked  anion 
gap,  may  be  due  to  azotemia,  diabetic  ketonemia  and 
excess  lacticacidemia.  The  only  therapy  for  the  lat- 
ter, ineffective  as  it  may  be,  is  the  infusion  of  large 
amounts  of  sodium  bicarbonate  and  not  of  sodium 
lactate. 

4.  The  serum  PBI  measures  iodine  compounds  at- 
tached to  thyroid  binding  protein.  Since  triiodo- 
thyronine binding  to  the  thyroid  binding  protein  is 
weak,  triiodothyronine  ingestion  is  apt  to  lower  the 
PBI.  Thyroxin  binding  to  thyroid  binding  protein 
is  strong,  resulting  in  PBI’s  which  are  elevated 
above  the  physiologic  state  of  thyroid  activity. 
Desiccated  thyroid  therapy  when  given  to  hypo- 
thyroid patients  results  in  serum  PBI’s  which  are 
comparable  to  the  physiologic  state.  Therefore, 
desiccated  thyroid  hormone  is  the  therapy  of 
choice  when  PBI’s  are  to  be  used  in  following  the 
patient’s  status  after  therapy. 

5.  The  use  of  thyroid  hormones  in  the  treatment  of 
obesity  results  in  temporary  depression  of  endog- 
enous thyroid  hormone  production.  Thus,  unless 
very  large  doses  of  thyroid  hormone  are  ingested  and 
iatrogenic  hyperthyroidism  is  produced,  the  exog- 
enous hormone  merely  replaces  the  endogenous 
hormone  without  any  beneficial  results. 

6.  Thyroid  cancer  cells  concentrate  radioactive 
iodine  to  a lesser  degree  than  do  normal  or  hyper- 


* Each  of  these  items  came  in  personal  communications  from 
Martin  Perlmutter,  MD,  Clinical  Associate  Professor,  State 
University  of  New  York,  Down  State  Center. 
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plastic  thyroid  cells.  Thus,  those  thyroid  nodules 
which  concentrate  more  radioactive  iodine  than  the 
remainder  of  the  gland  (hot  nodules)  are  practically 
never  malignant,  usually  less  than  1%.  On  the  other 
hand,  nodules  which  are  hypofunctioning  (cold 
nodules)  are  malignant  about  20%  of  the  time. 

7.  A hot  nodule  may  suddenly  become  painful  and 
enlarged.  It  may  then  fail  to  concentrate  radioactive 
iodine  and  thus  become  cold.  All  such  nodules  which 
have  been  removed  demonstrated  fresh  hemorrhage 
into  a benign  adenoma. 

8.  Cushing’s  syndrome  associated  with  urinary  ex- 
cretion of  large  amounts  of  17-ketosteroid  indicates 
the  presence  of  an  adrenal  cortical  cancer. 

9.  Tumors  of  the  lung,  thymus,  pancreas,  and  ovary, 
which  secrete  excessive  ACTH-like  substance  can  be 
differentiated  from  Cushing’s  disease  by  the  former’s 
rapid  onset,  frequent  lack  of  classical  symptoms,  in- 
creased pigmentation,  frequent  hypokalemic  alka- 
losis, very  high  cortisol  secretion  and  the  lack  of 
response  of  the  corticoids  to  metapyrone  or  dexa- 
methasone  ingestion. 

10.  Elevation  of  serum  alkaline-phosphatase  occurs 
in  those  instances  of  hyperparathyroidism  in  which 
bone  demineralization  is  severe.  Clinical  tetany  oc- 
curs rapidly  in  these  patients  during  the  first  week 
after  parathyroidectomy  because  of  the  avidity  of 
the  osteomalacic  bone  for  calcium.  Thus,  the  ele- 
vated level  of  serum  alkaline  phosphatase  should 
alert  the  clinician  to  the  probable  need  for  calcium 
gluconate  and  vitamin  D therapy  during  the  post- 
operative period. 

11.  The  ingestion  of  thyroid  hormone  decreases  thy- 
roid function  in  the  normal  subject  but  fails  to  do 
this  in  the  hyperthyroid  patient.  Thus,  the  effect  of 
the  ingestion  of  triiodothyronine  or  thyroxin  upon 
the  uptake  of  radioactive  iodone  is  the  most  valuable 
differential  feature  between  Graves’  disease  and  neu- 
rocirculatory  asthenia. 

12.  The  simplest  and  the  most  rapid  test  for  acute 
adrenal  insufficiency  is  the  determination  of  the 
serum  and  urine  sodium.  Hyponatremia  and  hyper- 
naturia  occur  in  Addison’s  disease,  primary  hypopi- 
tuitarism associated  with  adrenal  insufficiency,  and 

(Continued  on  page  10) 


i 


PERCODAN 


in  moderate  to 
moderately  severe  pain . . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
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Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
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containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
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lipotropic  substances  and  B complex  vitamins,  METHISCHOL  is 
outstanding  as  a supplementary  source  of  these  factors. 

Methischol  Capsules  are  available  in  bottles  of  100,  250,  500,  1000; 
also  available;  Methischol  Tablets  (enteric-coated)  and  Methischol  Syrup. 

For  samples  and  literature,  write  — 

U.  S.  VITAMIN  & PHARMACEUTICAL  CORPORATION 

Arlington-Funk  Laboratories,  division  • 800  Second  Avenue,  New  York,  N.Y.  10017 


8 


Rocky  Mountain  Medical  Journal 


Shadow  or  substance 


Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 
Guest  Contributor:  Carol  K.  Smith,  MD,  Santa  Fe,  N.M. 


A pothegm 

“The  assumption  that,  generally,  a child  is  ‘better 
off’  in  the  home  ...  is  no  doubt  sound  enough,  but 
the  exceptions  are  sufficiently  numerous  to  warrant 
more  attention  . . .”  (F.  V.  Harper1). 

Case  1 

A 16-month-old  baby  had  been  removed  from 
her  home  because  of  parental  neglect,  and  after  two 
weeks  in  a boarding  home,  was  hospitalized  for  in- 
vestigation of  swollen  and  bleeding  gums  and  poor 
nutrition  (she  had  received  no  vitamins).  A bone 


Fig.  1 
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survey  showed  metaphyseal  fractures  of  the  right 
humerus  characterized  by  fragmentation,  narrowing 
and  demineralization.  (Fig.  1)  More  orthodox  frac- 
tures of  ribs  and  one  femur  were  also  present.  All 
of  the  fractures  eventually  healed  without  sequelae. 
The  gums  ceased  bleeding  after  administration  of 
vitamin  C,  and  there  has  been  normal  development 
since.  A subsequent  history  suggested  that  the  infant 
was  injured  in  her  home,  possibly  by  an  older  men- 
tally-defective  sibling,  who  liked  to  “squeeze”  the 
baby. 

Case  2 

A 13-year-old  girl  was  hospitalized  for  hip  pain, 
malnutrition,  and  multiple  skin  infections.  An  x-ray 
(Fig.  2)  showed  displacement  of  the  greater  tro- 
chanter, development  of  new  bone,  and  later,  joint 
space  narrowing.  The  patient,  who  was  mentally 
retarded,  alleged  that  she  was  often  beaten  and 
kicked  at  home.  She  was  transferred  to  an  ortho- 
pedic hospital  for  long-term  care  of  her  fractured 


Fig.  2 


epiphyses  and  presumed  secondary  suppurative  ar- 
thritis. 

Epicrisis 

The  bizarre  radiographic  findings  seen  in  these 
two  patients  were  first  described  by  Bakwin2  in  1956; 
he  recognized  that  metaphyseal  fractures  and  epiph- 
yseal displacements  were  the  results  of  trauma,  even 
though  a history  of  trauma  could  not  generally  be 
elicited.  Despite  the  often  concomitant  history  of 
malnutrition,  these  radiographic  bone  changes  are 
not  those  of  avitaminosis,  since  they  are  localized 
lesions.  They  heal  without  sequelae  and  with  exten- 
sive subperiosteal  reactions.  It  is  helpful  diagnos- 
tically if  more  conventional  types  of  long  bone  frac- 
tures are  present.  The  clinician  should  be  alert  to 
recognize  the  possibility  of  associated  subdural  hema- 
toma, and  other  complications  of  the  battered  baby 
syndrome — nutritional,  hematologic  and  infectious. 
In  a recent  review  of  fifty  cases,  McHenry,  Girdany 
and  Elmer3  point  out  the  seriousness  of  this  disorder 
by  showing  that  5 infants  died  and  others  were 
re-injured  after  their  return  home  from  the  hospital. 

REFERENCES 

1 Harper,  F.  V. : The  Physician,  the  Battered  Child,  and  the 
Law.  Ped.  31:899,  June  1963. 

2 Bakwin,  H.:  Multiple  Skeletal  Lesions  due  to  Trauma.  49:7, 
1956. 

3 McHenry,  T.,  Girdany,  B.  R.  and  Elmer,  E.:  Unsuspected 
Trauma  with  Multiple  Skeletal  Injuries  During  Infancy  and 
Childhood.  Ped.  31:903,  June  1963. 


P otpourri  cont.  from  page  6 


salt  losing  nephritis.  Hyponatremia  and  hyponaturia 
occur  in  dysentery,  enteral  salt  loss  and  states  of  salt 
deprivation. 

13.  In  acute  tubular  necrosis,  the  urine  which  is 
excreted  is  apt  to  be  similar  to  the  glomerular  fil- 
trate. In  dehydrated  states,  on  the  contrary,  it  is  apt 
to  be  more  markedly  concentrated  and  altered.  The 
determination  of  spot  urine  and  serum  urea  during 
states  of  acute  azotemia  and/or  oliguria  has  been 
most  helpful  in  differentiating  between  these  two 
disease  processes.  The  ratio  of  the  urine  urea  to  the 
serum  urea  is  usually  above  20  and  at  times  over 
100  in  states  of  dehydration  or  in  prerenal  azotemia. 
The  ratio  is  less  than  10  in  acute  tubular  necrosis  or 
in  states  of  chronic  renal  insufficiency  with  or  with- 
out dehydration. 

14.  Careful  examination  of  the  testes  and  scrotum 
may  reveal  the  cause  of  sexual  precosity  in  a boy. 
Bilateral  testicular  atrophy  suggests  that  adreno- 
cortical hyperplasia  or  tumor  is  present.  Bilateral 
testicular  enlargement,  for  the  chronological  age  of 
the  patient,  suggests  brain  tumor,  hypothalamic  or 
pituitary  disease  as  the  cause.  Atrophy  of  one  testes 
and  enlargement  of  the  other,  suggests  that  a tes- 
ticular tumor  exists. 

15.  Abundant  pubic  and  axillary  hair  in  the  female 
rules  out  Addison’s  disease.  In  the  male,  testicular 
androgen  may  be  adequate  to  support  the  sexual 
hair. 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Swartz,  C.,  et  al.:  Circulation 
28:1042,1963. 

0 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3515 


10 


ygrotorr 

nd  of  chlorthalidone 


! 


In  terms  of  sodium  excretion,  2 tablets  of  Hygroton, 
brand  of  chlorthalidone,  are  significantly  more 
potent  than  4 tablets  of  chlorothiazide,  and  also 
more  potent -though  not  significantly -than  4 
tablets  of  hydrochlorothiazide.*  Thus,  tablet  for 
tablet,  you  can  expect  more  from  Hygroton,  brand 
of  chlorthalidone.  Especially  since  it  acts  for  up 
to  72  hours.  You  can  prescribe  fewer  tablets  at 
Mdenrjter^al^hajmjt^iiyotherdiumtiCj^^^^ 


Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS.  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 
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Miltown 


■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  In  the 
management  of  anxiety 
and  tension. 


■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 
of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’. 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  mdculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re-  ‘ 
ported,  but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


#.  Wallace  Laboratories  / Cranbury,  N.J. 


CM- 4534 
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Are  you  as  proud  of  American  research 

as  you  should  be? 


Where  do  the  modern  drugs  you  prescribe  come 
from?  Between  1941-1964,  there  were  604  differ- 
ent, new  chemical  entities  made  available  as 
drugs  to  physicians  throughout  the  world.  About 
74%  of  these  came  from  the  research  labo- 
ratories of  three  of  the  four  countries  below.  If 
you  haven’t  already  done  so,  take  the  little  quiz. 


Now,  ready?  The  answers  may  surprise  you. 
The  United  States  led  all  the  rest  with  an  amaz- 
ing total  of  369  drugs;  Switzerland  was  next 
with  44,  and  Germany  next  with  33.  Italy,  a 
country  without  patent  protection  for  the  inven- 
tor, had  0.  That’s  a research  score  Americans 
can  well  be  proud  of. 


research 

quiz  For  two  decades, 
three  of  these  four 
countries  have  led  the 
world  in  drug  research. 
Of  the  604  significant 
drugs  discovered  in  the 
world  during  this  period, 
how  many  do  you  think 
came  from  each  country? 
(Answer  above) 


O 

SWITZERLAND 


$ 

GERMANY 
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ANTIBODY 


in  theory, 
allergy  begins 
like  this: 


When  antigens  invade  the  body,  antibodies, 
formed  chiefly  by  plasma  cells,  may  become 
attached  to  mast  cells.  If  the  same  antigen 
reappears  and  reacts  with  the  antibodies, 
the  mast  cell  disrupts  (as  pictured  below). 
Subsequently,  the  “exploding”  mast  cell 
deposits  granules  of  bound  histamine  or 
histamine-like  substance  in  inter- 

cellular spaces.  ” 


in  allergy. 

Dimetane  Extentabs 

(brompheniramine  maleate,  8 mg.  &12  mg.) 

work  with  no  more 
sedation  than  placebo* 


Although  the  mechanisms  of  allergy  are 
still  theoretical,  the  response  to  Dimetane 
(brompheniramine  maleate)  is  ample 
proof  that  a good  antihistamine  can,  and 
does,  work  — and  (as  reported  in  one  in- 
vestigation*) with  no  more  sedation  than 
placebo.  Dimetane  (brompheniramine 
maleate)  assures  your  allergy  patients 
prompt  relief  of  symptoms  while  usually 
permitting  them  to  lead  active,  alert 
lives.  And  a single  Extentab  provides  con- 
tinuous action  for  up  to  10-12  hours. 
*Schiller,  I.W.  and  Lowell,  F.C.:  New  England  J. 
Med.  261:478,  1959. 


BRIEF  SUMMARY:  Contraindications:  Hypersen- 
sitivity to  antihistamines.  Not  recommended 
for  use  during  pregnancy.  Precautions:  Until 
response  is  determined,  patient  should  be 
cautioned  against  engaging  in  mechanical 
operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions,  including  skin  rashes, 
urticaria,  hypotension,  and  thrombocytopenia 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encountered.  Other 
dosage  forms  available:  conventional  tablets 
(4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc. 
in  2 cc.  vials). 


A.  H.  ROBINS  CO,  INC. 
Richmond,  Virginia  23220 


basic  therapy  in  low-back  pain:  bed,  board,  heat 

Whether  low-back  pain  is  in  the 
chronic  or  acute  phase,  the  appropri- 
ateness of  bed  rest  for  such  a patient 
is  beyond  controversy.  Boards  placed 
under  the  mattress,  for  a firmer  bed 
to  further  immobilize  the  spine,  are 
another  common  recommendation. 
And  most  investigators  consider  heat 
beneficial— moist  heat  in  particular.1"5 


and 


Robaxi  ri-750 

(methocarbamol  750  mg.) 


(CAPSULE-SHAPED  TABLETS) 


It  has  been  noted  that  low-back  disorders  fre-  * 
quently  . . are  caused  by  truly  mechanical  condi-  ™ 
tions  which  yield  to  conservative  treatment.”1  Basic 
to  this  conservative  treatment  are  bed  rest,  a board  for 
the  bed,  and  applied  heat.  In  addition,  a good  muscle 
relaxant  is  often  helpful,  as  “. . .muscle  relaxants  are 
useful  in  chronic  as  well  as  acute  low  backaches.”4 

Robaxin  (methocarbamol)  has  relieved  spasm  and 
pain  in  cases  where  the  patient  “had  not  responded  to 
conservative  measures  prior  to  drug  therapy.”6  A 100- 
patient  study  showed  that  Robaxin  provided  greater 
relief  of  muscle  spasm  for  a longer  period  of  time 
without  adverse  reactions  “than  any  other  commonly 
used  relaxants ”6 

A well-tolerated7  skeletal  muscle  relaxant  with 
“specificity  of  action,”7  methocarbamol  leaves  normal 
muscle  tone  unaffected.  Moreover,  there  is  little  like- 
lihood of  sedation7— a considerable  advantage  for  the 
patient  who  must  remain  active  and  alert  on  his  job. 

Significantly,  clinicians  advise  using  a muscle  re- 
laxant “early  and  in  adequate  dosage.”8  In  this 
regard,  Robaxin  (methocarbamol)  — particularly  in 
the  750  mg.  dosage  (2  tabs,  q.i.d.)  — offers  optimal 
therapeutic  benefits  without  a significantly  increased 
incidence  of  side  effects.  And  just  as  it  works  well  as 
part  of  the  basic  regimen  for  low-back  pain,  so  also 


does  Robaxin  (methocarbamol)  often  provide 
"****»<ix0  muscle  relaxation  in  such  conditions  as  mus- 
culoskeletal injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 

BRIEF  SUMMARY— Robaxin  (methocarbamol) 
Tablets  : Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE  : Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Gm./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  1.  Soto-Hall,  R.:  Med.  Sci.  1-4:23,  1963. 
2.  McCarrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News:  J.A.M.A.  185: 39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  25:82, 
1962.  5.  Larson,  C.B.:  Postgrad.  Med.  26: 142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  157:163,  1958.  7.  Weiss,  M„  and  Weiss,  S.:  J. 
Amer.  Osteopath.  Ass.  52:142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA  23220 
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Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 
and  literature. 


CUSTOM-FITTED  BRASSIERES 
7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores: 

MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 

STRESSCAPS 0 

Stress  Formula  Vitamins  Lederle  WttlilfflP 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule 

daily,  for  the  treatment  of 

vitamin  defi- 

ciencies.  Supplied  in  decorative  "re- 

minder"  jars  of  30  and  100; 

jottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

8241-4 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

The  House  has  passed  legislation  (H.R.  6675)  to 
provide  federal  health  care  for  the  aged  that  goes 
much  farther  than  the  King-Anderson  bill  the  John- 
son Administration  originally  asked  Congress  to  ap- 
prove. 

The  key  House  vote  as  far  as  the  King-Anderson 
provision  was  concerned  was  on  substitution  of  a 
Republican  insurance  plan  which  included  some  fea- 
tures of  Eldercare  which  was  sponsored  by  the 
American  Medical  Association.  The  vote  was  236  to 
191  against  the  GOP  substitute. 

The  vote  on  final  House  passage  of  H.R.  6675  was 
313  for  and  115  against. 

The  House  Ways  and  Means  Committee  on  March 
23  approved  the  “three-layer  cake”  program  which 
included  a modified  version  of  the  King-Anderson 
bill,  a supplementary  government-subsidized  health 
insurance  plan  for  the  elderly  and  an  extensive  ex- 
pansion of  the  federal-state  Kerr  Mills  Program. 

The  committee  vote  was  strictly  on  party  lines — 
17  Democrats  for  the  catch-all  package  and  eight 
Republicans  against  it. 

Despite  a tremendous  flood  of  letters  from  the 
public  in  favor  of  the  AMA’s  Eldercare  plan  for 
comprehensive  health  insurance  for  the  elderly  under 
Kerr-Mills,  the  House  committee  didn’t  take  a vote 
on  H.R.  3727 — the  Herlong-Curtis  Eldercare  bill. 

President  Johnson  quickly  gave  Administration 
support  to  the  committee  bill  and  asked  for  speedy 
approval  by  Congress. 

The  Administration-approved  legislation  would 
provide  compulsory  social  security  coverage,  effec- 
tive Jan.  1,  1966,  for  self-employed  physicians  and 
for  interns  and  residents. 

It  also  would  increase,  retroactive  to  Jan.  1,  1965, 
social  security  cash  benefits  by  seven  per  cent  across- 
the-board  with  a minimum  increase  of  $4  a month 
for  an  individual. 

The  wage  base  on  which  social  security  taxes  are 
paid  would  be  increased  Jan.  1,  1966,  from  $4,800 
to  $5,600,  and  Jan.  1,  1971,  to  $6,600. 

The  tax  rate  on  the  new  wage  bases  would  be  in- 
creased as  follows: 

EMPLOYEE-EMPLOYER 
(EACH) 

PRESENT  PROPOSED 

4.125%  4.35% 

4.125%  4.50% 

4.625%  4.50% 

4.90% 
5.35% 
5.40% 
5.50% 
5.60% 


The  social  security  tax  paid  by  employees  and  em- 
ployers each  would  be  increased  next  Jan.  1 from 
the  present  $174  per  year  to  $243.60.  The  tax  on  a 
self-employed  individual  would  be  increased  from 
$259.20  to  $355.60. 

In  1971,  when  the  taxable  wage  base  would  be  in- 
creased to  $6,600,  the  employee  and  employer  would 
be  paying  a tax  of  $323.40  each,  and  the  self-em- 
ployed individual  would  be  paying  a tax  of  $468.60. 

The  legislation  would  provide: 

King-Anderson  Section 

Eligible:  Persons  65  years  and  older. 

Benefits:  Inpatient  hospital  services  for  up  to  60 
days  in  semiprivate  accommodations  (two-  to  four- 
bed)  during  a spell  of  illness,  subject  to  a deductible, 
which  until  1969  would  amount  to  $40. 

— Post-hospital  extended  care  services  for  up  to 
20  days  during  any  spell  of  illness  in  a facility  which 
has  in  effect  a transfer  agreement  with  one  or  more 
hospitals  or  which  a state  agency  finds  has  attempted 
to  enter  into  such  an  agreement.  This  benefit  could 
be  extended  for  a period  of  up  to  an  additional  80 
days  under  circumstances  described  below. 

— Post-hospital  home  health  services  for  up  to  100 
visits  during  a one-year  period  following  hospitaliza- 
tion. 

— Outpatient  hospital  diagnostic  services  during  a 
20-day  period  subject  to  a deductible  equal  to  one- 
half  the  deductible  for  inpatient  hospital  services. 

Inpatient  hospital  services,  post-hospital  home 
health  services,  and  outpatient  hospital  diagnostic 
services  would  begin  on  July  1,  1966.  Post-hospital 
extended  care  services  would  begin  on  Jan.  1,  1967. 

Supplementary  Insurance  Section 

Eligible:  Persons  65  years  and  older. 

Cost  to  beneficiary:  $3.00  a month,  first  $50  of 
medical  bills  covered  and  20  per  cent  of  total  above 
$50. 

Benefits:  Payment  to  the  individual  or  to  the  pro- 
vider of  services  for:  (a)  physicians’  services,  and 
(b)  medical  and  other  health  services  other  than 
those  by  a provider  of  services  as  defined  in  the 
bill. 

— Payments  to  providers  of  services  for:  (a)  in- 
patient psychiatric  hospital  services  for  up  to  60  days 
during  a spell  of  illness,  (b)  home  health  services 
for  up  to  100  visits  during  a calendar  year,  and  (c) 
medical  and  other  health  services  furnished  by  a 
provider  of  services  or  by  others  under  arrange- 
ments. 

— No  payment  could  be  made  under  this  program 
for  any  services  for  which  the  individual  is  entitled 
to  have  payment  made  under  the  King-Anderson 
section. 

Administration:  The  secretary  of  Health,  Educa- 
tion and  Welfare  would  have  to  enter  into  contracts 
with  carriers  to  adminster  the  program. 

(Continued  on  page  48) 


SELF-EMPLOYED 
PRESENT  PROPOSED 


1966 

. 6.2% 

6.35% 

1967 

6.2% 

6.50% 

1968 

6.9% 

6.50% 

1969-72 

7.1  % 

1973-75 

7.55% 

1976-79 

7.60% 

1980-86 

7.70% 

1987  & thereafter 

7.80% 
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Rocky  Mountain  Medical  Journal 


One  antibiotic  superior  to 
Tetracycline 
Chloramphenicol 
Streptomycin 
Kanamycin 
Polymyxin  B 
Penicillin  G 

against  Proteus  mirabilis  and  E.coli 


Proteus  mirabilis  is  not  only  the 
most  common  cause  of  Proteus 
infections  of  the  urinary  tract, 
but  such  infections  are  often 
resistant  to  other  antibiotics.1'4 
'According  to  Anderson  et  al .,5 
‘When  assessed  in  terms  of  serum 
levels  attainable  with  usual  dosage 
regimens,  ampicillin  was  the  most  effec- 
tive drug  tested  against  E.  coli  and  P.  mira- 
bilis.” These  authors  found  Klebsiella- Aero- 
bacter  and  Pseudomonas  organisms  relatively 
insusceptible  to  ampicillin.  With  its  broad- 
spectrum  coverage  of  many  gram-positive  and 
gram-negative  bacteria,  absence  of  toxicity, 
and  slow  emergence  of  resistant  strains, 
PENBRITIN  (ampicillin)  is  a most  beneficial 
and  safe  drug  in  treating  urinary  tract  infec- 
tions — killing  the  pathogens,  not  just  suppress- 
ing them. 


Dosage:  Adults  — 500  mg.  every  six  hours 
(higher  doses  may  be  required  for  severe  in- 
fections). Children  — (under  13  years,  whose 
weight  will  not  result  in  a dosage  higher  than 
that  recommended  for  adults)  100  mg./Kg./ 
day  in  divided  doses  every  six  or  eight  hours 


for  moderately  severe  infections;  200  mg./ 
Kg. /day  in  divided  doses  every  six  hours  for 
severe  infections. 

Contraindications:  (1)  Hypersensitivity  to 
penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillinase- 
producing  organisms.  Aerobacter  aerogenes, 
Pseudomonas  pyocyanea,  and  Proteus  mor- 
ganii  are  resistant  to  PENBRITIN  (ampicillin). 
Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting,  have  occasion- 
ally appeared. 

Precautions : As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastrointesti- 
nal superinfection.  To  date,  safety  for  use  in 
pregnancy  has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References : 1.  Hanson,  R.  J.,  et  al.:  J.  Urol. 
75:1016  (July)  1958.  2.  Middletown,  J.  E.: 
Brit.  M.  J.  m:497  (Aug.  31)  1957.  3.  Today’s 
Drugs,  Brit.  M.  J.  1:1475  (May  26)  1962.  4. 
Brumfitt,  W,  et  al.:  Lancet  i:130  (Jan.  20) 
1962.  5.  Anderson,  K.  N.,  et  al.:  J.A.M.A. 
187: 87  (Feb.  22)  1964. 


Kills  bacteria— does  not  just  suppress  them 


PENBRITIN 


Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 


for  May,  1965 
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Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  through  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works:  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  will  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


Certain  poorly  informed  columnists,  with  a 
flair  for  the  sensational,  fire  more  often  against 
doctors  than  they  do  at  the  plumber  and  the  TV 
repairman.  Some  writers,  and  even  some  editors, 
must  think  it  is  smart  or  clever  to  take  a crack 
at  the  family  physician. 

,,  T.  , One  of  the  penmen  recently 

Maligners  of  5aid  ^ .,next  time  he 

Medicine  makes  a $25.00  house  call, 

blame  a cold  ominous  wind 
that  has  blown  in  from  Canada”  if  the  friendly 
family  doctor  shows  up  with  goose  bumps.  Ref- 
erence was  then  made  to  plans  of  our  northern 
neighbors  to  have  a state-supported  medical  (and 
dental)  care  plan  that  would  give  any  member  of 
the  “American  doctors’  union”  horripilation,  or 
something.  He  then  carried  on  with  less  than  edu- 
cated vituperation  about  “loathsome  diseases  such 
as  socialized  medicine.” 

Our  admirer  proceeded  to  tell  of  Canada’s 
commission  on  health  services  which  has  recom- 
mended a program,  financed  by  taxes  and  lot- 
teries, for  everyone — without  extra  charges  and 
with  free  choice  by  patients  of  doctors  and  den- 
tists. He  is  generous  with  the  use  of  the  word 
“free.”  How  naive  can  you  be,  Mr.  Starnes?  And 
since  when  are  big  government,  less  individual 
freedom,  and  over-taxation  “simply  the  evolution 
of  sensible  welfare  statism”!  Fortunately  many 
Americans  still  prefer  to  work,  save,  and  volun- 
tarily provide  for  their  own  security  rather  than 
to  ride  upon  the  backs  of  their  fellow  citizens.  In- 
dividual and  corporate  contracts,  particularly 
with  deductible  clauses  and  lower  premiums,  to 
take  over  “catastrophic”  expenses  beyond  toler- 
able maximums,  are  increasing,  have  weathered 
an  experimental  phase  and  proved  themselves 
workable.  In  America,  these  plus  Kerr-Mills  legis- 
lation are  nullifying  the  need  for  attaching  health 
schemes  to  the  Social  Security  Act,  inevitably  in- 
creasing its  cost. 

Visitors  to  other  countries  are  sometimes  sold 
a bill  of  goods  by  exponents  of  a “system” — espe- 
cially by  politicians,  professional  do-gooders  and 
others  who  admit  no  evils  inherent  in  their  philos- 
ophy. Lessons  learned  in  Europe  and  in  England 
could  save  Canada  and  America  costly  experi- 
ments, wasted  time,  loss  of  incentive  and  deteri- 
oration in  quality  of  medical  services.  Ample  lit- 


erature and  statistics  are  available  to  all,  col- 
umnists included,  who  care  to  take  an  unbiased 
view  of  socialized  medicine.  Facts,  uncolored  by 
prejudice,  are  enlightening  to  anyone  who  thinks 
he  sees  selfishness  in  American  doctors,  evil  in 
their  parent  organization — and  who  believes  there 
is  such  a thing  as  “sensible  welfare  statism”  and 
free  medical  service! 


I 


The  Paradox  of 
Pharmaceutical 
Advertising * 


t must  be  obvious  to  most  of  our  readers  that 
the  content  of  the  Journal  has  been  reduced  con- 
siderably in  the  past  few  months.  This  cutback  in 
the  size  of  our  publication  has  not  been  dictated 
by  a lack  of  available  desirable  material  for  pub- 
lication, but  by  a marked 
reduction  in  our  volume  of 
advertising  from  the  ethical 
pharmaceutical  manufactur- 
ers. All  state  medical  jour- 
nals and  many  other  scientific  publications  have 
suffered  this  cutback  and  have  had  to  reduce  their 
size  accordingly.  Yet  we  have  noted  an  almost  ex- 
plosive growth  of  mass  circulation,  abstract  types 
of  publication.  One  look  at  these  publications  will 
confirm  the  fact  that  their  growth  is  solidly  under- 
written by  ethical  drug  advertising.  It  is  ironic 
that  the  sources  of  much  of  the  material  published 
by  these  profit-inspired  publications  are  being  en- 
dangered by  these  reductions  in  advertising  vol- 
ume in  the  scientific  journals. 

Statistics  may  prove  that  because  of  the  mass 
unpaid  circulation  of  these  abstract  type  publica- 
tions, the  advertising  dollar  of  the  manufacturer 
goes  farther  than  in  the  scientific  journals  which 
provide  the  original  material.  From  a physician’s 
point  of  view  this  concept  of  the  parasite  ulti- 
mately consuming  its  host  because  of  a “convinc- 
ing advertising  salesman’s  pitch”  is  basically  un- 
sound. Nevertheless,  this  paradox  seems  to  make 
sense  to  the  advertising  executives  who  make  these 
decisions. 

We  are  all  aware  that  the  great  majority  of  our 
scientific  publications  were  begun  and  are  main- 
tained as  the  official  organ  of  organizations  of  phy- 
sicians. These  journals  are  oriented  toward  basic 
scientific  investigation  or  toward  the  clinical  prac- 
tice of  medicine.  The  long  time  survival  and 

* From  the  J.  of  the  Med.  Assn,  of  Georgia. 
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growth  of  these  publications  provide  eloquent  evi- 
dence of  their  readership  and  influence  with  their 
readers.  The  fact  that  physicians  pay  money  year 
after  year  for  the  privilege  of  receiving  these  jour- 
nals suggests  good  evidence  of  their  acceptance 
and  readership.  Such  journals  have  an  editorial 
policy  which  reflects  the  basic  interests  and  stan- 
dards of  their  sponsoring  organizations.  Because 
of  this,  these  publications  command  the  respect 
and  interest  of  the  physician  who  ultimately  pre- 
scribes the  products  promoted  by  the  ethical  phar- 
maceutical manufacturers. 

With  such  a set  of  circumstances  as  outlined 
above,  it  becomes  our  obligation  as  physicians  to 
be  more  aware  of  the  role  that  has  been  so  actively 
taken  by  the  ethical  drug  firms  in  the  support  of 
our  publication.  If  these  firms  are  continuing  to 
favor  our  Journal  with  their  advertising  message, 
their  representatives  who  call  upon  us  in  our 
offices  should  be  made  aware  of  our  appreciation. 
If  a detail  man’s  firm  is  not  advertising  in  our 
Journal,  a few  gentle  reminders  to  him  will  ulti- 
mately be  transmitted  to  his  company  officials. 
Our  visits  to  exhibit  booths  sponsored  by  pharma- 
ceutical manufacturers  at  our  scientific  meetings 
will  go  far  toward  making  these  companies  know 
of  our  interest  and  continuing  support  of  their 
ethical  products. 


Y 


The  Offensive  Driver 


ou  have  responded  to  an  emergency  call  at 
the  hospital,  put  on  your  slip-on  shoes  and  clip- 
on  bow  tie,  and  arrived  at  the  hospital  in  four- 
teen minutes.  It  would  have  taken  any  of  your 

neighbors  twenty  min- 
utes to  drive  the  same 
distance.  How  did  you 
do  it?  Friend,  you 
have  become  an  offen- 
sive driver.  But,  you  protest,  you  have  never 
been  in  an  accident  and  have  never  been  ticketed 
for  a moving  violation!  A good  quarterback  also 
avoids  penalties  for  rule  infractions  while  on  the 
offensive,  but  he  reaches  his  goal  more  swiftly  than 
his  team  mates  could  have  done  it. 

In  the  interest  of  safety  you  fastened  your  seat 
belt  before  you  reached  the  first  intersection.  You 
checked  out  your  speed  at  only  four  miles  per 
hour  over  the  speed  limit  because  you  are  essen- 
tially a coward,  and  you  hate  explanations.  You 
have  alternate  routes  to  the  hospital  to  suit  the 
time  of  day,  day  of  the  week,  and  school  or  sum- 
mer season. 


As  you  approach  the  first  stop  light,  you  make 
your  first  decision.  You  have  a better  chance  to 
make  the  next  light  behind  the  car  rather  than 
behind  the  truck.  You  have  many  refinements  to 
this  little  guessing  game.  The  driver  with  no  pas- 
sengers moves  out  faster  than  the  one  with  pas- 
sengers— except  for  taxis.  Sports  cars,  converti- 
bles, and  bright  colored  cars  seem  to  reflect  the 
exuberant  natures  of  their  owners  as  they  forge 
ahead  of  their  somber  road  partners.  The  little 
economy  car  takes  consolation  in  its  twenty-eight 
miles  per  gallon  as  it  is  left  stolidly  behind.  The 
younger  driver  is  trying  to  prove  something  as  he 
pulls  away  from  the  older  driver.  The  recogniz- 
able member  of  a minority  group  slows  down  as 
he  reaches  his  district.  (His  kid  might  be  playing 
in  the  street. ) He  was  a bearcat  in  your  neighbor- 
hood while  you  were  taking  it  easy  for  the  same 
reason. 

As  this  fascinating  display  of  personality  at  the 
wheel  unfolds  before  you,  a pecking  order  be- 
comes apparent.  The  Chevy  tries  to  beat  the 
Buick,  the  Buick  tries  to  beat  the  Pontiac,  the 
Pontiac  usually  leaves  the  Cadillac.  The  order 
seems  to  be  inversely  related  to  the  cost  of  the 
cars  involved.  The  Ford  owner  feels  obligated  to 
assert  his  equality  while  the  Lincoln  owner  dis- 
dains the  issue  as  self-evident.  Ahead  you  see  a 
Ford  and  Chevy  disappear  in  a modified  drag 
race.  The  issue  was  not  self-evident. 

That  mysterious  hour  approaches  when  your 
worthy  adversaries  in  the  traffic  department  have 
decreed  precedence  of  East-West  traffic  over 
North-South  traffic.  Yours  is  not  to  wonder  why, 
but  to  comply,  and  avoid  that  frustrating  two 
minute  wait  around  the  next  corner  by  taking  a 
side  street  with  no  lights.  What  have  we  here? 
The  tan  Ford  has  Illinois  plates  and  the  men  wear 
their  hats  on  the  backs  of  their  heads — obviously 
Chicago  drivers.  But  they  are  left  in  the  dust  by 
the  little  old  gray  haired  lady  in  the  black  Cadillac. 
You  can’t  win  them  all.  You  know  women  defy 
reasonable  classification. 

Now  you  reach  the  parking  lot  and  coast  to  a 
stop  with  your  lights  off,  keys  in  your  hand  and 
the  door  open.  The  nurse  greets  you  with  a 
cheery:  “It’s  a boy,  doctor.”  You  are  going  to 
have  to  figure  another  angle  next  time.  Maybe 
that  Chicago  driver  was  casing  the  corner  bank. 
You  never  saw  one  drive  that  slowly  before. 

Robert  W.  Johnson,  MD 

Aurora,  Colorado 
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Federal  support  of  medical  libraries 


Thad  P.  Sears,  MD,  Denver 


Since  the  Denver  Medical  Library  serves 
our  large  geographic  area,  we  could 
benefit  by  this  proposed  legislation. 

However,  implications  of  further 
expanding  governmental  paternalism  and 
taxation  are  foreboding.  Our  critical 
attention  is  warranted. 

During  the  last  year  the  library  committee  of 
the  Denver  Medical  Society  has  been  observing 
the  development  of  a movement  to  establish 
Federal  support  for  medical  libraries  now  in  be- 
ing and  to  expand  certain  of  these  or  to  newly 
create  other  medical  libraries  that  will  provide 
regional  service  to  an  entire  geographic  area.  It 
seems  apparent  that  this  movement  has  arisen 
within  the  medical  community  itself.  The  idea  is 
receiving  the  approval  of  numerous  authentic  and 
highly  regarded  medical  institutions.  This  is  based 
on  the  view  that  the  current  explosive  develop- 
ment of  medical  science  has  outstripped  the  abil- 
ity of  medical  libraries  to  meet  the  new  and  tre- 
mendous physical  and  financial  demands  created 
by  this  development. 

Whatever  its  background,  the  movement  is  of 
such  significance  as  to  attract  the  interest  of  all 
physicians  and  with  particular  reference  to  any 
group  who  in  any  manner  deal  with  postgraduate 
medical  training  as  related  to  the  individual  or  to 
an  institution.  Further  than  this,  it  is  of  great  im- 
portance to  the  Denver  Medical  Library  in  that 
this  library  is  one  of  the  agencies  of  medical  in- 
formation for  the  Rocky  Mountain  area.  The  fi- 
nancial support  proposed  in  present  Federal  leg- 
islation would  apply  in  all  particulars  to  the  Den- 
ver Medical  Library.  The  committee  of  the  Den- 
ver Medical  Society  feels  that  this  report  is  timely 
as  a purely  informational  presentation.  It  is  made 
without  comment  on  any  political  or  economic 
implications. 


S.597 

The  enabling  legislation  for  this  movement,  not 
yet  passed,  was  introduced  by  Senator  Hill  in  the 
United  States  Senate  on  January  19,  1965.  It  is 
proposed  as  an  amendment  to  the  Public  Health 
Service  Act  and  is  cited  as  the  “Medical  Library 
Assistance  Act  of  1965.”  It  is  designated  as  S.597. 

Preamble 

In  its  preamble,  the  bill  notes  an  unprecedent- 
ed expansion  of  knowledge  in  the  health  sciences, 
without  a corresponding  growth  in  the  facilities  to 
coordinate  and  disseminate  this  knowledge.  The 
bill  expresses  concern  that  these  advances  may 
be  lost  unless  measures  are  taken  to  collect,  store, 
process  and  circulate  this  information. 

Sections 

The  proposed  statute  divides  the  means  by 
which  Federal  assistance  is  to  be  given  into  eight 
distinct  sections.  For  each  section  the  conditions 
are  indicated  under  which  petitions  for  assistance 
may  be  granted  and  the  maximum  permissible 
fiscal  appropriation  for  each  section  is  shown.  The 
total  funds  permitted  for  the  entire  enactment 
are  in  the  order  of  $23,500,000  for  each  fiscal 
year  from  1965  to  1970.  Funds  are  to  be  divided 
and  assigned  unequally  to  the  eight  sections  of  the 
bill  as  shown  below. 

Control 

In  every  case,  grants-in-aid  are  to  be  awarded 
by  the  Surgeon  General,  assisted  and  advised  by 
the  National  Medical  Libraries  Assistance  Advis- 
ory Board  which,  in  essence,  is  identical  to  the 
Board  of  Regents  of  the  National  Library  of  Med- 
icine. Grants  are  permitted  to  any  public  or 
private  nonprofit  medical  library. 

General  objectives 

In  order  to  obtain  an  overall  view  of  the  pro- 
visions of  this  legislation,  the  total  list  of  its  objec- 
tives will  be  here  listed  as  follows: 
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1.  To  construct  new  and  expand  old  medical 
library  facilities. 

2.  To  finance  the  training  of  medical  librarians 
and  library  personnel. 

3.  To  supply  grants  to  physicians  and  scientists 
for  the  writing  and  compilation  of  data  related  to 
health  sciences. 

4.  To  award  grants  for  research  in  medical  li- 
brary techniques. 

5.  To  provide  funds  for  expanding  basic  li- 
brary resources  such  as  books  and  instrumenta- 
tion. 

6.  To  give  grants  to  local  medical  libraries  in 
order  to  prepare  them  for  regional  library  func- 
tions. 

7.  To  give  financial  support  for  biomedical  sci- 
entific publications. 

8.  In  a given  area  not  presently  provided  with 
a regional  medical  library  and  where  no  local  li- 
brary can  feasibly  be  developed  to  serve  that  area, 
the  Surgeon  General  to  be  authorized  to  build 
and  establish  such  a library  as  a branch  of  the  Na- 
tional Library  of  Medicine. 

Particulars 

To  particularize  on  the  general  objectives  above 
listed,  the  following  information  is  pertinent  as  it 
is  set  forth  in  the  sections  of  the  bill. 

1.  To  build  and  expand  medical  library  hous- 
ing, $10,000,000  per  fiscal  year  may  be  appro- 
priated. Grants  are  allowed  on  the  assurance  that 
the  construction  will  be  used  as  a medical  library 
for  not  less  than  ten  years. 

2.  To  train  specialists  in  library  sciences,  $1,- 
000,000  per  fiscal  year  may  be  appropriated  to 
permit  individuals  to  gain  post  baccalaureate  de- 
grees in  library  science  or  to  take  refresher 
courses.  Local  training  programs  can  be  elabo- 
rated and  library  internships  established. 

3.  To  provide  grants  to  physicians  and  sci- 
entists, $500,000  per  fiscal  year  may  be  ap- 
propriated for  assistance  to  writers,  compilers,  ab- 
stractors in  the  preparation  of  scientific  data  in 
the  field  of  health  sciences. 

4.  For  research  and  development,  $3,000,000 
per  fiscal  year  may  be  appropriated  for  grants 
having  to  do  with  investigation  of  new  library 
techniques,  systems  and  equipment.  This  refers  to 
processing,  storing,  retrieving  and  distribution  of 
information. 

5.  For  expanding  basic  resources  of  medical 
libraries,  $3,000,000  per  fiscal  year  may  be  ap- 
propriated for  grants  toward  the  purchase  of 
books,  journals,  photographs,  motion  pictures, 


duplication  devices,  film  projectors,  recording 
equipment,  etc. 

6.  For  grants  to  aid  local  libraries  in  prepar- 
ing for  regional  functions,  $2,500,000  per  fiscal 
year  may  be  appropriated  to  expand  housing,  buy 
books,  provide  duplicating  devices  and  employ 
personnel  for  the  rapid  transmission  of  materials. 

7.  For  the  support  of  biomedical  publications, 
$1,500,000  per  fiscal  year  may  be  appropriated. 
These  grants  are  for  the  arrangement  of  contracts 
with  individuals  and  institutions  for  the  writing, 
editing,  compilation  and  publication  of  reviews, 
indices,  handbooks  and  related  matters. 

8.  A special  amendment  to  the  Public  Health 
Service  Act  and  an  appropriation  of  $2,000,000 
per  fiscal  year,  is  provided  to  enable  the  Surgeon 
General  to  establish  a regional  library  as  a branch 
of  the  National  Library  of  Medicine  where  any 
geographic  area  lacks  a medical  library  and  where 
no  local  library  can  feasibly  be  developed  to  sup- 
ply this  function. 

Conclusions 

S.597  as  a Bill  is  well  written,  lucid,  somewhat 
revolutionary  and  obviously  of  interest  to  all 
medical  and  paramedical  personnel.  It  is  directly 
related  to  the  interests  of  the  Denver  Medical 
Society  Library.  Since  this  Library  houses  col- 
lections of  the  State  Medical  Society,  the  Dental 
Society,  the  Veterinarians  and  gives  library  ser- 
vices to  these  groups  throughout  the  West,  this 
proposed  legislation  should  become  familiar  to 
all.  • 


Industrial  Medical  Association 

Dr.  Marcus  B.  Bond,  Denver,  was  named  to 
the  Board  of  Directors  of  the  Industrial  Medi- 
cal Association.  The  announcement  of  his  elec- 
tion was  made  at  the  Association’s  annual 
meeting  held  recently  in  Bal  Harbour,  Fla. 
Nearly  2,000  industrial  physicians,  nurses  and 
other  health  specialists  attended  the  4-day 
American  Industrial  Health  Conference,  which 
is  comprised  of  the  annual  meetings  of  the  In- 
dustrial Medical  Association  and  the  American 
Association  of  Industrial  Nurses. 

Dr.  Bond  is  General  Medical  Director  of  the 
Mountain  States  Telephone  Company,  Denver, 
Colo.  He  received  the  MD  degree  from  Wash- 
ington University,  St.  Louis,  in  1949  and  the 
doctor  of  industrial  medicine  degree  from  the 
University  of  Cincinnati  in  1960.  He  is  a for- 
mer Director  of  the  Rocky  Mountain  Academy 
of  Industrial  Medicine  and  is  a diplomate  of 
the  American  Board  of  Preventive  Medicine, 
certified  in  occupational  medicine. 
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Afferent  loop  syndrome 


Afferent  loop  problems  after  partial 
gastrectomy  may  be  troublesome,  even 
fatal.  Secondary  corrective  surgery  will 
produce  gratifying  results  in  many  cases. 


Although  partial  gastrectomy  and  gastro- 
jejunostomy offer  palliation  for  peptic  ulcer,  the 
consequences  of  such  operations  may  lead  to  new 
disease  processes.  The  usual  difficulties,  dumping 
and  marginal  ulcer,  are  related  to  the  efferent 
loop.  There  is,  however,  a set  of  symptoms  re- 
lated to  the  afferent  loop  which,  although  less 
common,  nevertheless  can  be  clearly  recognized. 
Symptoms  related  to  the  afferent  loop  may  be  di- 
vided into  those  related  to  acute  or  chronic  me- 
chanical obstruction  of  the  loop  itself,  or  to  sec- 
ondary metabolic  disturbances,  namely  malab- 
sorption of  fat,  Vitamin  Bi2  and  protein.  These 
afferent  loop  difficulties  in  contrast  with  many 
other  postgastrectomy  problems  are  quite  amen- 
able to  surgical  correction. 

Mechanical  obstruction 

A.  Acute  Obstruction:  The  afferent  loop  con- 
sisting of  the  duodenum  and  a segment  of  jejunum 
of  variable  length,  drains  approximately  1 to  IV2 
liters  of  pancreatico-biliary  secretion  during  any 
24  hour  period.  Hence,  inadequate  emptying  can 
lead  to  distention  in  a relatively  short  time. 

The  outstanding  clinical  feature  of  acute  affer- 
ent loop  obstruction  is  the  sudden  occurrence  of 
abdominal  pain  usually  in  the  left  upper  abdo- 
men, associated  with  vomiting.  Characteristically, 
the  vomitus  does  not  contain  bile  since  the  secre- 
tions are  dammed  up  in  the  obstructed  loop. 
Shock  is  often  a prominent  feature.  Physical  ex- 
amination may  reveal  an  ill-defined  mass  in  the 
upper  abdomen.  Signs  of  peritoneal  irritations 
soon  appear.  These  symptoms  related  to  acute 
obstruction  occur  most  commonly  during  the  im- 
mediate postoperative  period.  However,  case  re- 


Gilbert  Hermann,  MD,  Denver 

ports  varying  from  several  months  up  to  nine  years 
postoperatively  have  been  reported. 

The  seriousness  of  this  complication  is  em- 
phasized by  the  high  mortality  rate.  Over  half  of 
the  patients  died  within  a relatively  short  time 
after  the  onset  of  symptoms.  Therefore,  prompt 
surgical  relief  is  imperative.  The  reason  that  op- 
eration has  been  delayed  and  a fatal  outcome  en- 
sued was  that  almost  all  of  these  cases  have  a 
high  serum  amylase  leading  to  the  misdiagnosis 
of  post-gastrectomy  pancreatitis.  This  is  not  sur- 
prising since  an  abrupt  elevation  of  serum  amylase 
secondary  to  an  obstructed  segment  of  duodenum 
has  been  well  documented.  In  a recent  personal 
case,  the  serum  amylase  was  well  over  400  Somog- 
yi  Units. 

The  exact  mechanism  of  this  acute  postopera- 
tive obstruction  is  variable.  A long  afferent  loop 
may  herniate  through  the  gap  between  the  anas- 
tomosis and  the  transverse  colon.  If  the  afferent 
loop  is  too  short,  sharp  angulation  of  the  anasto- 
mosis can  lead  to  duodenal  distention.  Occasion- 
ally, no  organic  cause  is  found  and  hypotonia  of 
the  loop  secondary  to  vagal  denervation  at  the 
time  of  surgery  has  been  postulated.  The  treat- 
ment for  an  acute  obstruction  is  straight  forward 
depending  on  the  etiology  of  the  obstruction.  The 
exact  technic  of  decompression  is  not  as  im- 
portant as  promptness  of  surgical  intervention. 

B.  Chronic  Obstruction:  After  partial  gastrec- 
tomy, a variable  percentage  of  patients  are  dis- 
abled by  symptoms  which  occur  within  one  hour 
after  meals.  The  best  known  of  these  is  the  so- 
called  “dumping  syndrome”  which  is  usually  re- 
lated to  the  efferent  loop.  However,  chronic  duo- 
denal stasis  as  an  etiologic  agent  for  one  type  of 
dumping  syndrome  is  not  as  well  recognized.  The 
primary  symptom  of  chronic  afferent  loop  ob- 
struction is  vomiting.  Characteristically,  10  to  20 
minutes  after  eating  the  patient  experiences  nau- 
sea and  abdominal  distress  which  may  last  a few 
minutes  to  an  hour,  occasionally  longer.  Imme- 
diate relief  is  obtained  by  vomiting  bile  usually 
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unmixed  with  food.  The  patient  remains  asympto- 
matic until  he  eats  again.  The  specific  historic 
feature  is  immediate  relief  of  all  distress  with  the 
vomiting  of  bile  which  signals  drainage  of  the 
distended  afferent  loop. 

Physical  examination  and  laboratory  studies 
have  not  been  uniformly  successful  in  establish- 
ing the  diagnosis.  Routine  upper  gastrointestinal 
series  may  reveal  a distended  afferent  loop,  but 
in  many  cases  barium  does  not  enter  the  loop. 
The  fact  that  the  barium  does  not  enter  the  loop 
does  not  help  with  the  diagnosis,  since  this  is 
common  in  many  normal  postoperative  upper 
gastrointestinal  series. 

Two  maneuvers  have  been  recommended  to 
establish  the  diagnosis  of  chronically  obstructed 
afferent  loop.  The  first  is  the  use  of  a balloon  tube 
placed  into  the  efferent  loop  so  as  to  obstruct  it. 
Barium  is  then  given  the  patient  with  the  hope 
that  it  will  be  forced  into  the  afferent  loop  en- 
abling visualization  of  this  segment.  In  our  ex- 
perience this  has  not  been  a very  satisfactory  tech- 
nic. Of  greater  value  is  the  so-called  Jordan  test. 
To  carry  this  out,  a tube  is  passed  into  the  effer- 
ent loop  under  fluoroscopic  control.  The  patient 
then  takes  a fatty  test  meal  and  the  contents  of 
the  efferent  loop  are  constantly  aspirated  and  in- 
spected. Normally,  bile  appears  in  the  aspirant 
within  5 to  20  minutes,  thus  indicating  that  the 
flow  of  duodenal  contents  through  the  loop  is 
normal.  If  bile  does  not  appear  and  the  patient’s 
symptoms  are  reproduced,  the  diagnosis  is  fairly 
well  established. 

The  etiology  of  chronic  obstruction  is  variable. 
Extrinsic  adhesive  bands  may  produce  this  pic- 
ture, or  very  long  afferent  loops  may  become 
tortuous  and  distended  so  that  secretions  are  par- 
tially retained  by  gravity.  Downward  traction  on 
the  gastric  remnant  by  the  transverse  mesocolon 
or  other  attachments  may  lead  to  kinking  and 
stasis  of  the  afferent  loop. 

It  must  be  stressed  that  the  diagnosis  of  chron- 
ically obstructed  afferent  loop  should  not  be  over- 
emphasized. The  occurrence  of  bilious  vomiting 
following  partial  gastrectomy  is  common  and  not 
all  such  patients  have  afferent  loop  stasis.  In  the 
majority  of  these  people  symptoms  can  be  con- 
trolled with  medical  management.  However,  in 
a patient  with  a history  of  severe  postprandial 
symptoms  who  has  good  relief  with  bilious  vomit- 
ing, further  studies  to  clarify  the  diagnosis  should 
be  carried  out.  If  the  diagnosis  has  been  estab- 
lished, corrective  surgery  to  allow  duodenal  drain- 


age will  produce  quite  gratifying  results.  Conver- 
sion from  Billroth  II  to  a Billroth  I is  the  most 
physiologic  and  therefore  the  best  means  of  cor- 
recting this  problem.  Others  have  advocated  a 
pantaloon  type  of  gastrojejunostomy.  Duodeno- 
jejunostomy below  the  gastrojejunostomy  or  a 
Roux-en-Y  type  of  anastomosis,  may  lead  to  a 
higher  incidence  of  marginal  ulcer  due  to  the 
shunting  of  the  alkaline  secretions  away  from  the 
anastomosis  and  cannot  be  recommended. 

Metabolic  disturbances 

Increased  fecal  fat  loss  with  consequent  failure 
to  gain  or  retain  normal  weight  is  a not  uncom- 
mon sequela  of  partial  gastrectomy.  Metabolic 
studies  have  consistently  demonstrated  greater  fe- 
cal fat  loss  with  a Billroth  II  than  a Billroth  I 
anastomosis.  This  is  usually  of  a mild  degree, 
however.  Occasionally,  symptoms  are  conspicu- 
ous, leading  to  severe  weight  loss,  malnutrition, 
etc.  The  exact  role  that  the  afferent  loop  plays  in 
this  steatorrhea  is  still  open  to  question.  Most 
authorities  feel  that  a Billroth  II  gastrectomy  with 
a long  afferent  loop  leads  to  inadequate  contact  of 
bile  and  pancreatic  secretions  with  the  ingested 
food.  This  may  be  due  to  inadequate  stimulation 
of  pancreaticobiliary  secretion  secondary  to  the  by- 
passing of  the  duodenal  mucosa  where  secretin 
and  cholecystokinin  are  produced,  or  to  incoordi- 
nation of  gastric  emptying  with  pancreaticobili- 
ary flow. 

There  is  strong  evidence  that  overgrowth  of 
bacteria  within  the  afferent  loop  may  be  a basic 
cause  of  the  malabsorption.  The  exact  mechanism 

TABLE  1 

MODIFIED  SCHILLING  TEST 


STEPS  RESULTS 

1.  Vit.  BS*  Abnormal  Uptake 

2.  Vit.  B“  + intrinsic  factor  Abnormal  Uptake 

3.  Vit.  Bi“  following  full  course  of 

oral  tetracycline Normal  Uptake 

4.  Vit.  B“  3-4  weeks  following  ces- 
sation of  antibiotics  Abnormal  Uptake 


* Cyanocobalamine  labeled  with  CoG0. 

by  which  the  bacteria  residing  within  the  loop 
cause  steatorrhea  is  still  not  certain. 

Macrocytic  anemia  secondary  to  stasis  of  small 
intestinal  contents  is  a well  known  clinical  entity. 
(Continued  on  page  35) 
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Ocular  inflammations* 


Dan  M.  Gordon,  MD,  New  York 


Diagnosis  of  ocular  inflammation  must  be 
iccurate  because  treatment  is  specific  and 
or  certain  conditions  requires  care  by  a 


The  eye  may  be  inflamed  from  many  causes. 
Since  redness  and  swelling  are  often  the  only  visi- 
ble manifestations,  a thorough  examination  of  the 
eye  and  adnexa  is  essential  for  accurate  diagnosis 
and  effective  treatment.  The  basic  equipment  nec- 
essary for  a simple  examination,  includes  a visual 
chart,  a good  focal  light,  a means  of  magnification, 
an  ophthalmoscope,  topical  anesthetic,  and  fluo- 
rescein. The  popular  head-band  loupe  containing 
either  +5  or  +7  diopter  lenses  with  a similar 
amount  of  prism,  facilitates  ocular  examination 
under  magnification  at  close  range. 

Foreign  bodies 

Conjunctival  and  corneal  foreign  bodies  con- 
stitute a frequent  source  of  eye  trauma  and  when 
neglected  or  mismanaged  can  lead  to  serious  loss 
of  vision.  They  may  carry  bacteria  into  the  cornea 
or  cause  corneal  abrasions  resulting  in  ulcers. 
Eversion  of  the  upper  eyelid  to  rule  out  the  pres- 
ence of  foreign  bodies  is  the  first  step  in  the  ex- 
amination of  an  irritated  eye.  If  a foreign  body  is 
found,  a moistened  toothpick  applicator  will  serve 
to  lift  it  from  the  lid.  No  further  treatment  is  re- 
quired. 

Corneal  foreign  bodies  and  minute  lesions  are 
often  difficult  to  visualize.  One  or  2 per  cent 
sterile  fluorescein  will  stain  the  denuded  area  of 
the  corneal  epithelium  green  and  thus  highlight 
the  foreign  body  or  lesion.  Fluorescein  strips,  be- 
cause they  are  less  likely  to  be  contaminated,  are 

* Presented  at  the  94th  Annual  Session  of  the  Colorado 
Medical  Society,  Colorado  Springs,  Colorado,  September  19, 
1964.  Dr.  Gordon  is  Associate  Attending  Surgeon  at  the  New 
York  Hospital  and  Associate  Clinical  Professor  of  Surgery 
(Ophthalmology),  Cornell  University  Medical  College,  New 
York. 


safer.  The  moistened  end  of  a strip  is  touched  to 
the  lower  cul  de  sac  for  several  seconds,  with  the 
eye  looking  up,  and  the  eye  is  closed  for  fifteen 
seconds  before  examination.  After  the  eye  has 
been  subjected  to  topical  anesthesia,  foreign 
bodies  of  the  cornea  can  frequently  be  irrigated  off 
with  a squeeze  bottle  containing  sterile  saline  or 
water,  or  may  be  lifted  off  with  the  point  of  a 
sterile  hypodermic  needle.  Attempts  to  wipe  the 
object  off  with  a moistened  applicator  may  dam- 
age the  corneal  epithelium.  Corneal  foreign  bodies 
cause  varying  degrees  of  epithelial  loss  and  dis- 
comfort. For  that  reason  it  is  wise  to  apply  an 
eye  pad  for  several  hours  to  facilitate  epithelial 
regeneration.  If  a sterile  instrument  has  been 
used  for  removal  of  the  irritant,  and  if  the  eye 
does  not  appear  to  be  infected,  simple  irrigation 
with  any  bland,  sterile  solution  suffices;  further 
medication  is  unnecessary. 

Lesions  of  the  eyelids  and  conjunctiva 

Inflammation  of  the  eyelids  arising  from  in- 
ternal sty  (meibomitis)  or  external  sty  (hordeo- 
lum) is  always  associated  with  tender  swelling  of 
the  involved  lid. 

Inflammatory  lesions  of  the  conjunctiva  pro- 
duce engorgement  of  the  conjunctival  vessels, 
visible  as  an  injection  of  the  mucosal  covering  of 
the  eye  (bulbar  conjunctiva)  if  that  portion  is  af- 
fected. At  times  the  injection  (conjunctivitis)  is 
confined  to  the  palpebral  conjunctiva  which  lines 
the  lids.  The  inner  eyelid  surface  may  be  red,  with 
or  without  discharge.  When  the  bulbar  conjunc- 
tiva is  involved,  the  eye  may  appear  almost  malig- 
nantly inflamed.  The  conjunctival  vessels  which 
emanate  from  the  lid  areas  are  irregular  in  their 
course.  In  contrast,  the  ciliary  vessels  are  straight 
and  fan  out  from  the  limbus.  Differentiation  be- 
tween a conjunctival  injection  and  the  ciliary  in- 
jection occurring  in  involvement  of  the  iris  or 
ciliary  body  and  in  acute  or  chronic  congestive 
glaucoma  presents  an  important  diagnostic  prob- 
lem. If  the  physician  takes  the  patient’s  lower  lid 
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and  presses  it  firmly  against  the  limbus  with  his 
thumb,  and  while  maintaining  that  pressure, 
slowly  draws  the  lower  lid  downward,  an  area  of 
paleness  will  appear  at  the  site  of  pressure.  If  the 
injection  is  conjunctival,  the  area  of  pallor  will 
persist  as  the  lower  lid  is  drawn  down  under  pres- 
sure. This  indicates  that  the  disease  is  superficial. 
If  the  area  pales  momentarily  only  to  redden  again 
immediately  as  the  lower  lid  is  pulled  down  under 
pressure,  one  can  deduce  that  ciliary  injection  is 
present,  and  that  the  causative  lesion  probably 
lies  within  the  eye  itself.  The  application  of  an 
ocular  decongestant  will  blanche  out  the  con- 
junctival vessels,  leaving  the  ciliary  injection  un- 
affected. 

All  forms  of  conjunctivitis  tend  to  cause  dis- 
comfort rather  than  pain,  accompanied  by  a sandy 
or  scratchy  sensation.  If  the  conjunctiva  is  in- 
jected with  or  without  discharge,  one  may  assume 
inflammation,  possibly  with  infection.  Steroid-anti- 
microbial combinations  are  indicated  and  are  usu- 
ally gratifyingly  effective.  If  the  palpebral  con- 
junctiva appears  pale  and  watery,  the  inflamma- 
tion is  probably  allergic  and  calls  for  a topical 
steroid  preparation. 

Episcleritis  and  scleritis 

In  episcleritis,  and  inflammation  of  the  epi- 
scleral tissues,  the  red  area  characteristically  is 
localized,  although  it  may  sometimes  be  wide- 
spread. Contrasted  with  conjunctivitis,  there  is  a 
red  or  mildly  purplish  area,  exquisitely  tender 
when  palpated  through  the  overlying  lid.  Epi- 
scleritis usually  responds  to  frequently  applied 
topical  steroids.  Occasionally  episcleritis  precedes 
iridocyclitis. 

Inflammation  of  the  sclera  (scleritis)  is  a grave 
condition  which  should  be  treated  by  an  ophthal- 
mologist. Often  associated  with  rheumatoid  ar- 
thritis and  perhaps  progressing  to  nodular  involve- 
ment or  actual  ulceration,  scleritis  produces  a 
deep  purplish  discoloration  of  the  white  of  the 
eye,  with  overlying  conjunctival  injection.  It  de- 
mands intensive  systemic  and  topical  steroid  ther- 
apy. 

Keratitis  and  other  corneal  lesions 

Inflammation  of  the  cornea  (keratitis),  usually 
accompanied  by  pain  and  localized  or  generalized 
ciliary  injection,  conjunctival  injection,  or  both, 
is  always  serious.  Part  or  all  of  the  normally  mir- 
ror-like surface  of  the  cornea  appears  irregular  or 


glazed  and  the  reflexes  formed  by  the  examining 
light  are  roughened  or  irregular.  This  is  one  clue 
to  corneal  disease.  It  is  important  to  rule  out 
herpes  simplex  (dendritic  keratitis),  which  char- 
acteristically consists  of  a single  or  multiple 
branching  lesion  with  a round,  knob-like  ex- 
crescence at  the  terminus  of  each  branch.  Nor- 
mally the  cornea  is  sensitive  to  touch  when  tested 
with  a tightly  wound  wisp  of  cotton.  Dendritic 
keratitis,  commonly  unilateral,  produces  corneal 
hypesthesia  or  anesthesia.  One  should  test  the 
unanesthetized  eye  to  determine  whether  it  is 
anesthetic.  Sensation  in  the  uninvolved  eye  should 
also  be  tested  for  comparison.  If  the  affected  eye 
is  anesthetic,  dendritic  keratitis  is  to  be  suspected 
until  proved  otherwise.  Topical  steroids  are  con- 
traindicated in  herpes  simplex  keratitis,  unless 
IDU  is  employed  simultaneously,  as  well  as  in 
the  rarer  fungal  keratitis.  In  localities  where 
pathogenic  fungi  are  endemic,  the  possibility  of 
fungal  keratitis  should  be  kept  in  mind.  Appro- 
priate culture  technics  are  necessary  for  accurate 
diagnosis.  Fluorescein  staining  facilitates  diag- 
nosis when  comeal  epithelium  has  been  destroyed. 
If  a dendritic  (branching  type)  lesion  is  evident, 
one  is  likely  dealing  with  herpes  simplex  keratitis. 
Since  all  keratitides  are  true  emergencies,  they 
should  be  treated  by  an  ophthalmologist. 

Catarrhal  (limbal)  ulcers  appear  as  staining 
infiltrated,  gelatinous  appearing  areas  at  the  cor- 
neal limbus  with  a contiguous  area  of  conjunctival 
injection.  These  lesions  respond  well  to  topical 
steroid-antimicrobial  combinations,  applied  fre- 
quently (4  to  8 times  daily).  True  comeal  ulcers 
usually  occur  away  from  the  limbus  and  cause  a 
definite  loss  of  epithelium.  Often  an  associated 
iritis  or  actual  pus  (hypopyon)  in  the  anterior 
chamber  is  seen.  Ulcers  frequently  follow  trauma 
and  identification  of  the  offending  organism  by 
culture  facilitates  treatment.  While  awaiting  the 
laboratory  report,  the  patient  may  be  treated  with 
systemic  as  well  as  with  topically  applied  broad 
spectrum  antimicrobials  plus  either  colistin  or 
polymyxin  B,  in  the  event  that  pseudomonas  is 
present.  Concomitant  topical  and  occasionally 
systemic  steroids  benefit  the  patient,  provided  that 
herpes  simplex  or  fungal  involvement  is  absent. 
All  these  medicaments  should  be  given  frequently 
and  in  large  doses.  Topical  mercurials,  as  thimero- 
sol  ointment  (Merthiolate®  1:4000),  are  indi- 
cated if  fungi  are  present  or  suspected.  Any  pa- 
tient with  a corneal  ulcer  should  be  referred  to  an 
ophthalmologist  at  once. 
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Hemorrhagic  or  purulent  conditions 

Subconjunctival  hemorrhage  causes  a painless, 
“bloodshot”  eye  which  comes  on  spontaneously 
and  asymptomatically,  usually  follows  some 
straining,  and  has  no  prognostic  significance.  Up- 
on inspection,  one  sees  that  extravasated  blood 
has  caused  this  condition,  which  normally  will 
undergo  spontaneous  absorption  within  two 
weeks.  To  prevent  further  bleeding,  cold  applica- 
tions may  be  used  over  the  closed  lids  for  five 
minutes  several  times  during  the  first  two  days. 
Later,  hot  compresses  for  ten  minutes  two  or  three 
times  a day  aid  in  absorbing  the  blood. 

Hyphema  (blood  in  the  anterior  chamber)  in- 
dicates damage  to  the  inner  eye,  and  is  usually 
traceable  to  trauma  or  intraocular  neoplasm.  An 
associated  rise  in  intraocular  pressure  frequently 
occurs.  A fixed  or  distorted  pupil,  a tremulous 
iris,  a shallow  anterior  chamber,  or  a marked 
disturbance  in  the  red  pupillary  reflex  as  seen 
with  the  ophthalmoscope  indicates  intraocular 
damage,  especially  when  preceded  by  trauma. 
Pus  in  the  anterior  chamber  (hypopyon)  may  be 
associated  with  serpiginous  ulcer  of  the  cornea, 
uveitis  or  intraocular  infection. 

Intraocular  inflammation 

Inflammation  of  the  inner  eye  may  cause  ex- 
ternal redness  and,  while  rarely  as  obvious  as  that 
produced  by  conjunctivitis,  it  is  of  more  serious 
import.  It  usually  produces  blurring  or  loss  of 
vision.  The  most  common  cause  of  external  red- 
ness is  iritis  (iridocyclitis),  which  produces  ciliary 
injection.  Mild  edema  as  well  as  deposits  on  the 
endothelial  (posterior)  surface  of  the  cornea  may 
be  evident.  The  iris  markings  exhibit  varying  de- 
grees of  obscuration.  The  pupil  may  be  smaller 
than  normal  and  sluggish  in  its  responses.  Gray- 
ish fibrin  in  the  anterior  chamber  may  tend  to 
obliterate  the  normal  black  appearance  of  the 
pupil.  Since  iritis  may  be  a signal  of  disease  of 
the  posterior  eye,  e.g.,  choroiditis,  generalized 
uveitis,  or  optic  neuritis,  injection  of  the  external 
eye  demands  inspection  and  ophthalmoscopic  ex- 
amination of  the  inner  eye.  All  inflammations  and 
diseases  of  the  inner  eye  should  be  treated  by  an 
ophthalmologist. 

Acute  choroiditis  (inflammation  of  the  choroid) 
may  involve  the  retina  as  well.  Ophthalmoscopi- 
cally,  it  appears  as  a raised  yellow  area,  poorly 
delineated  and  often  associated  with  vitreous 


opacities.  Inflammation  of  the  optic  nerve  (optic 
neuritis)  may  sometimes  be  accompanied  by 
uveitis  or  external  ocular  inflammation.  Retro- 
bulbar neuritis  produces  mild  to  marked  distur- 
bance of  vision,  with  pain  on  motion  of  the  affected 
globe.  The  disc  is  usually  normal  in  contrast  to  the 
inflamed,  swollen  disc  in  optic  neuritis.  Optic  and 
retrobulbar  neuritis  as  well  as  uveitis  demand  im- 
mediate treatment. 

Glaucoma 

When  full-blown,  acute  glaucoma  is  an  ex- 
cruciatingly painful  condition.  Attacks  vary  in 
severity.  The  eye  may  range  from  a hard  to  a 
rock-hard  consistency.  The  greater  and  more 
rapid  the  rise  in  pressure,  the  more  sudden  and 
intense  the  visual  loss.  The  cornea  becomes  edem- 
atous and  glazed,  losing  its  normal  mirror-like 
appearance.  Iris  markings  are  muddy  and  the 
pupil  is  dilated  and  fixed.  To  get  an  idea  of  intra- 
ocular pressure,  the  globe  should  be  palpated 
through  the  upper  lid.  While  the  physician  holds 
the  eye  firm  with  one  index  finger,  he  uses  the 
other  to  make  gentle  pressure  against  the  globe, 
and  vice  versa.  This  procedure  will  serve  to  re- 
veal if  the  pressure  is  significantly  elevated,  espe- 
cially in  comparison  with  findings  in  the  other 
eye  if  the  latter  is  not  involved.  Tonometry  is 
more  accurate.  The  non-ophthalmologist  fre- 
quently confuses  acute  glaucoma  with  conjunc- 
tivitis. The  latter  never  causes  loss  of  vision  or 
true  pain.  A red  eye  with  blurred  or  diminished 
vision  must  be  suspected  of  having  uveitis  or  acute 
glaucoma  until  proved  otherwise. 

Although  iridocyclitis  is  not  as  painful  as  glau- 
coma and  rarely  causes  rapid,  intense  visual  loss, 
it  may  be  confused  with  acute  glaucoma.  Table  1, 
comparing  the  signs  and  symptoms  typically  en- 
countered in  acute  conjunctivitis,  acute  iritis,  and 
acute  glaucoma  respectively,  presents  helpful  dif- 
ferential points.  Since  the  treatments  for  these  eye 
diseases  are  diametrically  different,  one  must  not 
prescribe  the  wrong  therapy  if  serious  harm  is  to 
be  avoided.  If  the  physician  is  not  sure  of  the 
diagnosis,  he  should  use  neither  a miotic  nor  a 
mydriatic,  as  their  improper  use  can  be  dangerous. 
Acute  iritis  responds  to  steroids  when  adminis- 
tered topically  and  systemically  in  adequate  doses. 
Many  doctors  prescribe  atropine  routinely  in  the 
treatment  of  iritis.  Acute  glaucoma,  however,  de- 
mands intensive  miotic  therapy  in  addition  to  the 
use  of  carbonic  anhydrase  inhibitors,  such  as  di- 
chlorphenamide  and  possibly  intravenous  urea. 
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When  an  ophthalmologist  is  not  available,  and  the 
physician  cannot  differentiate  between  acute  irido- 
cyclitis and  an  acute  glaucoma,  a double  to  quad- 
ruple dose  of  carbonic  anhydrase  inhibitor  or  4 oz. 
oral  glycerol  may  be  given  without  ill  effects. 


TABLE  1 

DIFFERENTIAL  DIAGNOSIS 

' 

Acute 

Acute 

— _ 

Acute 

Iritis 

Glaucoma 

Conjunctivitis 

Injection 

Ciliary 

Ciliary 

Conjunctival 

Pain 

(deep) 

(deep) 

(superficial) 

Moderate 

Severe 

Sandy 

W \ ' 

sensation 

Vision 

Impaired 

Severely 

Normal 

impaired 

Pupil 

Small 

Dilated 

Normal 

Discharge 

None 

None 

Watery  to 

purulent 

Anterior 

Normal 

Shallow 

Normal 

chamber 

Media 

Corneal 

Steamy 

Clear 

deposits 

cornea 

Hazy 

aqueous 

Iris 

Muddy 

Congested 

Normal 

markings 

t!§g  iigjln 

S?iSj|  II  IjljJ 

Intra-ocular 

Usually 

Elevated 

Normal 

pressure 

normal 

• 

sHliilSfiB 

However,  one  should  not  risk  the  error  of  using 
a miotic  when  a mydriatic  is  indicated,  or  the 
reverse.  Topical  steroids  are  beneficial  in  acute 
iritis  and  to  a degree  in  acute  glaucoma  in  pre- 
venting formation  of  anterior  synechiae.  When 
acute  iridocyclitis  goes  untreated,  posterior  syn- 
echiae often  develop  between  iris  and  lens.  If 
these  adhesions  completely  bind  the  pupil  down 
to  the  lens,  seclusion  of  the  pupil  results,  thus  pre- 
venting the  aqueous  behind  the  iris  from  coming 
forward  into  the  anterior  chamber.  The  aqueous 
pushes  the  iris  anteriorly,  creating  a ballooning 
appearance  (iris  bombe)  with  secondary  glau- 
coma, which  must  be  treated.  Conjunctivitis  never 
causes  iris  adhesions. 

Some  guiding  principles  of  therapy 

In  management  of  the  inflamed  eye,  the  maxim 
that  any  therapy  should  have  a rational  basis  is 
particularly  applicable.  The  introduction  of  ste- 
roids has  revolutionized  the  treatment  of  many 
ocular  diseases,  especially  inflammations  and  al- 
lergies. It  is  a sine  qua  non  of  steroid  administra- 


tion as  well  as  of  most  other  ocular  therapy  that 
the  lesion  be  saturated  with  the  medication.  To 
that  end,  it  is  usually  essential  to  apply  steroid  or 
antimicrobial  topical  preparations  every  hour,  or 
oftener,  during  the  acute  phase  of  the  disease.  If 
the  eye  has  good  vision,  one  should  order  drops 
rather  than  ointments  for  daytime  use,  since  the 
latter  blur  vision.  Ointments  are  usually  reserved 
for  use  at  night,  as  drops  have  less  duration  of 
contact  and  activity  than  ointments  and  must  be 
applied  more  frequently.  If  vision  is  seriously  de- 
creased, or  if  the  situation  is  serious,  ointments 
can  be  used  continuously.  As  topical  steroids  may 
cause  a rise  in  intraocular  pressure  after  several 
weeks,  long  term  use  should  be  accompanied  by 
tonometry. 

It  is  important  that  medication  be  administered 
by  the  proper  route  to  reach  the  site  of  disease. 
As  a rule,  if  the  lesion  can  be  seen  with  the  naked 
eye,  frequent  topical  application  of  eye  drops  or 
ointments  will  arrest  progress  in  most  lesions  of 
the  lids,  conjunctiva,  episclera,  sclera  (in  some 
cases),  cornea,  and  iris  (in  many  cases).  When 
the  lesion  is  posterior,  affecting  the  choroid,  ret- 
ina, optic  nerve  or  orbit,  full  systemic  medication 
by  oral  or  parenteral  routine  is  mandatory.  In- 
flammation or  allergic  involvement  which  nor- 
mally should  respond  to  topical  medication  de- 
mands systemic  treatment  if  the  condition  fails  to 
improve,  or  if  it  becomes  worse  after  a day  or 
two  of  topical  therapy.  The  physician  must  de- 
cide whether  failure  results  from  the  fact  that  the 
therapy  employed  has  been  given  by  an  inappro- 
priate or  contraindicated  route,  or  because  of  in- 
correct diagnosis. 

Herpes  simplex  keratitis  is  a contraindication 
to  steroid  therapy.  It  is  treated  by  broad  removal 
of  the  diseased  and  surrounding  corneal  epithe- 
lium or  by  frequent  applications  of  antimetabo- 
lites, as  IDU  or  cytosine  arabinoside.  These  also 
render  the  concomitant  use  of  steroids  safer,  when 
these  are  indicated,  as  in  Herpes,  uveitis,  or 
stromal  disease.  Fungal  keratitis,  in  which  steroid 
therapy  is  also  contraindicated,  is  difficult  to  treat 
but  may  respond  to  antifungal  agents  as  ampho- 
trecin-B  systemically  and  topically,  or  nystatin,  or 
topical  mercurials,  as  thimersol  1:4000. 

Some  patients  with  episcleritis,  and  most  of 
those  with  scleritis,  do  not  respond  to  topical 
steroids  alone,  but  require  additional  steroids  sys- 
temically for  good  results.  This  is  also  true  of 
many  patients  with  iridocyclitis. 
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In  the  presence  of  infection,  antimicrobials  are 
indicated.  Their  action  is  often  enhanced  by  the 
simultaneous  use  of  steroids.  The  tendency  is  to 
employ  topically  those  antimicrobials  which  are 
not  commonly  used  systemically.  For  that  reason 
neomycin  sulfate,  which  possesses  a rather  broad 
range  of  action  (including  Moran- Axenf eld  diplo- 
bacillus,  staphylococcus,  penumococcus,  Koch- 
Weeks  bacillus,  proteus  vulgaris  and  streptococ- 
cus) is  a favorite,  as  are  the  sulfonamides.  The 
organisms  causing  true  corneal  ulcers  should  be 
identified  by  means  of  cultures.  In  the  interim, 
broad  spectrum  antibiotics  should  be  applied 
topically,  with  penicillin  and  broad  spectrum  anti- 
biotics given  systemically.  Pseudomonas  aeru- 
ginosa, most  refractory  of  all  ocular  infective 
agents,  can  prove  highly  resistant  to  treatment. 
Accordingly,  polymyxin-B  sulfate  or  colistin,  or 
both,  should  be  applied  topically  while  a specific 
diagnosis  is  being  made. 

To  patch  or  not  to  patch  is  a question  raised 
frequently.  If  purulent  discharge  is  present,  one 
should  not  patch,  if  possible,  as  the  retained  pus 
will  macerate  and  infect  the  cornea. 

It  is  wise  to  use  systemic  steroids  in  adequate 
doses  (3.0  to  4.5  mg  or  more  of  dexamethasone 
or  the  equivalent  in  other  steroids,  or  80  to  120 
units  of  corticotropin)  in  iritis,  choroiditis  and 
optic  neuritis,  adding  topical  steroids  in  iritis. 
Mydriatics  are  indicated  in  iritis  if  adhesions  be- 
tween the  iris  and  the  lens  are  present  or  forming. 
Development  of  synechiae  usually  is  inhibited  by 
or  dissipated  during  steroid  therapy. 

Acute  glaucoma  should  be  treated  immediately 
by  200  mg.  of  dichlorphenamide*  or  the  equiva- 
lent of  other  carbonic  anhydrase  inhibitors.  If  this 
has  not  adequately  reduced  the  intraocular  pres- 
sure within  approximately  ninety  minutes,  oral 
glycerol  (1-2  Gm./KG)  mixed  in  water  or  an 
intravenous  injection  of  acetazolamide**  (500 
mg.)  or  urea  (1  gr.  per  kg.  of  body  weight) 
should  be  given.  One  should  explain  to  the  pa- 
tient that  he  may  expect  subsequent  attacks,  which 
can  probably  be  prevented  by  peripheral  iridec- 
tomy following  the  first  attack. 

Summary 

Inflammation  of  the  eye  is  always  uncomfort- 
able and  often  serious,  depending  upon  the  site 
and  type  of  involvement.  The  physician  should 
always  attempt  to  make  a diagnosis,  or  at  least  a 

* Daranide®  (Merck,  Sharp  and  Dohme). 

**Diamox®  (Lederle). 


differential  diagnosis,  in  order  to  determine  the 
severity  of  the  disease  and  to  decide  whether  it 
can  be  safely  treated  by  him  or  whether  it  should 
have  more  specialized  care.  If  the  pain  is  not 
caused  by  some  easily  recognizable  agent  such  as 
a foreign  body,  or  if  vision  is  appreciably  reduced 
and  the  loss  cannot  be  attributed  to  a simple 
cause  such  as  lacrimation  or  conjunctival  dis- 
charge, the  patient  should  be  referred  to  an 
ophthalmologist.  If  the  globe  has  suffered  trauma 
the  eye  should  be  patched  or,  if  the  globe  is 
lacerated,  both  eyes  should  be  patched  gently  and 
patient  referred  at  once  for  specialized  treat- 
ment. • 


Afferent  Loop  cont.  from  page  30 

It  has  been  reported  in  association  with  improp- 
erly drained  intestinal  segments  at  all  levels  of 
the  small  bowel  including  partially  obstructed  af- 
ferent loops.  There  is  now  overwhelming  evidence 
that  bacterial  overgrowth  in  such  segments  does 
play  a major  role  in  the  etiology  of  the  hemato- 
logic syndrome.  At  present,  however,  the  exact 
mechanism  by  which  this  bacterial  proliferation 
leads  to  malabsorption  or  malutilization  of  Vita- 
min Bjo  is  still  not  clear.  The  diagnosis  can  be 
established  by  a modification  of  the  Schilling  Test, 
usually  used  to  establish  the  diagnosis  of  perni- 
cious anemia  secondary  to  lack  of  intrinsic  factor 
(Table  1). 

Summary 

Afferent  loop  problems  encompass  a wide 
gamut  of  usually  troublesome  and  occasionally 
rapidly  lethal  postgastrectomy  complications.  Cor- 
rective surgery  to  allow  free  duodenal  drainage 
will  produce  gratifying  results  in  those  cases  with 
acute  or  chronic  mechanical  obstruction.  In  those 
patients  with  increased  fecal  fat  loss,  the  steator- 
rhea is  usually  mild  and  increased  caloric  intake 
will  suffice.  In  those  patients  with  severe  malab- 
sorption or  pernicious  anemia  conversation  to  a 
Billroth  I type  anastomosis  is  indicated.  • 
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Management  of  head  and  neck  injuries* 


Survival  of  patients  with  head  and  neck 
injuries  often  depends  upon  prompt  and 
resourceful  application  of  fundamental 
knowledge  long  since  “ grown  cold”  in  our 
age  of  specialization.  Here  is  a splendid 
short  Refresher  Course.” 

Every  practitioner  of  medicine  is  called  upon 
at  one  time  or  another  to  render  professional  ser- 
vice to  a patient  who  has  suffered  a serious  injury 
to  the  head  and  neck  region.  Today  such  emer- 
gencies are  usually  from  automobile  accidents, 
accidental  falls,  gunshot  or  knife  injuries  or  in- 
juries following  participation  in  various  sporting 
events. 

While  the  avoidance  of  permanent  facial  dis- 
figurement is  to  be  avoided  by  prompt  emergency 
care,  serious  late  functional  disturbances  should 
always  be  anticipated,  recognized,  and  proper 
treatment  instituted. 

Emergency  treatment 

It  is  obvious  that  the  arrest  of  hemorrhage  by 
pressure  dressing,  clamping  and  ligating  vessels  is 
necessary.  Everyone  should  be  familiar  with  the 
anterior  and  posterior  nasal  pack  for  nasal  bleeding. 

The  use  of  multiple  long  cotton  wicks  and  a cen- 
tral anterior  gauze  pack  with  a large  posterior  nasal 
tampon  is  necessary  to  stop  bleeding.  The  treat- 
ment of  shock  by  fluids,  blood  replacement,  and 
sedation  is  necessary  to  keep  the  patient  quiet 
and  comfortable.  One  should  never  wait  for  an 
airway  obstruction  to  become  an  emergency  pro- 
cedure. Tracheostomy  is  far  better  performed  on 
an  elective  basis  if  the  symptoms  and  signs  show 
increasing  obstruction.  The  opening  should  be 
made  between  the  third  and  fourth  tracheal  rings 
in  the  midline,  and  following  the  tracheotomy 
tube  insertion  the  wound  should  be  packed  open. 
The  usual  errors  in  tracheotomy  are  (1)  a high 
opening  through  ring  one  and  the  cricoid  cartilage. 
This  leads  to  a perichondritis  and  stenosis,  and 


• From  the  Department  of  Otolaryngology,  Washington  Uni- 
versity School  of  Medicine,  Presented  at  61st  Annual  Meeting, 
Wyoming  State  Medical  Society,  Sept.  2,  1964. 


Joseph  H.  Ogura,  MD,  St.  Louis,  Mo. 

(2)  tight  closure  of  the  wound,  causing  cervical 
and  mediastinal  emphysema. 

All  facial  injury  wounds  should  be  debrided 
carefully  of  all  foreign  particles,  all  bony  or  car- 
tilaginous structures  preserved,  and  the  deep  lay- 
ers, subcutaneous  tissue,  and  skin  approximated 
with  fine  5 or  6-0  silk  or  dermalon  sutures.  Large 
sized  suture  material  is  to  be  avoided.  Prophylaxis 
against  tetanus  should  be  given  in  all  open  wounds 
where  dirt  has  been  introduced. 

Diagnosis  of  type  of  injury 

In  the  presence  of  multiple  wound  injuries,  it  is 
of  course  ideal  to  repair  all  of  the  injury  at  one 
time.  This  may  not  be  possible  and  only  the 
life  saving  procedures  instituted.  Wounds  may  be 
classified  as  abrased,  sieve,  clear  cut  laceration, 
contused,  avulsed,  gunshot  or  bum  wound.  The 
presence  of  subconjunctival  hemorrhage  or  edema 
of  the  lids  may  indicate  the  presence  of  a fracture 
of  the  maxilla.  That  of  the  nose  will  be  obvious 
with  displacement  laterally  and/or  posteriorly. 
Point  tenderness  and  displacement  of  the  maxilla 
or  zygoma  are  signs  of  a fracture.  An  open  bite 
signifies  upward  and  backward  displacement  of 
the  maxilla  or  fracture  of  the  condyle  of  the  man- 
dible. Trismus  suggests  a fracture  of  the  man- 
dible or  zygoma.  Fracture  of  the  frontal  sinus  is 
suspected  when  displacement  and  flattening  of 
this  area  are  noted. 

Cranio-cerebral  injury  or  fractures  of  the  cer- 
vical vertebrae  should  always  be  suspected  by  fre- 
quent physical  examination,  but  these  situations 
will  not  be  discussed. 

Mandibular  and  neck  injuries  are  frequently 
associated  together.  The  presence  of  cervical  em- 
physema, cough,  rapid  airway  obstruction  are  pal- 
pable evidence  of  displacement  of  the  thyroid  or 
cricoid  cartilage  and  indicate  a serious  fracture 
of  the  larynx. 

In  every  instance,  radiographic  examination  is 
necessary  to  establish  the  presence  of  a fracture. 
These  should  be  special  view  films  for  the  maxilla 
when  the  mandible  fracture  is  suspected.  For  sus- 
pected fractures  of  the  larynx,  soft  tissue  tomog- 
raphy may  show  displacement  of  normal  struc- 
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tures,  but  in  general  the  additional  aids  of  contrast 
substances  are  required.  If  dye  escapes  into  the 
soft  tissues,  then  an  avulsion  separation  is  present. 

Treatment 

In  general,  the  reduction  of  a fracture  of  facial 
bone  or  neck  need  not  be  an  emergency  procedure. 
It  is  ideally  reduced  when  performed  within  12-24 
hours  after  the  accident,  but  surgery  can  be  done 
as  late  as  5-7  days  after  the  injury. 

Nasal  Fracture:  Nearly  all  fractures  of  the  nasal 
pyramid  can  be  reduced  with  mild  sedation  and 
the  use  of  topical  (10%  cocaine)  and  local  an- 
esthetic agent.  A straight  forceps  or  heavy  bone 
elevator  can  be  introduced  into  the  nose  under  the 
bony  pyramid  and  the  nose  elevated.  Alignment 
can  be  checked  by  palpation  and  visual  inspection 
of  the  interior  of  the  nose.  An  external  and  in- 
ternal splint  can  be  applied. 

Zygoma  Fracture:  Reduction  is  accomplished 
via  the  trans-oral  route  by  introducing  an  elevator 
under  the  zygoma.  Another  satisfactory  method  is 
the  temporal  fossa  approach  through  the  hairline 
superior  to  the  zygoma.  On  rare  occasions  an 
open  direct  wiring  is  necessary. 

Mandible  Fracture:  Non-displacing  fractures 
of  the  body  of  the  mandible  with  intact  teeth  are 
easily  immobilized  by  interdental  wire.  In  the  ab- 
sence of  teeth,  an  arch  bar  can  be  utilized  im- 
mobilized to  the  mandible.  Usually  fractures  at 
the  angle  of  the  jaw  allow  for  dislocation  of  the 
proximal  piece  anteriorly,  and  immobilization  may 
only  be  done  by  use  of  a Kirshner  wire,  or  by  ex- 
tensive direct  wiring  of  the  fragments. 

Fractures  involving  the  temperomandibular 
joint  condyle  cause  dislocation  of  the  proximal 
fragment  forward  and  medially.  It  is  often  difficult 
or  impossible  to  reduce  this  or  wire  together. 
Fortunately  often  little  functional  disability  re- 
sults and  a false  joint  forms.  In  other  instances 
difficulty  can  be  corrected  by  an  endoral  TMJ 
resection. 

Maxilla  Fracture:  Fractures  that  displace  the 
eye  can  be  reduced  by  the  Caldwell-Luc  approach. 
Blow  out  fracture  should  be  repaired  by  an  ex- 
ternal approach  and  the  use  of  Marlex  mesh  to 
avoid  trapping  of  the  inferior  rectus  muscle.  Large 
displacements  of  the  maxilla  posteriorly  should  be 
wired  to  the  intact  mandible  by  interdental  wiring 
or  immobilization  with  a Kirshner  wire  if  great 
posterior  displacement  cannot  be  held  forward  by 
wiring  procedures. 

Fractures  of  the  Larynx:  While  it  can  be  stated 


that  cosmetic  and  some  functional  disability  re- 
sults with  traumatic  injuries  that  are  not  corrected, 
secondary  procedures  can  be  performed  and  satis- 
factory results  obtained  in  most  instances. 

With  the  larynx  and  pharynx  injuries,  great 
functional  disability  in  terms  of  deglutition,  air- 
way and  voice  can  cause  late  social,  economic 
deficits  that  may  never  be  overcome.  The  best 
functional  results  obtained  following  acute  laryn- 
geal fracture  have  been  due  to  the  attitude  of  a 
high  index  of  suspicion  in  the  early  fractures.  The 
indications  for  open  reduction  of  the  fracture  are 
rapid  onset  of  airway  obstruction  with  cervical 
emphysema,  palpable  evidence  of  fracture  dislo- 
cation of  either  the  thyroid  or  cricoid  cartilages 
and  endoscopic  presence  of  localized  avulsion  of 
mucous  membrane,  bare  cartilage,  and  the  presence 
of  false  passages.  Laryngograms  have  been  a great 
aid  in  the  decision  for  those  cases  requiring  im- 
mediate surgery.  When  in  doubt  it  is  better  to  per- 
form a direct  laryngoscopy  and  bronchoscopy  to 
establish  the  diagnosis  than  to  assume  a fracture 
avulsion  is  absent  simply  because  airway  seems  to 
be  patent  at  the  time. 

By  a retrospective  study  of  the  chronic  stenosis 
patients,  the  above  classical  findings,  similar  to 
the  acute  fracture  cases,  were  present  immediately 
after  injury.  Because  of  the  number  of  chronic 
stenosis  cases  seen  it  is  apparent  that  there  is  at 
the  present  time  a tendency  to  “wait  and  see”  at- 
titude rather  than  early  definitive  surgery. 

Division  of  our  acute  and  chronic  trauma  cases 
were  categorized  into  two  equal  distinct  anatomic 
areas.  The  supraglottic  injuries  will  fracture  one  or 
both  cartilages  at  the  level  of  the  thyroid  cartilage 
transversely,  obliquely  or  in  combination  with  a 
vertical  fracture.  The  basic  force  delivered  to  this 
area  tears  the  thyro-epiglottic  ligament  and  other 
supraglottic  structures  away  from  the  vocal  cord 
and  allows  air  or  food  to  escape  into  the  anterior 
neck.  The  epiglottis  will  be  displaced  posteriorly 
and  superiorly  and  one  or  both  arytenoids  may  be 
dislocated  upwards. 

Surgical  repair  in  the  acute  injury  consists  of 
repositioning  the  cartilaginous  structures  to  their 
normal  position,  closure  of  laryngeal  mucosa  and/ 
or  pharyngeal  defect,  use  of  a core  mold  stent, 
and  a tracheostomy  for  at  least  three  weeks.  It  is 
essential  to  perform  an  open  reduction  and  in- 
spection of  the  damaged  cartilage.  One  may  per- 
form the  operation  as  late  as  72  hours  after  in- 
jury and  probably  as  long  as  5 days. 

It  is  likely  that  the  time  factor  alone  is  not  this 
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critical.  A traumatic  fracture  with  some  obstruc- 
tion but  without  sufficient  airway  obstruction  to 
warrant  a tracheotomy  may  have  an  indwelling 
core  mold  or  acrylic  mold  put  in  by  7-10  days. 
This  should  prevent  further  stenosis  formation. 

The  question  as  to  whether  closed  reduction  by 
core  mold  or  acrylic  stent  left  for  several  weeks  is 
better  than  an  open  reduction  should  be  weighed 
for  the  more  precise  objective  way  of  the  latter 
against  the  more  precise  objective  way  of  the  latter 
method.  Direct  surgical  exposure  of  the  fracture 
site  allows  for  better  alignment  of  displaced  carti- 
lage fragments  and  direct  approximation  of  mu- 
cosal tears.  Good  primary  union  can  only  be  ac- 
complished by  anatomical  closure  whereas  core 
molds  cannot  always  accomplish  this.  A core  mold 
or  acrylic  stent  can  then  be  placed  into  the  lumen 
of  the  larynx  for  additional  support.  It  is  stressed 
that  in  borderline  instances,  it  is  better  to  stent  the 
larynx  by  the  closed  reduction  method  early  than 
do  nothing  and  assume  that  only  contusion  exists. 

A more  aggressive  attitude  should  be  adopted 
for  surgical  treatment  of  chronic  traumatic  ste- 
nosis. A one  stage  operation  has  been  successfully 
accomplished  in  13  of  14  cases.  The  one  failure 
resulted  in  an  instance  where  the  patient  had  been 
operated  up  to  50  times  elsewhere  and  in  whom 
there  was  no  cricoid  cartilage  and  the  first  to  third 
tracheal  rings  were  missing.  This  patient  had  four 
skin  graft  operations  and  46  laryngoscopies  and 
dilatations  without  success. 

The  concept  of  the  supraglottic  resection  in 
these  traumatic  injuries  is  based  on  a previous 
experience  of  150  conservation  operations  for 
cancer  of  the  larynx  and  pharynx.  Restitution  of 
deglutition,  airway  and  voice  function  was  accom- 
plished in  148  of  these  cases. 

Distortion  of  the  normal  supraglottic  structures 
is  so  extreme  that  the  surgical  repair  of  chronic 
stenosing  lesions  of  the  supraglottic  area  is  difficult 
and  requires  meticulous  removal  of  the  epiglottis, 
aryepiglottic  folds  and  fixation  of  one  arytenoid 
laterally  to  establish  an  airway.  It  may  be  neces- 
sary to  widen  the  anterior  commissure  area  with  a 
mucosal  graft  (from  the  epiglottis)  if  the  glottic 
area  is  shortened  in  its  anterior  posterior  diameter. 
One  then  depends  on  the  natural  adaptive  mecha- 
nism of  the  simplified  larynx  to  re-establish  func- 
tion. 

Traumatic  infraglottic  injuries  are  more  likely 
to  occur  in  the  shortnecked  individuals.  By  con- 
trast, every  supraglottic  injury  occurred  to  persons 
with  long  supple  necks. 


Lack  of  deglutition  disturbances  are  character- 
istic for  the  infraglottic  group,  whereas  swallowing 
difficulties  are  initially  characteristic  for  supra- 
glottic injuries.  Surgical  correction  in  these  infra- 
glottic cases  is  accomplished  by  lowering  the 
larynx  into  the  neck,  by  separating  all  the  muscle 
attachments  to  the  thyroid  cartilage,  and  the  elon- 
gation of  the  trachea  by  mobilization  of  the 
trachea  from  the  mediastinum.  In  this  operation, 
a stent  is  left  in  for  a short  time. 

Success  obtained  in  the  infraglottic  traumatic 
obstructions  by  end-end  repair,  and  the  low  in- 
cidence of  failures  points  to  the  superiority  of  this 
method  over  the  older  method  of  repair.  Signifi- 
cant lack  of  disturbances  of  deglutition,  perma- 
nency of  airway  and  good  voice  have  been  evident 
for  periods  varying  from  six  months  to  three  years, 
and  should  establish  that  this  procedure  is  su- 
perior to  the  less  physiological  methods  for  repair 
with  skin  grafts  or  interposition  of  plastic  ma- 
terials. 

There  is  a need  for  a review  of  the  importance 
of  the  compensatory  mechanism  of  the  sphincteric 
larynx  in  the  act  of  deglutition.  In  spite  of  great 
losses  of  parts  of  the  larynx,  the  surprising  feature 
in  both  these  operations  is  the  wide  latitude  to 
which  the  human  is  able  to  adapt.  Under  a con- 
trolled animal  experimental  system,  we  have  been 
able  to  demonstrate  that  wide  latitude  exists  for 
human  adaptation  to  these  subtotal  organ  deficits 
following  surgery.  Successful  deglutition  is  de- 
pendent on  the  initial  high  pharyngeal  pressure 
and  a steep  pressure  gradient  into  the  esophagus, 
and  the  ability  of  the  neuromuscular  system  of  the 
pharynx  to  readapt  with  the  respiratory  synergy. 

An  open  non-sphincteric  airway  functions  well 
in  at  least  three  supraglottic  traumatic  injuries, 
with  preservation  of  good  deglutition,  airway  and 
a hoarse  voice.  In  the  other  four,  one  vocal  cord 
functioned  normally,  although  the  opposite  cord 
was  paretic.  That  these  supraglottic  repairs  func- 
tion even  without  both  vocal  cords  and  without  a 
sphincter  is  the  most  surprising  feature  of  all.  It 
is  likely  from  our  experimental  observations  that 
closure  of  the  simplified  larynx  to  the  base  of 
tongue,  and  ability  to  maintain  a pharyngeal  pres- 
sure gradient,  is  the  principal  reason  why  food  does 
not  enter  the  trachea  in  the  act  of  deglutition.  • 
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ORGANIZATION 


Abstract  of  Minutes* 

House  of  Delegates  of 

The  Colorado  Medical  Society 

30th  MIDWINTER  Clinical  Session 
February  23-26,  1965 

The  House  held  two  meetings  at  its  30th  Clinical 
Session  at  the  Hilton  Hotel  in  Denver.  Speaker 
Walter  Herold  and  Vice-Speaker  Marvin  Johnson  al- 
ternated in  presiding  throughout.  At  the  first  meeting 
all  reports  published  in  the  Handbook,  those  which 
had  been  mimeographed  after  publication  of  the 
Handbook,  as  well  as  verbal  reports  introduced  on 
the  floor  of  the  House,  were  referred  to  appropriate 
reference  committees. 

First  Meeting 

Tuesday,  February  23,  1965 

The  House  was  called  to  order  by  Speaker  Herold 
at  1:30  p.m.  Dr.  B.  T.  Daniels,  Chairman  of  the 
Committee  on  Medicine  and  Religion,  pronounced 
the  invocation.  President  Childs  led  the  House  in  the 
Pledge  of  Allegiance.  Ninety-eight  Delegates  an- 
swered the  roll  call,  including  substitute  Alternates 
accredited  by  the  Credentials  Committee.  (See  de- 
tailed roll  call  at  the  end  of  these  minutes.) 

Speaker  Herold  addressed  the  House  briefly  on 
procedural  matters.  Minutes  of  the  Annual  Session 
meeting  were  approved  as  published  in  the  Novem- 
ber, 1964  issue  of  the  Rocky  Mountain  Medical 
Journal. 

Dr.  Samuel  B.  Childs,  on  behalf  of  the  Board  of 
Trustees,  nominated  Dr.  Roy  L.  Cleere  to  receive 
the  Society’s  Certificate  of  Service.  The  nomination 
was  confirmed  by  unanimous  vote  of  the  House. 

President  Childs  introduced  Dr.  Wesley  W.  Hall 
of  Reno,  Nevada,  member  of  the  Board  of  Trustees 
of  the  American  Medical  Association,  who  addressed 
the  House  on  the  subject  “Never  Before  Have  So 
Many  Owed  So  Much  to  So  Few.”  Following  Dr. 
Hall’s  address  he  presented  the  following  resolution 
by  the  Nevada  State  Medical  Society  for  Mr.  Harvey 
Sethman. 

* Condensed  from  the  detailed  transactions  and  minutes  kept 
by  certified  shorthand  reports  and  from  tape  recordings  of 
the  House  meetings.  All  documents  and  definitive  reports 
referred  to  herein  were  distributed  to  all  Delegates  and  Al- 
ternates who  attended,  and  were  subsequently  supplied  by 
mail  to  the  Presidents  and  Secretaries  (and  Executive  Secre- 
taries of  those  societies  having  such  an  employee)  of  all 
component  societies.  Such  documents,  together  with  this  ab- 
stract, compose  the  complete  minutes  of  the  House. 


Whereas,  Mr.  Harvey  T.  Sethman  will  retire  in  1965  as 
Executive  Secretary  of  the  Colorado  Medical  Society,  seeing 
fit  to  take  this  action  after  a long  and  illustrious  career  in 
the  service  of  our  profession,  and 

Whereas,  He  has  devoted  his  efforts  to  the  advancement  of 
Medicine  in  this  area  through  his  office  as  Managing  Editor 
of  the  Rocky  Mountain  Medical  Journal,  and 

Whereas,  He  has  been  a loyal  friend  and  supporter  of  the 
Nevada  State  Medical  Association  as  well  as  his  own,  one 
with  whom  we  have  felt  free  to  confer  in  the  past  and 
upon  whom  we  shall  feel  free  to  call  in  the  future,  now 
therefore 

Be  It  Resolved,  That  the  Nevada  State  Medical  Association 
commends  Mr.  Harvey  T.  Sethman  for  his  past  service  to 
and  efforts  on  behalf  of  the  medical  profession,  and 

Be  It  Further  Resolved,  That  we  wish  him  every  happiness 
during  the  coming  years  in  whatever  capacity  he  may  see 
fit  to  employ  himself,  and 

Be  It  Further  Resolved,  That  we  hereby  extend  to  him  a 
wish  that  he  shall  always  feel  welcome  to  join  with  us 
in  any  future  meetings  of  our  Association  to  share  with 
his  Nevada  friends  the  benefit  of  his  counsel  and  his  ex- 
perience of  thirty-six  years  with  organized  medicine. 

Additional  supplemental  reports  and  resolutions 
were  introduced  and  referred  to  appropriate  reference 
committees,  and  the  actions  of  the  House  will  be  de- 
tailed in  the  minutes  of  the  second  meeting.  Resolu- 
tion No.  7,  introduced  by  the  Morgan  County  Medi- 
cal Society  and  which  had  been  mimeographed  and 
distributed,  was  withdrawn. 

The  Board  received  a special  report  by  Mr.  John 
Emery  of  Research  Services,  transmitting  the  sum- 
mary of  the  Opinion  Survey  Report  titled  “Colorado 
Evaluates  Old-Age  Medical  Care.” 

The  following  physicians  were  elected  as  members 
of  the  Nominating  Committee:  Drs.  Martin  G. 
Van  Der  Schouw,  Alton  Peyton,  Henry  Buchtel, 
Victor  Crumbaker,  Leonard  Farabaugh,  Vernon  L. 
Bolton,  and  William  R.  Sisson. 

The  House  held  a brief  Executive  Session  to  re- 
ceive a report  of  the  Judicial  Council. 

Second  Meeting 
Thursday,  February  25,  1965 

The  House  was  called  to  order  at  1:30  p.m.  by 
Speaker  Herold.  Ninety-seven  Delegates  answered  the 
roll  call  including  substitute  Alternates  accredited 
by  the  Credentials  Committee.  (See  detailed  roll  call 
at  the  end  of  these  minutes.)  Reading  of  the  minutes 
of  the  first  meeting  was  dispensed  with  on  motion. 

Reports  of  all  reference  committees  had  been 
duplicated  and  distributed  to  each  member  of  the 
House. 

DEFINITIVE  ACTIONS 

Reference  Committee  on  Board  of  Trustees 
and  Executive  Office 

Approved  the  following  reports  as  published  in 
the  Handbook:  Board  of  Trustees,  Foundation  Advo- 
cate, and  Executive  Secretary. 

Approved  a substitute  for  Resolution  No.  1 from 
the  Pueblo  County  Medical  Society,  increasing  the 
honorarium  of  the  President  only  to  $5,000  per  year 
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with  no  additional  per  diem,  effective  September  1, 
1965.  This  can  be  accomplished  without  increase  of 
dues. 

Authorized  the  Board  of  Trustees  to  negotiate  with 
the  Brown  Palace  Hotel  for  the  1966  Midwinter 
Clinical  Session. 

Approved  Resolution  No.  5 introduced  by  the 
Boulder  County  Medical  Society,  regarding  deadline 
for  reports  and  resolutions,  amending  the  last  para- 
graph of  the  Resolution  to  read  that  “All  final  sup- 
plemental reports  are  to  be  in  the  Executive  Office 
not  later  than  three  days  before  the  House  of  Dele- 
gates meetings  for  duplication  and  distribution  to  the 
House  and  reference  committees.” 

Reference  Committee  on  Legislation 
and  Public  Relations 

Approved  those  portions  of  the  published  report 
of  the  Council  on  Governmental  Relations  that  were 
referred  to  it. 

Approved  the  supplemental  report  of  the  Council 
on  Governmental  Relations  concerned  with  matters 
of  legislation. 

Approved  the  verbal  report  of  Drs.  Sawyer, 
Hendryson  and  McClure  concerning  a special  session 
of  the  American  Medical  Association. 

Approved  the  Handbook  report  and  the  following 
supplemental  report  of  the  Campaign  Central  Com- 
mittee and  urged  that  it  be  widely  disseminated: 

Your  Campaign  Central  Committee  was  reorganized  soon 
after  the  first  of  the  year  by  your  President,  Dr.  Samuel 
Childs.  Our  objective  was  pointed  directly  at  an  educational 
campaign  among  our  own  members  and  through  them  and  all 
other  media  and  means  considered  to  be  effective  to  educate 
the  public  regarding  the  good  as  well  as  the  deficient  points 
of  so-called  “Medicare”  and  similarly  the  good  as  well  as  the 
deficient  points  of  “Eldercare” — the  doctors’  plan. 

We  feel  this  is  a crash  program  and  we  as  the  medical  pro- 
fession must  not  fail.  Next  we  needed  a reliable  sampling  of 
the  wishes  of  the  people  of  Colorado  regarding  medical  care 
for  those  over  65  years;  and  finally  the  wishes  of  the  people 
of  Colorado  must  be  conveyed  to  their  elected  representatives 
in  Washington,  D.C.,  so  that  these  wishes  can  get  considera- 
tion when  the  medical  care  programs  come  out  of  Committee 
in  mid-March. 

With  these  objectives  in  mind  the  following  major  actions 
have  been  accomplished: 

1.  Dr.  Gatewood  Milligan  has  re-activated  his  speakers’ 
bureau  and  only  this  morning  there  was  a half-day  training 
program  with  able  assistance  from  the  AMA  office. 

2.  Dr.  John  Bouslog  and  Mr.  Harvey  Sethman  were  asked 
to  again  write  a foldout  pamphlet  stating  the  facts  on  both 
plans  and  for  use  primarily  by  the  doctors  in  their  offices  to 
explain  the  different  plans  of  care,  and  encourage  their 
patients  to  write  their  own  final  views  to  their  Washington 
Representatives.  100,000  of  these  pamphlets  are  now  off  the 
press  and  it  is  a dandy. 

3.  Our  survey  of  the  thinking  and  desire  of  the  people  of 
Colorado  has  been  completed  by  one  of  the  most  reliable 
and  unbiased  poll  organizations  in  Colorado,  Research  Ser- 
vices, Inc.  Mr.  John  Emery  will  explain  the  very  astounding 
results  from  this  platform  today.  Two  of  our  physician 
members  along  with  Dr.  Don  Derry  and  Mr.  John  Emery 
were  in  Washington  yesterday  presenting  the  poll  results  to 
all  our  Colorado  representatives  there. 

4.  Component  society  sparkplugs  have  been  chosen  by 
their  presidents  and  in  Denver  this  is  broken  down  still 
further  by  hospital  staffs.  These  key  men  will  come  into  use 
very  soon  to  supply  material  to  physicians  in  their  areas, 
get  speaking  engagements  for  the  speakers’  bureau,  and  in 
general  put  this  whole  program  together  at  the  grass  roots 
where  the  real  action  must  take  place. 

The  greatest  amount  of  work  and  coordination  has  been 
done  by  Mr.  Don  Derry  in  our  Medical  Society’s  office  with 
much  help,  both  in  manpower  and  advice,  from  our  fieldmen 
of  the  AMA. 


This  is  a program  that  we  can  and  will  win  if  every 
member  of  our  great  Colorado  Medical  Society  gets  in 
there  and  produces.  We  should  be  able  to  get  no  less  than  100 
letters  per  Colorado  physician  written  to  our  Congressmen 
and  Senators  in  Washington.  Do  this  and  our  so-called  im- 
possible battle  will  again  be  won! 

Respectfully  submitted, 

Terry  J.  Gromer,  MD,  Chairman 
Campaign  Central  Committee 

Amended  and  approved  Paragraph  No.  1 of  the 
Handbook  report  of  the  Maternal  and  Child  Health 
Committee  to  read  as  follows:  “It  urges  the  establish- 
ment of  a voluntary  Phenylketonuria  (PKU)  blood 
test  screening  program  by  individual  hospitals  in 
Colorado  utilizing,  where  desirable,  the  support  of 
the  Colorado  State  Health  Department  laboratory, 
and  hereby  encourages  the  cooperation  of  hospitals 
in  Colorado.”  Recommended  that  the  Colorado  Medi- 
cal Society  request  the  legislature  for  a 24-month 
period  to  initiate  a voluntary  program  in  cooperation 
with  the  State  Board  of  Health,  the  hospitals  and 
physicians.  Opposed  mandatory  PKU  testing  for  the 
reason  that  it  establishes  a precedent  for  testing  in 
diseases  of  incidence  of  one  in  less  than  10,000. 

Approved  Resolution  No.  2 introduced  by  the 
Clear  Creek  Valley  Medical  Society,  endorsing  in 
principle  changes  in  Workmen’s  Compensation  Law 
proposed  by  the  Governor’s  Committee  on  State 
Compensation  Insurance  Fund.  The  changes  would 
provide  unlimited  medical  protection  of  compensa- 
tion workers. 

Approved  Resolution  No.  3 from  the  Clear  Creek 
Valley  Medical  Society  to  amend  the  State  school 
law  to  read  that  “The  child  should  be  sent  to  the 
family  physician  or  surgeon”  in  regard  to  defects 
found  in  school  examinations  in  lieu  of  current  word- 
ing, “to  a licensed  practitioner.” 

Approved  that  portion  of  the  report  of  the  Council 
on  Medical  Service  entitled  “Areawide  Planning”  as 
published  in  the  Handbook. 

Reference  Committee  on  Insurance  and 
Prepayment  Plans 

Approved  the  Handbook  report  and  the  supple- 
mental report  of  the  President  of  Colorado  Medical 
Service,  Inc.,  and  approved  the  report  of  the  repre- 
sentatives to  the  Blue  Cross  Board  as  published  in 
the  Handbook. 

Approved  the  published  report  and  the  supple- 
mental report  of  the  Blue  Shield  Advisory  Committee 
and  the  recommended  procedure  of  the  fifty-mem- 
ber Blue  Shield  Advisory  Committee  whereby  sug- 
gestions and  requests  for  fee  changes  presented  at 
one  semiannual  meeting  of  the  Committee  will  be 
studied  by  subcommittees,  and  reported  in  advance 
of  the  next  semiannual  meeting  of  the  Committee  and 
the  House. 

After  spirited  discussion,  approved  the  amended 
report  of  the  Reference  Committee  concerning  the 
establishment  of  an  ad  hoc  committee  to  study  the 
Relative  Value  Scale  to  read  as  follows:  “Your 
Reference  Committee  recommends  that  the  House 
direct  the  President  to  appoint  a new  ad  hoc  com- 
mittee consisting  of  an  approximate  total  of  15  repre- 
sentatives suggested  by  the  major  specialty  groups, 
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including  a number  of  the  AAGP’s,  to  formulate 
and  present  a Relative  Value  Scale  for  all  branches 
of  medical  service  to  the  House  of  Delegates  at  the 
next  annual  meeting.  This  Committee  should  have 
freedom  to  develop  a Relative  Value  Scale  of  its 
choice,  and  not  within  the  framework  of  any  existing 
fee  schedule,  including  Blue  Shield.  The  Committee 
does  not  recommend  the  adoption  of  Resolution  No. 

8 or  the  supplemental  report  of  the  Council  on  Medi- 
cal Service,  but  urges  the  adoption  of  this  recom- 
mendation and  its  implementation  forthwith.” 

Reference  Committee  on  Professional  Relations 

Approved  the  section  of  the  Handbook  report  of 
the  Board  of  Trustees  concerning  pre-trial  screening 
of  malpractice  claims;  urged  that  it  be  made  clear 
as  to  who  may  request  or  initiate  the  pre-trial  screen- 
ing or  whether  this  procedure  be  carried  out  in  all 
cases. 

Approved  the  Handbook  report  of  the  Judicial 
Council,  recommending  an  honorary  membership  for 
Dr.  Oliver  K.  Neiss  of  Colorado  Springs,  retired 
Surgeon  General  of  the  Air  Force. 

Approved  the  Handbook  report  of  the  Grievance 
Committee  amending  the  third  paragraph  of  that 
report  to  read  “New  understandings  have  been 
reached  with  Blue  Shield  with  regard  to  investiga- 
tion of  physicians’  fee  irregularities  with  Blue  Shield, 
and  the  Grievance  Committee  will  continue  to  take 
a very  close  look  at  such  deviations  brought  to  its 
attention.” 

Approved  the  Handbook  report  of  the  American 
Medical  Association  delegation. 

Approved  the  Handbook  report  of  the  Council 
on  Professional  Relations  and  affirmed  that  a clinical 
laboratory  is  engaged  in  the  practice  of  medicine  and 
should  operate  in  Colorado  only  under  the  direction 
and  supervision  of  a physician  licensed  by  the  State 
Board  of  Medical  Examiners. 

Approved  the  Handbook  report  of  the  Medicolegal 
Committee,  the  Insurance  Committee,  the  Committee 
on  Medicine  and  Religion,  and  the  Advisory  Com- 
mittee to  the  Auxiliary. 

Approved  Resolution  No.  10  submitted  by  the 
Denver  Medical  Society,  recommending  that  the 
Colorado  Department  of  Welfare  include  home  nurs- 
ing service  as  a basic  part  of  the  medical  care  pro- 
vided by  the  OLD  AGE  ASSISTANCE  and  MEDI- 
CAL ASSISTANCE  TO  THE  AGED  programs  of 
the  State  of  Colorado. 

Amended  and  approved  Resolution  No.  9 intro- 
duced by  the  Boulder  County  Medical  Society  to 
read  as  follows: 

Whereas,  The  practice  of  medicine  includes  all  branches 
of  medicine;  and 

Whereas,  The  Medical  Practice  Act  does  not,  and  cannot, 
differentiate  among  holders  of  the  MD  degree;  and 

Whereas,  The  first  attack  on  private  practice  of  physicians 
is  through  the  specialties  of  Radiology,  Pathology,  and 
Anesthesiology;  and 

Whereas,  The  hiring  of  physicians  is  the  avowed  means  of 
socializing  medicine;  and 

Whereas,  Proposed  Medicare  legislation  presently  includes 
the  specialties  of  Radiology,  Pathology,  physical  medicine 
and  Anesthesiology  when  practiced  in  the  hospital;  therefore 
be  it 


Resolved,  That  the  Colorado  Medical  Society  reaffirm  the 
fact  that  these  specialties  are  part  of  the  practice  of  medi- 
cine and  that  its  members  will  resist  any  efforts  to  single 
out  and  separate  these  MD’s  from  the  private  practice 
of  medicine. 

Reference  Committee  on  Public  Health 
and  Scientific  Work 

Approved  the  Handbook  report  of  the  Council 
on  Public  Health,  correcting  the  second  paragraph 
of  the  published  report  of  the  Infectious  Disease 
Committee  to  read  as  follows:  “The  Committee  has 
taken  note  of  the  reports  of  the  Special  Advisory 
Committee  to  the  Surgeon  General  on  oral  polio 
virus  vaccines,  and  that  of  the  American  Academy  of 
Pediatrics  Committee  on  the  Control  of  Infectious 
Diseases,  it  wishes  to  make  the  following  suggestions 
concerning  the  use  of  oral  poliomyelitis  vaccine.” 

Paragraph  No.  1 of  the  published  reports  of  the 
Committee  on  Maternal  and  Child  Health  was  re- 
ferred to  the  Reference  Committee  on  Legislation  and 
Public  Relations. 

Approved  the  published  report  of  the  Council  on 
Scientific  Education  and  commended  reports  of 
current  medical  and  scientific  research  presented  at 
this  meeting. 

Expressed  accord  with  the  psychology  suggested 
in  Resolution  No.  4 introduced  by  the  Fremont 
County  Medical  Society,  but  disapproved  the  Resolu- 
tion because  of  the  terminology. 

Reference  Committee  on  Miscellaneous  Business 

Approved  the  Handbook  report  of  the  Society’s 
Historian  and  commended  Dr.  Murphey  for  his  con- 
tinuing zeal  in  collecting  biographies  of  pioneer  Colo- 
rado physicians  and  other  materials  important  to  the 
history  of  medicine.  Urged  each  member  of  the  So- 
ciety to  act  as  unofficial  historian  and  to  make  it  his 
personal  responsibility  to  be  always  on  the  alert  for 
historical  information  that  should  be  preserved  in  our 
archives. 

Approved  the  portion  of  the  Handbook  report  of 
the  Council  on  Medical  Service  referred  to  it  and 
applauds  the  determination  of  the  ad  hoc  committee 
on  Crippled  Children  to  continue  to  review  and  study 
the  Division  of  Crippled  Children. 

Disapproved  Resolution  No.  6 introduced  by  the 
La  Plata  County  Medical  Society,  suggesting  that  the 
meetings  of  the  House  of  Delegates  be  on  two  suc- 
cessive days  for  the  following  reasons: 

1.  The  House  is  obligated  to  hold  a minimum  of 
three  meetings  at  the  Annual  Session,  and  two  meet- 
ings at  the  Midwinter  Clinical  Session. 

2.  The  first  meeting  of  the  House  of  Delegates  is 
traditionally  held  in  the  afternoon.  This  does  not 
allow  committees  enough  time  to  transact  business 
and  make  reports  by  the  next  day. 

3.  In  the  past,  one  day  has  also  been  allowed  be- 
tween meetings  of  the  House  to  enable  attendance 
at  the  scientific  meetings.  It  is  felt  a definite  drop 
in  attendance  will  result  if  this  practice  is  stopped. 

4.  The  Executive  office  would  be  forced  to  pay  a 
considerable  amount  of  money  extra  in  the  form  of 
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over-time  for  the  secretarial  work  which  would 
have  to  be  done  the  night  after  the  first  meeting. 

Reference  Committee  on  Constitution, 

By-Laws  and  Credentials 

Approved  the  first  paragraph  of  the  Handbook  re- 
port of  the  Council  on  Medical  Service  referred  to  it. 

Disapproved  the  second  paragraph  of  that  Coun- 
cil’s report  concerning  the  Welfare  Department’s  af- 
fairs and  Workmen’s  Compensation,  and  recommend- 
ed in  its  place  a study  of  the  establishment  of  a 
sixth  Administrative  Council  involving  all  insurance, 
prepayment,  and  third  party  activities,  and  if  feasible 
the  Board  of  Trustees  prepare  and  introduce  to  the 
next  Annual  Session  an  appropriate  constitutional 
amendment  to  that  effect. 

The  Secretary  declared  the  desk  officially  cleared 
and  the  House  adjourned  without  delay. 

HOUSE  OF  DELEGATES  ROLL  CALL 

MIDWINTER  CLINICAL  SESSION,  FEBRUARY  23-26,  1965 

Parenthetical  numbers  (1),  (2),  indicate  whether  delegates 
or  seated  alternates  answered  the  roll  at  first  and  second 
meetings  of  the  House. 

Component 

Society  Delegates  Alternates 


Adams  County- 

Esposito,  S.  P.  (1)  (2) 

Curran,  Thomas 

Aurora 

Gibson,  M.  L.  (1)  (2) 

Balstad,  Paul 

Arapahoe 

Grund,  Walter  (1) 

Arthur,  James 

(2) 

Fraser,  Charles  (1) 

Thulin,  William 

(2) 

Peyton,  Alton  (1)  (2) 

Bortz,  Alan 

Stewart,  John  (1) 

Dumm,  James  (2) 

Wood,  John  (1)  (2) 

Brittain,  Robert 

Boulder 

Kahn,  Kenneth  (1) 

Gillette,  Warren 

(2) 

McCurdy,  Robert  (1) 

(2) 

McFarland,  Robert 

Gordon,  Leon 

(1)  (2) 

Takahashi,  William 

Strenge,  Henry 

(1)  (2) 

Yost,  Byron  (1)  (2) 

Wherry,  Harry 

Chaffee 

Mehos,  William  (1) 

Clear  Creek 

Campbell,  B.  E.  (1) 

Dean,  Carlton 

Valley 

(2) 

Carpenter,  David  (1) 

Doyle,  John 

(2) 

Durham,  Morgan  (1) 

Collier,  Douglas 

(2) 

Herrmann,  Richard 

Markham,  Allen 

(1)  (2) 

Maruyama,  Herbert 

White,  Barry 

(1) 

Ryan,  Michael 

Smith,  Martin 

Sontag,  Stanley  (1) 

Doyle,  John  (1) 

(2)* 

Ansley,  Robert 

(2) 

Walker,  H.  B.  (1) 

Hollister,  E.  E. 

Delta 

(2) 

Bennett,  Robert  (1) 

Hick,  L.  L. 

Denver 

(2) 

Amesse,  John  (1) 

Lasater,  Gene 

(2) 

Ashe,  S.  M.  Prather 

Sunderland,  Karl 

(1)  (2) 

Atkins,  Dale  (1) 

Hines,  William 

Berris,  Robert  (1) 

Waggener,  H.  U. 

Bosworth,  Robert 

Chisholm,  R.  Neil 

(1)  (2) 

(2) 

Eastern 
El  Paso 


Fremont 

Garfield 


Boyd,  Harry 

Bramley,  Howard 
(1)  (2) 

Buchtel,  Henry 

Condon,  William 

(1)  (2) 

Covode,  William 
(1)  (2) 

Curfman,  George 

Eckhout,  Gifford  (1) 

(2) 

Eisele,  C.  Wesley 

(1)  (2) 

Frangos,  Pete 
Freed,  Charles  R. 

(2) 

Garcia,  F.  A.  (1)  (2) 
Gromer,  Terry  (1) 

(2) 

Grow,  John,  Sr.  (2) 
Hamilton,  Paul  K. 

(1)  (2) 

Harvey,  Robert 

Hinds,  E.  A.  (1) 

Holmes,  Joseph  (1) 
(2) 

Hughes,  Harry  (1) 

Elliott,  Robert  (1) 

(2) 

Isbell,  N.  Paul  (1) 

(2) 

Kauvar,  Abraham 
(1)  (2) 

Kovarik,  Joseph  (1) 
(2) 

Liggett,  William  (1) 
(2) 

Lipscomb,  William 
(1) 

Lubchenco,  Alexis 
(1) 

McClintock,  Homer 

(1)  (2) 

McCurdy,  Robert  (1) 
Meiklejohn,  Gordon 
(1)  (2) 

Mitchell,  Roger  (1) 
(2) 

Philpott,  James  (1) 
(2) 

Prevedel,  Authur  (2) 

Rettberg,  William 
(1)  (2) 

Rothenberg,  Herbert 

(1)  (2) 

Smyth,  Charley  (1) 
(2) 

Stanfield,  Clyde  (1) 
(2) 

Stonington,  Oliver 
(1) 

Taylor,  E.  Stewart 
(1) 

Toll,  Henry  (1) 
Tyner,  George  (1) 

(2) 

Straub,  John 

Bolton,  Vernon 
Dillon,  Robert  (2) 
Lindeman,  G.  M.  (1) 
(2) 

McWilliams,  John 
(1)  (2) 

Meatheringham,  R.  E. 
(1)  (2) 

Paap,  Jack  (1)  (2) 
Stone,  William  (1) 
Liddle,  Edward  (1) 

(2) 

Vincent,  Jack 
Mueller,  Edward  (1) 


Perkins,  James  (1) 
(2) 

Maresh,  George 

Longwell,  Freeman 
(1)  (2) 

Sides,  Leroy 

Cullen,  Richard 

Twombly,  George 

(1)  (2) 

Coppinger,  William 

Demong,  Charles 

Maresh,  Gerald 
Bennett,  Willis 

Strain,  James 
Franz,  Elmer 

Kaplan,  Max  (1) 
Livingston,  W.  H. 
(2) 

Virtue,  Robert  (1) 

(2) 

Duman,  Louis 

Wierman,  William 

Blandford,  Sidney 
(2) 

Cleere,  Roy 

Alexander,  Martin 

Donovan,  Edward 

Flax,  Leo 

Applebaum,  Jerry 

Bouslog,  John  (2) 

Phelps,  McKinnie 
(2) 

Sears,  Thad  (2) 

Nelson,  John 
McAfee,  John 

Fisher,  H.  Calvin 

Ogura,  George 

Butterfield,  Joseph 
(1)  (2) 

Clarke,  J.  Philip 

Anderson,  Cyrus 

Kurland,  Stanley 

Grogan,  John 

Badger,  E.  Bruce 
(2) 

Amer,  Jules 

Lewis,  Henry 
Glassburn,  Alba 


Keefe,  J.  L. 

Worlton,  J.  T.  (2) 
Lovell,  K.  R. 
Blakely,  Maurice 

Pennington,  Charles 

Williams,  L.  L. 

Arnold  Chadwick 
Beadles,  Robert 
Winternitz,  David 


Wyatt,  Kon  (1)  (2) 
Hendrick,  Harry 
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Huerfano 

Lamme,  James,  Jr. 

Merritt,  William 

Lake 

Stanley,  George  (1) 

(2)Elzi,  Richard 

La  Plata 

Repert,  Richard  W. 

Bedford,  Alfred 
Browning,  Joseph 

(D* 

Larimer 

Henson,  Stanley 

Arndt,  Donald 

Van  Der  Schouw, 

M.  G.  (1)  (2) 

Sundquist,  Glenn 
(1)  (2) 

Robertson,  Ian 

Hansen,  Richard  (1) 
(2) 

Abbey,  William 

Las  Animas 

Donnelly,  James 

Vialpando,  A.  B.  (2) 

Mesa 

Crumbaker,  Victor 
(1)  (2) 

Rigg,  James,  Jr. 

Huskey,  Harlan  (1) 
(2) 

Troy,  Richard 

Ziegel,  Henry  (1) 

(2) 

Linnemeyer,  R.  F. 

Montelores 

Merritt,  Edward 

Gardner,  Vincent 
(2) 

Montrose 

Peters,  John 

Spangler,  Edward 

Morgan 

Mellinger,  Wiliam 
(1)  (2) 

Woodward,  Paul 

Northeast 

Ludwick,  Robert  (1) 

Groeger,  R.  J. 

Manganaro,  Carl  (1) 
(2) 

Brehm,  Gill 

Northwestern 

France,  David  (1) 

(2) 

Crawford,  M.  L. 

Otero 

Sisson,  William  (1) 
(2) 

McDonough,  J.  A. 

Prowers 

Likes,  Edwin  (1) 

(2) 

Blease,  E.  B. 

Pueblo 

Bramer,  Clifford  (1) 
(2) 

King,  William 

Farabaugh,  Leonard 
(1)  (2) 

Beckwith,  Richard 

Farley,  John  (1) 

(2) 

Vickery,  Don  L. 

Hensen,  J.  P.  (1) 

(2) 

Schilling,  Robert 

Miller,  William  (1) 
(2) 

Ingram,  William 

Swartz,  Carl  (1)  (2) 

Demshki,  Andrew 

San  Luis 

Anderson,  V.  V.  (1) 

Cassidy,  Charles 

Valley 

(2) 

Bunch,  Littleton  (1) 

Davis,  George 

Washington- 

Yuma 

Davie,  V.  V.  (1)  (2) 

Waski,  A.  T. 

Weld 

Allely,  Don  (1)  (2) 

Wolach,  Bernerd 

Bechtel,  Martin  (1) 
(2) 

Shore,  Roy 

Kadlub,  Edwin  (1) 
(2) 

Mangum,  William 

Zuidema,  Jacob  (1) 
(2) 

Smith,  Hubbard 

* Indicates  appointed  substitute  Alternate  in  absence  of  both 
elected  Delegate  and  Alternate. 


Spring  Clinics  at  Children’s  Hospital 

Children’s  Hospital  of  Denver  will  again  hold  the 
Spring  Clinics  on  June  9,  10,  and  11,  1965  in  the 
Hospital  Auditorium.  As  in  the  past,  alumni  of 
Children’s  Hospital  will  be  the  honored  guests  al- 
though the  clinics  are  open  to  advance  registrants. 
Registration  will  be  limited  to  150;  there  is  no  fee. 

Guest  speakers  will  be  Frank  Hinman,  Jr.,  MD, 
San  Francisco,  a Pediatric  Urologist,  and  Charles 
Scriver,  MD,  Montreal,  a Pediatric  Biochemist.  The 
full  program  will  be  announced  in  the  June  issue  of 
“What  goes  on.” 


University  of  Colorado  Medical  Center  News 

The  Regents  of  the  University  of  Colorado  have 
authorized  CU  Medical  Center  officials  to  proceed 
with  construction  of  a $200,000  organ  transplant 
wing  on  the  eighth  floor  of  the  new  Colorado  Gen- 
eral Hospital.  The  wing  will  become  a part  of  the 
Medical  Center’s  clinical  research  unit,  one  of  the 
largest  in  the  nation. 

Construction  of  the  transplant  research  wing  was 
made  possible  by  a $98,000  grant  from  the  Health 
Research  Facilities  Branch  of  the  National  Institutes 
of  Health  and  matching  private  contributions,  in- 
cluding a $78,000  gift  from  the  Boettcher  Founda- 
tion. Additional  private  gifts  totaling  approximately 
$22,000  have  come  from  other  foundations,  corpora- 
tions, individuals  and  the  friends  and  families  of 
transplant  patients.  Once  completed,  the  transplant 
research  center  will  be  supported  in  its  day-to-day 
work  at  a rate  of  nearly  $500,000  a year  through 
NIH  operating  grants. 

Centered  in  the  new  wing  will  be  the  work  of  a 
team  of  Medical  Center  surgeons,  physicians  and 
basic  scientists  which  has  been  pioneering  for  three 
years  on  the  new  scientific  frontier  of  surgically  trans- 
planting human  organs.  To  date,  the  team  has  per- 
formed kidney  homotransplants  for  78  patients,  of 
whom  48  are  living  up  to  more  than  two  years  after 
their  surgery. 

^ ^ $ 

Three  appointments  to  the  faculty  of  the  Univer- 
sity of  Colorado  School  of  Medicine  were  approved 
by  the  University’s  Board  of  Regents  at  its  March 
meeting  in  the  CU  Denver  Extension  Center. 

Dr.  John  C.  Cobb,  an  assistant  professor  in  the 
Department  of  Maternal  and  Child  Health  of  the 
Johns  Hopkins  School  of  Hygiene  and  Public  Health, 
was  appointed  professor  of  preventive  medicine  and 
comprehensive  health  care,  effective  next  July  1. 

Appointed  as  associate  professor  of  medicine,  ef- 
fective July  1,  was  Dr.  Charles  A.  Chidsey,  currently 
a surgeon  of  the  U.S.  Public  Health  Service  working 
in  the  field  of  cardiovascular  research  at  the  National 
Institutes  of  Health,  Bethesda,  Md.  At  the  CU  med- 
ical school  he  is  expected  to  develop  a program  in 
clinical  pharmacology  as  well  as  participate  in  the 
teaching  and  research  activities  of  the  Division  of 
Cardiology. 

Named  to  the  CU  volunteer  medical  faculty  was 
Col.  Paul  G.  Yessler,  chief  of  the  neuropsychiatric 
service  at  Fitzsimons  General  Hospital  in  Aurora. 
Dr.  Yessler  was  appointed  associate  clinical  professor 
of  psychiatry,  retroactive  to  Dec.  1,  1964. 

* * * 

American  physicians  and  clergymen  will  make  a 
joint  attack  on  ethical,  moral  and  philosophical  prob- 
lems common  to  the  two  professions  in  the  first  na- 
tional Symposium  on  Medicine  and  Religion  at  the 
YMCA  Conference  Center  in  Estes  Park,  Colo., 
June  13-15. 

The  symposium  is  being  co-sponsored  by  the  De- 
partment of  Medicine  and  Religion  of  the  American 
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Medical  Assn.,  the  Committee  on  Medicine  and  Re- 
ligion of  the  Colorado  Medical  Society  and  the  Office 
of  Postgraduate  Medical  Education  of  the  University 
of  Colorado  Medical  Center. 

Principal  speakers  and  seminar  leaders  will  be  five 
nationally  prominent  physicians  and  clergymen,  each 
of  whom  will  deliver  a major  address  and  then  join 
with  his  fellow  panelists  in  an  open  discussion  of  such 
topics  as  the  care  of  critically  ill  and  dying  patients, 
decisions  about  prolonging  life,  and  marriage  coun- 
seling. 

The  featured  speakers  will  be:  Dr.  Abraham  N. 
Franzblau,  New  York  City  psychiatrist;  Rev.  John  J. 
Flanagan,  S.J.,  of  St.  Louis,  executive  director  of  the 
Catholic  Hospital  Assn.;  Dr.  John  H.  Talbot  of  Chi- 
cago, editor  of  the  Journal  of  the  AMA;  Dr.  Richard 
H.  Klemer  of  Seattle,  University  of  Washington  psy- 
chologist and  sociologist,  and  Dr.  Paul  S.  Rhoads  of 
Chicago,  professor  of  medicine  in  the  Northwestern 
University  Medical  School. 

The  keynote  address  opening  the  symposium  will 
be  delivered  by  the  Rev.  Dr.  Paul  B.  McCleave  of 
Chicago,  director  of  the  AMA  Department  of  Medi- 
cine and  Religion  since  1961. 

The  symposium  program  has  been  arranged  to  pro- 
vide for  scholarly  and  professional  consideration  of 
five  topics  which  affect  both  medicine  and  religion: 

1.  The  ethical  and  moral  responsibilities  of  physi- 
cians and  clergymen. 

2.  Care  of  critically  ill  and  dying  patients. 

3.  Extended  efforts  in  prolonging  life. 

4.  Premarital  and  marriage  counseling. 

5.  Psychiatry  and  religion — friends  or  enemies? 

The  seminar  will  be  open  to  all  professionals  in  the 

fields  of  medicine  or  religion  but  advance  registra- 
tions must  be  made  with  the  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  Medical 
Center,  4200  E.  Ninth  Ave.,  Denver  80220. 

Obituaries 

Louis  A.  Pollock,  a native  Colorado  physician, 
died  at  sea  Saturday,  March  13  while  on  a vacation 
cruise. 

He  was  born  and  educated  in  Colorado;  received 
his  medical  education  from  the  University  of  Colo- 
rado and  did  all  of  his  practice  in  the  Denver  area. 

Dr.  Pollock  was  a leader  in  the  Allied  Jewish 
Community  Council  and  was  a member  of  many 
social,  service  and  medical  organizations.  He  served 
as  Chief  of  Staff  at  Rose  Memorial  Hospital  and 
was  on  the  staff  of  St.  Anthony’s  Hospital. 

His  widow,  Saralee,  a daughter,  Mrs.  Stephen 
Gordon,  and  a son,  David,  survive  him. 

* * * 

The  Colorado  Medical  Society  lost  one  of  its 
most  venerable  members  when  Arthur  G.  Taylor  of 
Grand  Junction  died,  just  short  of  his  95th  birthday, 
March  4,  1965. 

Dr.  Taylor  was  one  of  the  organizers  of  the  Mesa 
County  Medical  Society  in  1903  and  served  as  its 
first  secretary.  He  was  honored  by  that  society  in 
1949  on  the  50th  anniversary  of  his  entering  practice. 

Dr.  Taylor  served  as  physician  for  the  D&RG  Rail- 


road, served  in  the  Army  Medical  Corps  in  World 
War  I,  served  on  the  Board  of  Education,  as  Health 
Officer,  Coroner,  and  as  physician  to  the  Selective 
Service  in  World  War  II.  He  was  a member  of  the 
Colorado  Board  of  Medical  Examiners  from  1949 
to  1955. 

His  medical  education  was  obtained  in  Philadelphia 
and  George  Washington  University  in  St.  Louis. 

He  is  survived  by  a son,  Richard,  of  Alhambra, 
California. 


Course  in  Mental  Health  and  the  Law 

A Postgraduate  Course  delving  into  common  prob- 
lems of  the  Mental  Health  Profession  and  the  Law 
is  scheduled  for  May  14-15,  1965,  at  the  University 
of  Utah.  This  course  will  be  of  interest  to  physicians, 
psychologists,  social  workers,  counselors,  registered 
nurses  and  others  engaged  in  the  mental  health  pro- 
fession. Guest  lecturers  in  the  fields  of  law  and  men- 
tal health  will  be  featured. 

USMA  Briefs 

According  to  Dr.  Joseph  P.  Kesler,  Director,  Di- 
vision of  Children  Services,  Utah  Department  of 
Health,  Utah  has  the  lowest  infant  mortality  rate  in 
the  nation  (20.3  per  1,000  live  births).  This  is  at- 
tributed to  a number  of  factors  including  the  fact 
that  99%  of  all  Utah  babies  are  born  in  hospitals. 

* * * 

The  Utah  State  Society  of  Anesthesiologists  has 

elected  new  officers.  The  President  is  Carter  M. 

Ballinger,  MD,  with  Gaylord  A.  Buchanan  as  Presi- 
dent-elect. The  other  officers  include  Dr.  Wallace  H. 
Ring,  Vice-President;  Dr.  Lawrence  E.  Reichmann, 
Secretary-Treasurer;  Dr.  Paul  Clayton,  Chairman  of 
legislative  activities;  Dr.  Paul  M.  William,  Chairman 
of  the  credential  committee  and  Dr.  Clel  L.  Jensen, 
Chairman  of  public  relations. 

* * * 

Dr.  Madison  H.  Thomas  was  recently  named  to 
the  executive  Committee  of  the  board  of  directors  of 
the  Epilepsy  Association  of  America.  He  has  just 
completed  a year’s  term  as  president  of  the  Western 
Electroencephalography  Society  and  will  continue 
as  a member  of  the  Society’s  Board. 

Diabetic  Camp  to  Be  Held 

The  Utah  Diabetic  Association  announces  that  the 
4th  Annual  Camp  Utada  Outing  for  Diabetic  Chil- 
dren is  set  for  August  22-29,  1965. 

The  purpose  of  the  camp  is  to  allow  children  be- 
tween the  ages  of  9 and  14  who  have  diabetes  to  en- 
joy all  the  regular  activities  of  a camp,  and  to  learn 
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more  about  the  control  of  their  disease.  Activities 
will  include  horseback  riding,  hiking,  boating,  crafts, 
archery,  fishing,  skits,  camp  fires,  singing,  games  and 
athletics.  . 

The  camp,  which  is  to  be  held  at  the  YMCA  Camp 
Roger,  15  miles  east  of  Kamas,  Utah,  is  supervised 
by  volunteer  councilors  who  are  physicians,  nurses, 
dietitians,  pharmacists  and  mature  diabetics. 

The  fee  for  the  camp  is  $35.00  and  there  are  vari- 
ous sponsors  available  to  assist  with  this  amount 
where  it  will  cause  a financial  hardship. 

Dr.  Thompson  Reappointed 

Governor  Calvin  L.  Rampton  has  reappointed 
G.  D.  Carlyle  Thompson,  MD,  to  serve  as  Director 
of  Public  Health,  Utah  State  Department  of  Health. 

Dr.  Thompson  assumed  his  Health  Department  re- 
sponsibilities October  1,  1961.  Prior  to  coming  to 
Utah,  he  served  as  Executive  Officer  of  the  Montana 
State  Board  of  Health. 


National  Association  of  Residents 
and  Interns,  Inc. 

The  National  Association  of  Residents  and  Interns, 
America’s  fastest-growing  medical  organization  (over 
8,000  members)  announced  today  the  introduction 
of  its  new  nationwide  Practice  Loan  Plan.  This  Plan 
makes  available  almost  unlimited  funds  for  the  young 
resident  or  intern  who  is  about  to  enter  the  private 
practice  of  medicine.  These  funds  may  be  used  for 
living  and  operating  expenses,  to  purchase  furnish- 
ings, equipment  and  medical  supplies,  automobiles, 
home  improvements  and  almost  everything  else  that 
is  necessary  to  begin  practice. 

Working  capital  of  $5,000  is  available  and  the 
interest  rate  on  both  working  capital  and  money 
which  is  available  for  the  purchase  of  equipment, 
furnishings  and  supplies  are  comparable  to  bank 
rates.  Through  the  cooperation  of  The  V.  Mueller 
Company,  one  of  America’s  oldest  and  largest  med- 
ical equipment  supply  houses,  a N.A.R.I.  member  is 
able  to  purchase  all  of  his  furnishings  and  equipment 
at  a 20%  discount  and  in  addition,  obtain  the  free 
services  of  an  Interior  Planning  Service  expert,  who 
will  select  color  arrangements,  decorations  and  prop- 
erly prepare  the  beginning  practitioner’s  office  in  the 
most  functional  and  attractive  manner. 

The  funds  for  this  program  are  being  made  avail- 
able through  The  Allied  Concord  Financial  Corpora- 
tion and  The  Plan  is  sponsored  and  has  been  put 
together  by  the  National  Association  of  Residents 
and  Interns.  All  inquiries  should  be  directed  to — 

Mr.  George  Arden 

National  Association  of  Residents  and  Interns 

41  East  42nd  Street 

New  York  City,  N.  Y.  10017 

This  is  the  first  time  that  any  such  plan  has  ever 
been  made  available  on  a nationwide  basis  and  it  is 
estimated  that  1,000  physicians  will  utilize  The  Plan 
this  year. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARB0SIL®  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro1, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (1 0 or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

the  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 
ber of  circumstances  can  unleash  it.  Keep  Atarax  in 
mind  for  oil  your  emotionally  distressed  patients— from 
under  6 to  over  60. 

for  any  age-for  any  stage  of  anxiety 

AJA  RAX® 

(hyd roxyzine  HCI) 

...  In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


affects  and  precautions:  The  transitory 
iness  which  may  occur  with  hydroxyzine 
ually  disappears  spontaneously  in  a few 
vith  continued  therapy,  or  is  correctable 
age  reduction.  Dryness  of  the  mouth  may 
pn  with  higher  doses.  Involuntary  motor 
y has  been  reported  in  hospitalized 
ts  on  higher  than  recommended  doses. 
Ixyzine  HCI  may  potentiate  CNS  depres- 
narcotics  such  as  meperidine,  barbitu- 
and  anticoagulants.  In  conjunctive  use, 
'e  for  these  drugs  should  be  decreased, 
tse  drowsiness  may  occur,  patients  should 
i jtioned  against  driving  a car  or  operat- 
bngerous  machinery.  Parenteral  Solution 
l itions  and  contraindications:  This  dosage 

Is  intended  only  for  I.M.  or  I.V.  adminis- 
) and  should  not,  under  any  circum- 
li  s,  be  injected  subcutaneously  or  intra- 
|j||y.  When  the  usual  precautions  for  I.M. 
: on  have  been  followed,  reports  of  soft 
» reactions  have  been  rare.  I.V.  adminis- 
Ifi  should  be  slow,  no  faster  than  25  mg. 
l inute,  and  should  not  exceed  100  mg.  in 
l ngle  dose.  Particular  care  should  be  used 
i.jre  injection  only  into  intact  veins;  a few 
i'ces  of  digital  gangrene  occurring  distal 
1'  injection  site  have  been  attributed  to 
Ortent  intraarterial  injection  or  periarte- 
I.  xtravasation,  both  of  which  should  be 
3 ;d.  More  detailed  professional  informa* 
r vailable  on  request. 


To  the  Editor: 

I was  pleased  to  read  the  article  by  Doctor  Kunkel 
on  “Local  Anesthesia  for  Dilatation  and  Curettage” 
(March  1965).  I believe  that  his  recommendation  is 
excellent  because  it  does  avoid  many  general  anes- 
thetics for  this  minor  procedure. 

However,  I wish  to  make  one  small  recommenda- 
tion. If  15  cc.  of  the  1%  solution  is  used  in  each  of 
the  four  points  specified  one  might  be  getting  up  into 
potentially  toxic  doses  if  there  is  rapid  absorption. 
When  I use  cervical  and  pudendal  block  in  obstetrical 
anesthesia  I try  to  wait  five  minutes  between  injec- 
tions. 

I personally  feel  that  somewhat  smaller  volumes 
of  the  Xylocaine  without  the  Epinephrine  would  be 
satisfactory.  From  my  limited  experience  I feel  that 
the  paracervical  block  without  the  pudendal  block 
would  be  satisfactory  for  D & C or  cervical  cauteriza- 
tion and  conization. 

David  P.  Hostettler,  MD 
Glenwood  Springs,  Colo. 

To  the  Editor: 

I have  just  read  the  excellent  editorial  by  Dr.  Irvin 
Hendryson  in  the  recent  issue  of  the  Rocky  Mountain 
Medical  Journal.  As  you  know,  I have  long  been 
interested  in  these  problems  myself  and  have  actively 
participated  but  must  say  that  this  is  the  finest  thing 
and  the  finest  expression  of  the  problem  which  I have 
seen. 

I want  to  compliment  you  and  the  author  on  it 
and  wish  to  urge  Dr.  Hendryson  to  continue  his  best 
efforts  on  the  part  of  organized  medicine  in  his  posi- 
tion as  Delegate. 

Some  consideration  should  be  given  to  the  publica- 
tion of  this  editorial  in  newspapers  around  the  state. 
With  the  help  of  the  publication  office,  we  could  per- 
haps get  it  published  at  least  in  the  Gazette  Telegraph 
in  Colorado  Springs. 

Once  again  my  personal  thanks  for  you  taking  the 
time  to  publish  this  remarkably  good  editorial. 
Vernon  L.  Bolton,  MD 
Past-President,  Colorado  Medical  Society 

To  the  Editor: 

We  find  no  fault  with  the  content  of  the  article  on 
the  circle  bed  which  appeared  in  the  March  issue  of 
your  Journal  (Use  of  the  Circle  Bed,  Magill, 
Charles  D.),  but  in  the  interest  of  fact  we  are  sur- 
prised at  the  editorial  comment  which  accompanied 
it,  namely,  “This  describes  a fascinating  bed.  Ap- 
parently practically  unknown  in  our  part  of  the  coun- 
try, the  author  enthusiastically  desires  to  acquaint  us 
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with  its  advantages.  We  are  told  that  St.  Joseph’s 
Hospital  in  Denver  has  one  and  plans  to  acquire 
more.” 

Lest  it  appear  that  our  hospitals  are  lacking  in 
modern  equipment,  we  wish  to  call  to  your  attention 
that  Presbyterian  Hospital  has  had  the  circle  bed 
since  1961. 

We  felt  that  in  the  interest  of  accuracy  you  would 
appreciate  having  this  called  to  your  attention. 

Roy  R.  Anderson 
Executive  Director 
Presbyterian  Hospital 
Denver 


Washington  Scene  cont.  from  page  22 


Expanded  Kerr-Mills 

This  program  would  combine  all  the  vendor  med- 
ical provisions  for  the  blind,  disabled  and  families 
with  dependent  children  under  a uniform  program 
and  matching  formula.  The  federal  matching  share 
for  cash  payments  for  these  needy  persons  would  al- 
so be  increased;  services  for  maternal  and  child 
health,  crippled  children  and  the  mentally  retarded 
would  be  expanded;  a five-year  program  of  “special 
project  grants”  to  provide  comprehensive  health  care 
and  services  for  needy  children  of  school  age,  or 
pre-school  would  be  authorized;  and  present  limita- 
tions on  federal  participation  in  public  assistance  to 
aged  individuals  in  tuberculosis  or  mental  disease 
hospitals  would  be  removed  under  certain  conditions. 


Dr.  Donovan  F.  Ward,  president  of  the  American 
Medical  Association,  said  on  House  passage  of  H.R. 
6675: 

“The  development  of  this  bill  and  its  passage  by 
the  House  have  been  characterized  by  unrestrained 
haste.  It  is  unfortunate  that  the  American  people 
have  been  denied  the  opportunity  to  learn  through 
public  hearings  just  how  this  legislation  would  affect 
their  lives.  The  people  do  not  understand  this  bill, 
and  it  is  doubtful  that  the  members  of  the  House 
of  Representatives  can  have  acted  with  a clear  com- 
prehension of  how  it  would  affect  the  nation’s  health, 
how  it  would  affect  the  practice  of  medicine  or 
whether  physicians  would  be  able  to  provide  high- 
quality  medical  care  under  the  restrictions  and  con- 
trols it  would  impose  on  them. 

“We  are  opposed  to  increasing  taxes  on  wage 
earners  to  pay  hospital  bills  for  everyone  over  65, 
regardless  of  their  income.  We  are  opposed  to  cen- 
tralizing control  over  hospitals  and  doctors  under  a 
federal  bureaucracy.  We  believe  in  helping  the  elder- 
ly who  need  help  through  a program,  such  as  Elder- 
care,  which  is  administered  by  the  states,  not  con- 
trolled from  Washington.  Public  opinion  surveys 
clearly  show  that  a majority  of  the  American  peo- 
ple agree  with  our  position. 

“We  hope  the  Senate  will  proceed  with  caution 
and  will  conduct  full  and  fair  public  hearings  so 
that  this  bill  can  be  thoroughly  understood  by  every- 
one. We  hope  that  the  legislation  which  finally 
emerges  will  be  sound  and  just,  and  will  reflect  the 
desires  of  a majority  of  the  people.” 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL, 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  m those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes  . _ . 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe, N.Y. 
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American  College  of  Physicians’ 
Postgraduate  Courses 


Ogden  Surgical  Society 

The  annual  meeting  of  the  Ogden  Surgical  Society 
will  be  held  in  Ogden,  Utah,  May  19-21,  1965.  An 
excellent  three  day  program  is  scheduled,  with  sixteen 
fine  speakers.  The  full  scientific  program  for  this 
meeting  appears  in  the  May  “What  goes  on”  bulletin. 


Rocky  Mountain  Cancer  Conference 


The  following  courses  are  made  possible  by  the 
generous  cooperation  of  the  directors  and  institutions 
involved.  Tuition  fees:  Members,  $60.00;  Nonmem- 
bers, $100.00.  Requests  for  information  are  to  be 
directed  to:  Edward  C.  Rosenow,  Jr.,  MD,  Executive 
Director,  the  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pa.  19104. 

May  24-26,  1965 

Royal  Victoria  Elospital,  Montreal,  Que.,  Canada 
Current  Concepts  in  Gastroenterology 
Richard  D.  McKenna,  MD,  Director 

June  7-11,  1965 

State  University  of  Iowa,  Iowa  City,  Iowa 
Basic  Principles  in  Internal  Medicine 
William  B.  Bean,  MD,  Director 

June  9-11,  1965 

New  York  Univ.  Medical  Center,  New  York,  N.Y. 
The  Hemodynamic  Basis  for  Auscultation 
J.  Scott  Butterworth,  MD,  Director 

June  14-18,  1965 

University  of  Rochester  School  of  Medicine, 
Rochester,  N.Y. 

Hematology  for  Internists,  in  the  Light  of 
Recent  Developments 
Lawrence  E.  Young,  MD  and 

Scott  N.  Swisher,  Jr.,  MD,  Co-Directors 

November  1-5,  1965 

University  of  Colorado  Medical  Center,  Denver,  Colo. 
Psychiatry  for  the  Internist 
Herbert  S.  Gaskill,  MD,  Director 

National  Tuberculosis  Association 

The  61st  Annual  Meeting  of  the  National  Tuber- 
culosis Association  will  be  held  jointly  with  the  60th 
Annual  Meeting  of  the  American  Thoracic  Society, 
May  30-June  2,  1965  in  Chicago,  with  headquarters 
at  the  Palmer  House. 

For  further  information  contact  National  Tubercu- 
losis Association,  1790  Broadway,  New  York,  N.Y. 
10019. 


The  Mile  High  City,  Denver,  Colorado,  is  the  site 
of  the  19th  Annual  Rocky  Mountain  Cancer  Con- 
ference, July  16-17,  at  the  Brown  Palace  Hotel.  The 
two-day  session  features  some  of  the  nation’s  dis- 
tinguished speakers  on  the  subject  of  cancer. 

Morning  symposia  for  the  two-day  session  will 
deal  with  “Practical  Chemotherapy  in  Cancer”  and 
“Malignant  Lesions  in  the  Colon.”  The  afternoon 
sessions  will  be  devoted  to  scientific  papers  by  guest 
speakers  on  the  first  afternoon  and  an  “Information 
Please”  session  scheduled  for  the  second  afternoon. 

Dr.  James  Z.  Appel,  president-elect  of  the  Ameri- 
can Medical  Association,  and  Dr.  Murray  M.  Cope- 
land, president  of  the  American  Cancer  Society, 
will  participate  in  the  Conference  which  is  held 
annually  in  Denver,  Colorado,  and  co-sponsored  by 
the  Colorado  Division  of  the  American  Cancer  So- 
ciety and  the  Colorado  Medical  Society. 

Further  information  may  be  obtained  by  writing 
Rocky  Mountain  Cancer  Conference,  1809  East  18th 
Avenue,  Denver,  Colorado  80218. 

Chest  Physicians 

The  American  College  of  Chest  Physicians  will 
hold  its  five-day  annual  meeting  at  the  Waldorf  As- 
toria Hotel,  New  York  City,  June  17-21,  1965. 

The  opening  scientific  session  on  Saturday,  June 
19  will  be  a symposium  on  thromboembolic  disease. 
Other  sessions  will  cover  pulmonary  hypertension, 
transplantation,  hyperbaric  oxygen  therapy,  myco- 
bacterial disease  and  cardiac  perplexities.  On  Sunday, 
there  will  be  sessions  on  infiltrative  lung  disease, 
coronary  artery  disease,  hypertension,  emphysema, 
acute  respiratory  failure,  cardiovascular  emergen- 
cies and  congenital  heart  disease. 

The  American  Medical  Association  and  the  Amer- 
ican College  of  Chest  Physicians  will  hold  a com- 
bined meeting  at  the  Barbizon-Plaza  Hotel  on  Mon- 
day, June  21  with  regular  scientific  sessions  and  six 
Round  Table  Luncheon  sessions. 

The  American  College  of  Chest  Physicians’  “Fire- 
side Conferences”  will  be  a part  of  the  combined 
meeting  with  the  AMA.  These  will  be  on  Monday 
evening,  June  21  at  the  Waldorf  Astoria. 

For  additional  information,  write  the  American 
College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 
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Preconvention  Session  on  School  Health 

The  7th  Annual  AMA-ASHA  Preconvention  Ses- 
sion on  School  Health  will  be  held  on  the  evening  of 
June  20,  1965  in  conjunction  with  the  AM  A Annual 
Convention  in  New  York  City.  All  physicians  inter- 
ested in  school  health  programs  are  invited  to  attend. 
Educators,  nurses,  dentists,  and  other  related  profes- 
sionals are  also  being  invited. 

The  program  is  presently  under  development,  and 
details  will  be  made  available  in  the  near  future. 

For  additional  information,  write  to:  Department 
of  Community  Health  and  Health  Education,  Amer- 
ican Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

Otolaryngology 

The  Section  on  Otolaryngology  of  the  Southern 
Medical  Association,  will  have  its  annual  meeting  at 
Houston,  Texas,  November  1-4,  1965.  Guest  lecturer 
will  be  Dr.  Fletcher  W.  Woodward,  Emeritus  Pro- 
fessor of  Otolaryngology  of  the  University  of  Vir- 
ginia. 

The  two-hour  closed  circuit  color  television  pro- 
gram which  is  planned  will  be  entitled,  “Repeat  Tym- 
panoplasty Procedures”  under  the  direction  of  Fred- 
erick R.  Guilford  and  William  F.  Draper  of  Houston, 
Texas. 

The  deadline  for  reception  of  abstracts  of  papers 
for  presentation  at  this  meeting  by  the  Program  Com- 
mittee is  May  30. 

Address  all  correspondence  to  the  Secretary:  Neil 
Callahan,  MD,  500  Rodman  Avenue,  Portsmouth, 
Virginia  23707. 


Postgraduate  Education  Courses 
Sponsored  by 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

July  26-30, 1965 
Hahnemann  CVI  Building 

Interpretation  and  Therapy  of  Cardiac  Arrhythmias 
Leonard  S.  Dreifus,  MD,  Director 

Nov.  22-24, 1965 
Sheraton  Hotel 

15th  Hahnemann  Symposium 
Cancer  Chemotherapy:  Basic  and  Clinical 
Applications 

Isadore  Brodsky,  MD,  Director 

Dec.  8-10, 1965 

Sheraton  Hotel 

A Hahnemann  Symposium 

New  Concepts  in  Gynecological  Oncology 

George  C.  Lewis,  MD,  Director 

April  20-23,  1966 
Marriott  Motor  Hotel 
16th  Hahnemann  Symposium 
Arterial  Occlusive  Disease 
Albert  N.  Brest,  MD,  Director 

December,  1966 
Sheraton  Hotel 

17th  Hahnemann  Symposium 
Nutritional  Dysfunction 
Donald  Berkowitz,  MD,  Director 


Pharmaceutical  Manufacturers  Association 

A wide  array  of  facts  and  figures  on  the  prescription  drug  industry  is  contained  in  a new  edition 
of  Key  Facts  published  this  week  by  the  Pharmaceutical  Manufacturers  Association.  Introduced 
by  PMA  two  years  ago  as  the  industry’s  basic  information  pamphlet,  it  contains  nine  up-to-date 
charts  which  underscore  trends  in  the  conquest  of  disease  and  the  industry’s  contributions  to  the 
health  team. 

To  facilitate  its  use  as  a handy  reference  source  for  speakers,  writers,  government  officials,  and 
others  concerned  with  the  industry,  the  facts  are  categorized  under  five  headings:  prices,  competi- 
tion, safety,  research  and  accomplishments.  The  PMA  public  information  office  is  distributing 
copies  of  the  three-color  pamphlet  extensively  throughout  the  drug  industry  and  also  to  science 
writers,  medical  and  pharmacy  schools,  and  other  important  audiences. 

Copies  are  available  on  request  from:  Public  Information  Office,  Pharmaceutical  Manufactur- 
ers Association,  1155  Fifteenth  Street,  N.  W.,  Washington,  D.  C.  20005. 
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MATERNAL  MORTALITY 

The  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee0 and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 


Case  29 + 

This  patient  was  a 23-year-old  white  primigravida 
whose  expected  date  of  confinement  was  January  7, 
1962  and  whose  past  medical  history  was  essentially 
negative.  Physical  examination  and  laboratory  find- 
ings were  within  normal  limits  except  for  a negative 
Rh.  Her  prenatal  course  was  entirely  uneventful,  the 
blood  pressure  ranging  from  104/78  to  120/80 
throughout.  Weight  gain  was  15  pounds.  At  no  time 
was  there  any  edema  or  albuminuria,  and  her  gen- 
eral condition  was  excellent. 

The  patient  was  admitted  to  the  hospital  at  10:00 
p.m.  on  January  7,  1962  at  term  and  in  active  labor. 


t Previous  cases  reported  in  May,  September,  November, 
1960;  May,  November,  1961;  June,  December,  1962;  February, 
April,  May,  July,  August,  September,  1963;  February,  March, 
August,  1964. 

* The  following  physicians  have  been  appointed  to  serve  on 
the  Maternal  Mortality  Committee,  a subcommittee  under 
Maternal  and  Child  Health:  Gerard  W.  del  Junco,  Chairman, 
George  M.  Horner,  James  R.  Patterson,  E.  Stewart  Taylor, 
William  B.  Goddard,  Louis  C.  Wollenweber,  Leo  J.  Nolan, 
L.  W.  Roessing,  E.  N.  Akers,  Claude  D.  Bonham,  Maxwell  A. 
Abelman,  all  of  Denver;  Harold  L.  Dyer,  Colorado  Springs; 
James  W.  McBumey,  Pueblo;  Sidney  Anderson,  Alamosa; 
Ronald  E.  Harrington,  Boulder;  Richard  R.  Hansen,  Ft. 
Collins;  Bruce  M.  Porter,  Grand  Junction;  Jack  Cooper,  Ft. 
Morgan;  Douglas  O.  Kern,  Greeley;  Sam  E.  Callaway, 
Durango;  James  D.  Hites,  Dolores;  Walter  Grund,  Littleton. 


Examination  on  admission  revealed  no  abnormality 
of  heart  and  lungs.  Blood  pressure  was  120/80.  The 
fetal  heart  tones  were  regular.  The  cervix  was  dilated 
9 centimeters  and  the  membranes  were  ruptured.  A 
single  footling  breech  presented.  At  10:30  p.m.  the  pa- 
tient was  given  Demerol  50  mgms.  and  Atropine  1/ 
200  I.V.  and  transferred  to  the  delivery  room.  Nitrous 
oxide-oxygen-ether  anesthesia  was  started  by  the  nurse 
anesthetist  at  10:55  p.m.  At  11:17  p.m.,  the  patient 
had  a large  emesis  with  aspiration  of  vomitus.  Ob- 
structed airway  was  noted,  as  well  as  absent  pulse 
and  blood  pressure.  A right  mediolateral  episiotomy 
was  done  and  a breech  extraction  was  performed 
with  some  difficulty.  An  asphyxiated  female  infant 
was  delivered  at  11:20  p.m.  The  infant  responded 
to  resuscitation  and  was  taken  to  the  nursery  in  fair 
condition.  Intubation  and  aspiration  on  the  patient 
was  accomplished  by  11:20  p.m.  and  external  cardiac 
massage  was  instituted.  There  was  no  response  to  this 
procedure  and  so  at  11:20  p.m.  thoracotomy  was 
done  and  cardiac  massage  begun,  following  the  intra- 
cardiac  injection  of  adrenalin  and  calcium  gluconate. 
Levophed  in  D/W  was  started  intravenously.  At 
11:55  p.m.  a heartbeat  was  noted  and  a blood  pres- 
sure of  82/40  was  recorded.  A continuous  electro- 
cardiogram was  taken  and  Cedilanid  0.8  mgm.  was 
administered  intravenously.  The  chest  was  closed  and 
the  episiotomy  repaired  at  approximately  1:00  p.m. 
on  January  8,  1962.  Cardiac  irregularity  persisted  and 
cardiac  standstill  again  occurred.  The  heart  re- 
sponded to  intracardiac  adrenalin  briefly,  but  again 
arrest  occurred  and  at  1:55  a.m.  the  patient  was 
pronounced  dead.  The  diagnosis  was  anesthetic  acci- 
dent consisting  of  emesis  with  aspiration  and  respira- 
tory obstruction,  anoxia  and  cardiac  arrest.  There 
was  no  autopsy. 

Comment 

This  case  typifies  the  hazards  of  general  anesthesia 
in  the  presence  of  a full  stomach.  Regional  anesthesia 
or  aspiration  of  the  stomach  should  be  mandatory 
when  a patient  is  admitted  late  in  labor.  The  com- 
mittee voted  this  an  indirect,  preventable  death. 


Annual  Gold  Medal  Award  Contest 

The  Academy  of  Psychosomatic  Medicine  announces  the  Annual  Gold  Medal  Award  contest 
for  the  best  paper  (not  over  4000  words)  on  a clinical  or  research  subject  in  the  field  of  psycho- 
somatic medicine. 

The  winner  will  receive  the  Gold  Medal  and  deliver  his  paper  at  the  12th  Annual  Convention 
of  the  Academy  of  Psychosomatic  Medicine  in  Chicago,  Illinois,  October,  1965,  and  the  paper 
will  be  published  in  Psychosomatics,  the  official  journal  of  the  Academy. 

The  winner’s  travel  expenses  will  be  paid  to  and  from  the  meeting.  The  committee  reserves  the 
right  to  submit  all  articles  including  the  winning  entry,  to  Psychosomatics,  the  official  Academy 
journal.  Manuscripts  not  accepted  for  publication  by  Psychosomatics  will  be  returned  to  their 
authors. 

The  deadline  date  for  submission  of  manuscripts  is  July  1,  1965.  For  full  particulars  write  to 
Benjamin  Schneider,  MD,  Chairman,  123  E.  Market  Street,  Danville,  Pa. 
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K.  A.  Barrier— Roswell,  New  Mexico 


R.  S.  Bone— Las  Vegas 


R.  A.  LaTorra— Denver 


F.  A.  Cantlon,  Jr.— Montana 


G.  P.  Gray— Denver-Wyoming 


M.  J.  Richards— Utah 


“We’re  puzzled”'... 

. . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS: 
Thyrar®  [Beef  Thyroid)  Thytropar®  [Thyrotropin) 


Ek 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I 1 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  | 
j tablets  offered  on  your  new  continuous  Physicians  Personal  | 

| Use  Program.  | 

1 I 

I M.D.  I 


ADDRESS 

‘ ciTY  STATE  ZIP  CODE 

% gr.  !4  gr.  1 gr.  2 gr.  3 gr.  5 gr. 

Please  circle  potency  requested. 
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Jane  Nugent  Cochems  Competition 

The  University  of  Colorado  School  of  Medicine 
announces  the  fourth  Cochems  Competition,  funds 
for  which  were  provided  in  the  will  of  the  late  Mrs. 
Jane  Nugent  Cochems.  A prize  of  $2,500  will  be 
awarded  to  the  author  of  the  best  paper  in  the  field 
of  “Thrombophlebitis  and  Basic  Vascular  Problems.” 
Basic  vascular  problems  under  consideration  in  this 
instance  should  be  concerned  with  the  underlying 
mechanisms  or  processes  of  vascular  disease,  particu- 
larly those  associated  with  thrombosis,  but  not  neces- 
sarily restricted  to  it. 

The  competition  is  open  to  all  persons  holding  the 
MD  degree  and  entries  must  be  received  in  triplicate, 
including  all  charts,  illustrations  and  photographs,  on 
or  before  November  15,  1965.  For  income  tax  rea- 
sons, eligibility  is  limited  to  those  physicians  who  are 
subject  to  U.S.  income  tax  regulations. 

The  Colorado  National  Bank  of  Denver,  Trustees 
under  the  will  of  Jane  Nugent  Cochems,  has  request- 
ed the  Dean  of  the  University  of  Colorado  School  of 
Medicine  to  conduct  the  competition.  The  judges  ap- 
pointed by  the  Dean  are  Dr.  Sol  Sherry,  Professor  of 
Medicine,  Washington  University  School  of  Medicine 
in  St.  Louis,  and  Dr.  Michael  E.  DeBakey,  Professor 
and  Head  of  the  Department  of  Surgery,  Baylor  Uni- 
versity College  of  Medicine.  Decisions  of  the  judges 
are  final,  and  they  may  elect  at  their  discretion  not  to 
award  the  prize. 


Papers  submitted  in  the  competition  may  not  be 
published  until  after  the  winner  has  been  announced 
early  in  1966.  At  that  time,  the  winning  paper  and 
all  others  may  be  published  at  the  discretion  of  indi- 
vidual authors.  It  should  be  noted,  however,  that 
sponsors  and  judges  of  the  competition  will  not  as- 
sume any  responsibility  for  submitting  manuscripts 
for  publication  nor  for  any  costs  incident  thereto. 
The  winning  paper,  if  published,  must  carry  the 
designation,  “Awarded  the  Jane  Nugent  Cochems 
Prize.” 

No  entry  blank  or  application  form  is  required. 
There  are  no  restrictive  rules  regarding  length  or 
format  of  the  manuscript,  joint  authorship,  or  inclu- 
sion of  such  materials  as  pictures,  charts,  figures,  etc. 
It  is  not  required  that  the  paper  include  results  of 
original  experimental  work,  nor  that  it  be  based  on 
personal  clinical  experience.  All  manuscripts  must  be 
typed  with  double  spacing  and  each  copy  together 
with  accompanying  illustrations,  etc.,  must  be  submit- 
ted in  a folder  or  cover.  On  request,  the  original  copy 
of  the  manuscript  will  be  returned  if  accompanied 
by  a stamped,  addressed  envelope.  Papers  will  be 
judged  on  originality,  content,  clarity,  and  critical 
value. 

Inquiries  regarding  the  competition  and  all  manu- 
scripts should  be  submitted  to  Dr.  John  J.  Conger, 
Vice  President  for  Medical  Affairs  and  Dean,  School 
of  Medicine,  University  of  Colorado  Medical  Center, 
4200  E.  Ninth  Avenue,  Denver,  Colorado  80220. 


American  Board  of  Obstetrics  and  Gynecology 

The  next  scheduled  Part  I (written)  examination  of  this  Board  will  be  held  at  various  examin- 
ing centers  in  the  United  States,  Canada,  and  military  bases  outside  of  the  continental  United 
States  on  Friday,  July  2,  1965,  at  2:00  p.m. 

New  and  reopened  applications  and  requests  for  re-examination  in  the  Part  II  examination  for 
1966  will  be  accepted  in  the  office  of  the  Secretary  during  May,  1965.  CANDIDATES  ARE  RE- 
MINDED THAT  DUPLICATE  LISTS  OF  PATIENTS  DISMISSED  FROM  THEIR  SERVICE 
DURING  THE  TWELVE  MONTHS  IMMEDIATELY  PRECEDING  APRIL  1,  1965  MUST 
ACCOMPANY  APPLICATION  OR  REQUEST  TO  TAKE  THE  PART  II  EXAMINATION. 

Current  Bulletins  outlining  present  requirements  and  application  forms  may  be  obtained  by 
writing  to  the  Office  of  the  Secretary.  Applicants  are  urged  to  familiarize  themselves  with  the  cur- 
rent rules  and  regulations,  particularly  in  view  of  the  many  changes  in  application  and  examina- 
tion schedules  effective  beginning  this  year. 

Diplomates  of  this  Board  are  requested  to  keep  the  office  of  the  Secretary  informed  of  their 
current  address. 

Clyde  L.  Randall,  MD 
Secretary  and  Treasurer 

American  Board  of  Obstetrics  and  Gynecology 
100  Meadow  Road 
Buffalo,  New  York  14216 
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ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
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An  expert  eye-maker  is 
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Colorado  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary -Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary -Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Standing  Committees 

EXECUTIVE  COMMITTEE:  M.  A.  Gold,  Chairman,  Butte; 
Herbert  T.  Caraway,  Billings;  Harold  W.  Fuller,  Great  Falls; 
Alfred  M.  Fulton,  Billings;  Paul  J.  Gans,  Lewistown;  David 
Gregory,  Glasgow;  S.  C.  Pratt,  Miles  City;  Oscar  A.  Swenson, 
Sidney;  A.  L.  Vadheim,  Bozeman. 

COMMITTEE  ON  BLOOD:  Orville  J.  Andersen,  Chairman, 
Helena;  Garl  L.  Hale,  Kalispell;  Elmer  W.  Koneman,  Billings; 
Warren  H.  Randall,  Miles  City;  William  G.  Shull,  Great  Falls. 
CANCER  COMMITTEE:  V.  W.  Steele,  Chairman,  Bozeman; 
Richard  J.  Best,  Butte;  Eugene  J.  P.  Drouillard,  Missoula; 
Norman  A.  Franken,  Havre;  Fred  M.  Long,  Great  Falls; 
Bruce  C.  McIntyre,  Whitefish;  John  A.  Newman,  Butte; 
Daniel  E.  Staples,  Butte;  Robert  K.  West,  Cut  Bank. 
ECONOMIC  COMMITTEE:  Hollis  K.  Lefever,  Chairman, 
Lewistown;  Orville  J.  Andersen,  Helena;  Richard  L.  Cole, 
Bozeman;  Donald  D.  Gnose,  Missoula;  James  J.  McCabe, 
Helena;  Lloyd  M.  Taylor,  Great  Falls;  Robert  W.  Thometz, 
Butte;  James  R.  Thompson,  Miles  City;  William  H.  Walton, 
Billings. 

FRACTURE  AND  ORTHOPEDIC  COMMITTEE:  John  C. 
Wolgamot,  Chairman,  Great  Falls;  Perry  M.  Berg,  Billings; 
John  G.  Davidson,  Butte;  H.  C.  Scharnweber,  Glasgow; 
Robert  P.  Yost,  Missoula. 

COMMITTEE  ON  HOSPITAL  RELATIONS:  Frank  M. 
Campbell,  Chairman,  Hot  Springs;  Alfred  M.  Fulton,  Billings; 
C.  A.  Kirkpatrick,  Bozeman;  Robert  W.  Thometz,  Butte. 
INDUSTRIAL  WELFARE  COMMITTEE:  L.  H.  Blattspieler, 
Chairman,  Helena;  Sterling  R.  Hayward,  Billings;  Raymond 
G.  Johnson,  Harlowton;  F.  Ervin  King,  Missoula;  Robert  D. 
MacKenzie,  Libby;  Richard  A.  Whitney,  Forsyth. 


INTERPROFESSIONAL  RELATIONS  COMMITTEE:  B.  C. 

Farrand,  Chairman,  Jordan;  George  J.  Gelernter,  Great  Falls; 
John  J.  McGahan,  Billings;  Carlton  W.  Shaw,  Bozeman; 
C.  P.  Shonnard.  Anaconda;  Myron  E.  Veseth,  Havre. 

LEGAL  AFFAIRS  COMMITTEE:  F.  D.  Hurd,  Chairman, 
Great  Falls,  1965;  Charles  P.  Brooke,  Missoula,  1965;  John  R. 
Burgess,  Jr.,  Helena,  1967;  Paul  J.  Gans,  Lewistown,  1965; 
Robert  S.  Hagstrom,  Billings,  1967;  M.  E.  K.  Johnson,  Kalis- 
pell, 1967;  Chester  W.  Lawson,  Havre,  1966;  Thomas  W.  Saam, 
Butte,  1966;  William  H.  Walton,  Billings,  1966. 

Subcommittee  on  Coroner’s  and  Medical  Examiner’s  Laws: 
John  P.  Pfaff,  Jr.,  Chairman,  Great  Falls;  Orville  J. 
Andersen,  Helena;  Charles  E.  Magner,  Great  Falls;  John 
A.  Newman,  Butte;  Edwin  C.  Segard,  Billings;  V.  W. 
Steele,  Bozeman. 

LEGISLATIVE  COMMITTEE:  Edwin  C.  Segard,  Chairman, 
Billings;  Richard  B.  Griffing,  Great  Falls;  Alan  Iddles,  Boze- 
man; Amos  R.  Little,  Jr.,  Helena;  James  J.  McCabe,  Helena; 
John  A.  Newman,  Butte;  Warren  H.  Randall,  Miles  City. 
NOTE:  All  members  of  this  Association,  it  is  anticipated, 
will  serve  as  ex-officio  members  of  this  committee  and  will 
be  delegated  to  contact  the  elected  representatives  of  the 
Montana  Legislative  Assembly  and  to  testify  upon  particular 
legislative  measures,  as  necessary,  before  the  appropriate 
committee  of  either  the  Montana  Senate  or  House  of  Repre- 
sentatives. 

MATERNAL  AND  CHILD  WELFARE  COMMITTEE:  Earl  L. 
Hall,  Chairman,  Great  Falls. 

Subcommittee  on  Obstetrics:  Robert  E.  Asmussen,  Chairman, 
Great  Falls;  James  G.  Allison,  Livingston;  Leonard  A. 
Barrow,  Billings;  Robert  J.  Casey,  Great  Falls;  T.  R.  Clemons, 
Livingston;  Robert  C.  Honodel,  Missoula;  Bob  E.  Hulit, 
Billings;  William  H.  Sippel,  Bozeman;  Thomas  H.  Strong, 
Butte;  Richard  E.  Thompson,  Glendive;  Emerson  K.  McVey, 
Helena,  Ex-officio. 

Subcommittee  on  Pediatrics:  Paul  R.  Crellin,  Chairman, 
Billings;  Lee  R.  Alderson,  Missoula;  L.  Bruce  Anderson, 
Billings;  Lewis  L.  Bock,  Miles  City;  John  A.  Curtis,  Great 
Falls;  Frank  J.  Friden,  Great  Falls;  Donald  L.  Gillespie, 
Butte;  Marian  A.  Jones,  Billings;  William  R.  McElwee, 
Townsend;  Orville  M.  Moore,  Helena;  Harold  C.  Schwartz, 
Missoula;  John  A.  Whittinghill,  Billings;  Emerson  K.  McVey, 
Helena,  Ex-officio. 

MEDIATION  COMMITTEE:  David  R.  Davis,  Chairman, 
Roundup,  1965;  J.  Kent  Boughn,  Helena,  1967;  Richard  L. 
Cole,  Bozeman,  1966;  John  F.  Fulton,  Missoula,  1965;  Robert 
H.  Leeds,  Chinook,  1966;  Mark  B.  Listerud,  Wolf  Point,  1967; 
Thomas  C.  Power,  Great  Falls,  1967;  Edwin  C.  Segard,  Bill- 
ings, 1965;  Oscar  A.  Swenson,  Sidney,  1966. 

COMMITTEE  ON  MENTAL  HYGIENE:  Bryce  G.  Hughett, 
Chairman,  Billings;  George  J.  Gelernter,  Great  Falls;  Gladys 
V.  Holmes,  Missoula;  Philip  D.  Pallister,  Boulder;  William  S. 
Prunty,  Bozeman;  William  G.  Tobin,  Helena;  Winfield  S. 
Wilder,  Great  Falls;  Stanley  J.  Rogers,  Warm  Springs,  Ex- 
officio. 

COMMITTEE  ON  NECROLOGY  AND  HISTORY  OF  MED- 
ICINE: Herbert  H.  James,  Chairman,  Butte;  Louis  W.  Allard, 
Billings;  Sidney  A.  Cooney,  Helena;  Harold  W.  Gregg,  Butte; 
George  A.  Townsend,  Pray;  Edmund  A.  Welden,  Lewistown; 
James  I.  Wernham,  Billings;  Malcolm  D.  Winter,  Sr.,  Miles 
City. 

NOMINATING  COMMITTEE:  Porter  S.  Cannon,  Chairman, 
Conrad;  Albert  W.  Axley,  Havre;  Donald  D.  Gnose,  Missoula; 
John  A.  Layne,  Great  Falls;  James  R.  Thompson,  Miles  City. 
PROGRAM  COMMITTEE— 1965:  John  P.  Pfaff,  Jr.,  Chairman, 
Great  Falls;  Robert  M.  Addison,  Great  Falls;  John  A.  Curtis, 
Great  Falls;  John  C.  Hanley,  Great  Falls;  Lloyd  M.  Taylor, 
Great  Falls. 

PROGRAM  COMMITTEE — 1966:  Alan  Iddles,  Chairman, 
Bozeman;  Everett  R.  Lensink,  Bozeman;  Edward  J.  Purdey, 
Bozeman;  V.  W.  Steele,  Bozeman. 

PUBLIC  HEALTH  COMMITTEE:  Paul  J.  Gans,  Chairman, 
Lewistown;  Daniel  W.  Babcock,  Missoula;  L.  H.  Blattspieler, 
Helena;  Robert  C.  Davidson,  Great  Falls;  Merle  D.  Fitz, 
Scobey;  James  F.  Graham,  Libby;  Earl  L.  Hall,  Great  Falls: 
Bryce  G.  Hughett,  Billings;  William  E.  Kane,  Butte;  John  J. 
McGahan,  Billings;  Frank  R.  Mohs,  Billings;  John  H. 
O’Leary,  Havre;  Harry  W.  Power,  Great  Falls;  V.  W.  Steele, 
Bozeman;  John  C.  Wolgamot,  Great  Falls;  Mary  E.  Soules, 
Helena,  Ex-officio. 

PUBLIC  RELATIONS  COMMITTEE:  Donald  L.  Harr,  Chair- 
man, Billings;  Francis  L.  Bertoglio,  Deer  Lodge;  Lewis  L. 
Bock,  Miles  City;  William  B.  Danner,  Sidney;  Robert  S. 
Hagstrom,  Billings;  Loren  G.  Hammer,  Butte;  E.  P.  Higgins, 
Kalispell;  Jerrold  E.  Johnson,  Whitefish;  George  A.  Sexton, 
Great  Falls;  Allen  N.  Wiseley,  Missoula. 

RHEUMATIC  FEVER  AND  HEART  COMMITTEE:  Frank  R. 
Mohs,  Chairman,  Billings;  Harold  A.  Braun,  Missoula;  L.  A. 
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Campodonico,  Miles  City;  Roger  W.  Clapp,  Butte;  T.  R. 
Clemons,  Livingston;  Deane  C.  Epler,  Bozeman;  Frank  J. 
Friden,  Great  Falls;  John  S.  Gilson,  Great  Falls;  J.  Allan 
Miller,  Helena;  H.  C.  Scharnweber,  Glasgow;  Betty  S.  Gilson, 
Great  Falls  and  Mary  E.  Soules,  Helena,  Ex-officio. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
Robert  C.  Davidson,  Chairman,  Great  Falls,  1968;  Eugene 
J.  P.  Drouillard,  Missoula,  1967;  Ernest  J.  Eichwald,  Great 
Falls,  1966;  John  G.  Kane,  Butte,  1969;  John  A.  Layne,  Great 
Falls,  1965;  M.  A.  Gold,  Butte  and  A.  L.  Vadheim,  Bozeman, 
Ex-officio. 

RURAL  HEALTH  COMMITTEE:  Merle  D.  Fitz,  Chairman, 
Scobey;  B.  C.  Farrand,  Jordan;  James  M.  Isbister,  Plains; 
Albert  L.  Juergens,  Dillon;  Donald  W.  Maclean,  Hamilton; 
Joseph  P.  Orley,  Lewistown;  Warren  M.  Swager,  Jr., 
Sheridan;  Walter  G.  L.  Tanglin,  Poison;  Joseph  J.  Wier, 
Havre. 

TUBERCULOSIS  COMMITTEE:  Harry  W.  Power,  Chairman, 
Great  Falls;  Richard  L.  Cole,  Bozeman;  John  M.  Fritts, 
Missoula;  John  F.  Fulton,  Missoula;  William  S.  Harper, 
Helena;  Edward  L.  King,  Manhattan;  Arthur  C.  Knight, 
Deer  Lodge;  John  H.  Schaeffer,  Billings;  Lloyd  M.  Taylor, 
Great  Falls;  Mary  E.  Soules,  Helena,  Ex-officio. 

Special  Committees 

COMMITTEE  ON  AGING:  Ross  E.  Lemire,  Jr.,  Chairman, 
Billings;  F.  John  Allaire,  Great  Falls;  C.  George  DeBelly, 
Columbus;  William  F.  Gertson,  Fort  Benton;  Phillip  E. 
Griffin,  Billings;  John  A.  Ross,  Great  Falls;  Robert  K.  West, 
Cut  Bank;  Malcolm  D.  Winter,  Jr.,  Miles  City. 

ARTHRITIS  AND  RHEUMATISM  COMMITTEE:  F.  Hughes 
Crago,  Chairman,  Great  Falls;  Ralph  H.  Biehn,  Billings; 
George  M.  Donich,  Anaconda;  Allan  L.  Goulding,  Billings: 
James  L.  Patterson,  Jr.,  Butte;  John  W.  Strizich,  Helena. 

AD  HOC  COMMITTEE  ON  BY-LAWS:  John  A.  Layne,  Chair- 
man, Great  Falls;  Leonard  W.  Brewer,  Missoula;  Herbert  T. 
Caraway,  Billings. 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE:  Daniel 
W.  Babcock,  Chairman,  Missoula;  Ernest  L.  Cashion,  Great 
Falls;  Donald  H.  Cheever,  Bozeman;  Yokichi  Itoh,  Livingston; 
Robert  D.  Knapp,  Wolf  Point;  James  D.  Morrison,  Billings; 
Leonard  J.  Rotondi,  Butte;  C.  H.  Swanson,  Jr.,  Columbus. 
COMMITTEE  ON  HIGHWAY  SAFETY:  R.  W.  Poundstone, 
Chairman,  Dillon;  Matthew  W.  Calvert,  Laurel;  T.  R. 
Clemons,  Livingston;  Merle  D.  Fitz,  Scobey;  Robert  G. 
Kroeze,  Butte;  Edward  C.  Maronick,  Helena;  Warren  J. 
McKinstry,  Missoula. 

COMMITTEE  ON  INDIAN  HEALTH:  Mark  B.  Listerud, 
Chairman,  Wolf  Point;  Ward  E.  Benkelman,  Poison;  James 
E.  Elliott,  Havre;  Edward  L.  King,  Manhattan;  Arthur  C. 
Knight,  Deer  Lodge;  John  H.  Schaeffer,  Billings;  Edwin  L. 
Stickney,  Miles  City;  Edward  M.  Urbanich,  Great  Falls. 
ADVISORY  COMMITTEE  TO  INDUSTRIAL  ACCIDENT 
BOARD:  James  J.  McCabe,  Chairman,  Helena;  Perry  M. 
Berg,  Billings;  Arthur  R.  Kintner,  Missoula;  Raymond  O. 
Lewis,  Helena;  Robert  F.  Muller,  Kalispell. 

AD  HOC  COMMITTEE  ON  INTEREST  AND  PARTICIPATION 
IN  THE  MONTANA  MEDICAL  ASSOCIATION:  Wyman  J. 
Roberts,  Chairman,  Great  Falls;  Albert  W.  Axley,  Havre; 
Perry  M.  Berg,  Billings;  Paul  J.  Cans,  Lewistown;  Donald 
L.  Gillespie,  Butte;  Everett  H.  Lindstrom,  Helena;  Harry  W. 
Power,  Great  Falls;  George  G.  Sale,  Missoula. 

COMMITTEE  ON  MEDICAL  ASPECTS  OF  SPORTS:  Edward 
J.  Purdey,  Chairman,  Bozeman;  William  F.  Cashmore, 
Helena;  Joseph  P.  Fraser,  Lewistown;  Phillip  E.  Griffin, 
Billings;  John  R.  Halseth,  Great  Falls;  John  C.  Hanley,  Great 
Falls;  Robert  W.  Hansen,  Missoula;  Sidney  J.  Hayes,  Jr., 
Billings;  James  E.  McGreevey,  Butte;  Bruce  C.  McIntyre, 
Whitefish;  C.  R.  Svore,  Missoula. 

COMMITTEE  TO  INVESTIGATE  MEDICAL  SCHOOL  EX- 
PANSION: Leonard  W.  Brewer,  Chairman,  Missoula;  John 
S.  Gilson,  Great  Falls;  John  T.  Hurly,  Billings;  Frank  L. 
McPhail,  Great  Falls;  George  J.  Moffitt,  Livingston. 
ADVISORY  COMMITTEE  ON  STATE  INSTITUTIONS:  David 
Gregory,  Chairman,  Glasgow;  George  J.  Gelernter,  Great 
Falls;  Bryce  G.  Hughett,  Billings;  Mabel  E.  Tuchscherer, 
Anaconda;  Scott  L.  Walker,  Hamilton. 

LIAISON  COMMITTEE  TO  MONTANA  OSTEOPATHIC  AS- 
SOCIATION: Everett  H.  Lindstrom,  Chairman,  Helena; 
James  J.  Bulger,  Great  Falls;  Raymond  L.  Eck,  Lewistown. 

Nevada  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  John  M.  Read,  Elko. 


President-elect:  Joseph  M.  George,  Jr.,  Las  Vegas. 

Secretary -Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  William  A.  O’Brien,  III,  Reno. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal: Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1965  Annual  Session. 

President:  Omar  Legant,  Albuquerque. 

President-elect:  Robert  P.  Beaudette,  Raton. 

Vice  President:  T.  L.  Carr,  Albuquerque. 

Secretary -Treasurer:  Hugh  B.  Woodward,  Albuquerque. 
Immediate  Past  President:  C.  Pardue  Bunch,  Artesia. 

Speaker,  House  of  Delegates:  John  F.  Conway,  Clovis. 

Vice  Speaker,  House  of  Delegates:  John  T.  Parker,  Farmington. 
Delegate  to  A.M.A. : Allan  L.  Haynes,  Clovis,  January  1,  1965, 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  National 
Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City. 

President-elect:  L.  V.  Broadbent,  Cedar  City. 

Past  President:  Scott  M.  Budge,  Logan. 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City. 
Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  AMA:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  AMA:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 

Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1964-65— -Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne, Telephone  632-5525 


for  May,  1965 
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We  are  your 
local  distributors 
of  Profexray  X-ray  '] 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 
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SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


Prescription: 

To  free  the  cash  you  have  tied  up  in 
transportation,  lease  a car  from  us  today! 

• You  get  a brand  new  car  at  regular  intervals. 

• Any  make  and  body  style — economy  or  prestige. 

• Whatever  extra/special  equipment  you  specify. 

• Drive  it  all  you  want — no  capital  invested. 

• Service  and  repair  bills  paid  anywhere  you  go. 

• Complete  insurance  coverage,  no  problems. 

• Prompt  attention,  respecting  your  busy  schedule. 

• You  may  save  on  taxes,  too! 

PLUS  free  pick-up  and  delivery,  loaner  and  24-HOUR 
EMERGENCY  ROAD  SERVICE  within  the  Metropolitan 
Denver  Area — priority  to  physicians! 

Closed-end  lease — including  license,  insurance,  main- 
tenance and  all  necessary  service — low  as  $100  a month. 

Open-end  leases  start  as  low  as  $65  a month. 

Call  without  obligation:  JOHN  BOWERS,  364-7465 


First  and  Havana  Aurora,  Colo.,  60011 


^PERFECT! 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure. ..milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  State  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed) . Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
100  first  pound  and  50  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at 
nominal  cost. 


Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone:  222-5817  (Area  Code  303) 
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WANT  ADS 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TFB 


MEDICAL  SPACE  EXCLUSIVELY — Anywhere  in  Denver’s 
Metropolitan  area.  Ranging  from  the  older  established  to 
the  new  modern  medical  facilities.  Can  fit  space  to  your 
requirements.  Call  or  write  R.  E.  Rainey,  Agent,  Medical 
Dental  Space,  6200  So.  Broadway,  Littleton,  Colorado,  Phone 
794-7825.  3-10-TFB 


GP — Catholic,  Denver  suburb.  Salary  first  year,  partnership 
possible.  Details  first  letter.  Box  3-7-TF,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver  18,  Colorado. 

3-7-TF 


WANTED:  Young  energetic  General  Practitioner  to  assume 
practice  without  any  financial  obligation  in  two  man 
Clinic.  Senior  Doctor  anxious  to  retire.  Huge  general  prac- 
tice, surgery,  obstetrics  and  industrial  work.  If  interested, 
please  contact  me  by  letter,  P.  O.  Box  3669,  Odessa,  Texas, 
giving  telephone  number.  5-4-1B 


ANESTHESIOLOGY — Applications  invited  for  residencies  in 
an  active  and  approved  program  of  anesthesiology.  Open- 
ings for  July  1965.  Department  of  six  full-time  anesthesiolo- 
gists. Eligibility  for  Illinois  licensure  required  Stipend  $6,000 
first  year.  Contact  Dr.  Wm.  A.  DeWitt,  Department  of  Anes- 
thesiology, St.  Joseph  Hospital,  Joliet,  Illinois.  3-5-3B 


OFFICE  SPACE  Xavier  Medical  Center.  Five  blocks  from 
St.  Anthony’s  Hospital  at  Xavier  and  Colfax.  This  five 
story  building  offers  the  latest  in  modern  medical  facilities, 
air  conditioning,  elevator  service  and  ample  parking.  Call 
or  write  R.  E.  Rainey,  6200  S.  Broadway,  Littleton,  Colorado, 
Phone  794-7825.  3-9-TFB 


AVAILABLE  JULY  1,  1965 — excellent  general  practice  open- 
ing in  Delta,  Colorado.  Present  physician  leaving  for  res- 
idency. Drawing  population  17,000;  presently  eight  physicians 
in  area.  Twenty-eight  bed,  well  equipped  General  Hospital 
with  open  staff  and  generous  surgical  privileges.  Reply  to 
Box  4-8-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  4-8-3 


INTERNIST  wanted  to  join  Southwest  Denver  Medical  Group, 
established  in  this  location  for  8 years.  Must  be  board 
eligible.  Contact:  Harold  L.  Kayser,  MD,  1930  So.  Federal 
Blvd.,  Denver,  Colorado  80219.  Telephone  934-5591.  4-12-3 


WANTED — Ambitious,  well  qualified  physician  to  locate  in 
Seneca,  Kansas.  Modem  Hospital.  Productive  agricultural 
area.  Excellent  outdoor  activities.  Inquire  Seneca  Chamber  of 
Commerce.  4-3-3B 


EXCLUSIVELY 

For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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OFFICE  SPACE  AVAILABLE  IN  GROWING  COMMUNITY. 

Opportunity  to  lease  space  and  own  stock  (optional)  in 
Aurora  Medical  Building.  Presently  occupied  by  20  doctors. 
Laboratory  and  x-ray  facilities  available.  Call  Vincent 
Schmitz,  825-1393.  3-12-4B 


WANTED:  General  Practitioner  to  associate  with  established 
General  Practitioner  in  Wyoming.  Modem  ideal  profes- 
sional facilities,  liberal  partnership  opportunity.  Details  first 
letter.  Strong  references  required.  Reply  to  Box  4-9-3,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver  80218. 

4-9-3 


BEAUTIFUL  MOUNTAIN  LAND — Three  exceptionally  de- 
sirable 10-acre  tracts  of  nicely  wooded  land  between  Fair- 
play  and  Alma  just  off  Highway  9.  Ideal  summer  and  winter 
sites  near  Dillon  Reservoir  and  Breckenridge  ski  area  in 
excellent  hunting  and  fishing  country.  Gentle  terrain,  good 
access.  Sensibly  priced  at  $2750  for  10  acres,  including 
warranty  deed,  title  insurance  and  certified  survey.  Land 
shown  now  by  appointment.  Call  Dean  Bayne,  MD,  PY  4-4231 
or  PY  4-0627.  3-1-3B 


ASSOCIATE  MEDICAL  DIRECTOR.  A physician  who  helps 
more  patients  than  he  could  hope  to  treat  personally  by 
bringing  research  and  development  to  many  physicians.  In 
addition  to  his  medical  training,  he  needs  some  experience  in 
private  practice.  Demonstrated  abilities  and  interest  in  ad- 
ministration also  desirable.  High  salary.  Reply  to  Box  5-8-1B, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Ave.,  Denver, 
Colo.  80218.  5-8-1B 


GENERAL  PRACTICE  collecting  $40,000.  Excellent  histories, 
physicals  and  records.  Sell  and  introduce.  $5,000.  5-7-TFB 


FOR  SALE — Sacrifice  green  color  Steeline  treatment  room 
furniture:  Standard  examining  table,  treatment  cabinet, 
stool,  waste  receptacle;  Royal  chrome  reception  room  furni- 
ture. Sell  all  $300.00.  Phone  255-9512  (Denver).  5-6-1B 


MEDICAL  OFFICE— BROOMFIELD,  COLORADO.  1660  sq.  ft. 

modem  fully  equipped  suite  in  select  shopping  area  with 
adequate  parking  facilities.  Four  examining  rooms,  minor 
operating  room,  private  reception  area  and  doctor’s  office. 
Completely  air-conditioned.  Excellent  established  practice 
with  gross  $40-45,000.  Call  or  write  Dr.  Samuel  G.  Novak, 
Medical  Arts  Building,  No.  14  Garden  Center,  Broomfield, 
Colorado.  5-5-2B 


FOR  SALE — Beautiful  clinic  building,  ideally  located  in 
Denver;  designed  and  built  in  1953  for  three  to  five 
(depending  on  specialty)  doctors;  completely  modem;  all  air 
conditioned;  hot  water  heat;  automatic  lawn  sprinkling;  on 
67  by  125  foot  lot;  private  parking  for  seven  cars  and  ample 
uncrowded  on-street  parking.  Owners  leaving  large  GP  and 
OB-Gyn  practice  to  retire  in  California;  will  include  200  ma. 
radiographic  unit  if  desired.  Contact  Mr.  Robert  Bryant,  Ful- 
ler & Co.,  718-17th  St.,  292-3700.  3-6-3B 


ASSOCIATE  DIRECTOR  OF  CLINICAL  RESEARCH.  A phy- 
sician who  desires  to  combine  medical  knowledge,  scien- 
tific inquisitiveness  and  administrative  skills.  A background 
in  research,  private  practice,  or  specialized  medical  training 
needed,  although  a strength  in  one  of  these  areas  may  easily 
outweigh  a lack  in  the  other  two.  Reply  to  Box  5-9-1B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colo. 
80218.  5-9-1B 


GRAND  TETON  LODGE  COMPANY  is  interested  in  con- 
tacting an  M.D.  licensed  in  the  State  of  Wyoming  who 
would  like  to  practice  approximately  120  days  a year  (sum- 
mer season — approximately  7,000  transient  population) . Com- 
pany would  supply  two  nurses,  small  clinic  for  examining 
patients,  room  and  board  for  doctor  and  wife.  Please  ad- 
dress replies  to  Grand  Teton  Lodge  Company,  attention  Gen- 
eral Manager’s  office,  Jackson,  Wyoming.  5-3-1B 


OFFICES  FOR  DENTISTS  AND  PHYSICIAN.  Rent  or  Lease. 

Air-conditioned.  Good  floor  plans.  Close  to  Wheat  Ridge 
Lutheran  Hospital  and  Medical  Center.  All  offices  on  ground 
floor.  Plenty  of  parking.  Reasonable.  Call:  R.  Lehman, 
333-2717;  evenings  355-9395  (Denver).  5-2-1B 


NORTHGLENN  PROFESSIONAL  BUILDING.  2 G.P.’s,  and 
O.B.,  and  a Surgeon  ready  to  occupy  the  building.  This  is 
the  only  professional  building  in  this  suburban  Denver  com- 
munity of  18,000.  Room  for  a dentist  and  other  medical 
specialties.  Should  be  particularly  good  for  ophthalmologist. 
Phone  Mr.  Hickam  at  777-2671.  5-1-TFB 


CONGENIAL  GROUP  OF  SIX  GP’S  desire  additional  mem- 
ber; salary  first  year,  then  partnership;  progressive  city 
near  mountains  and  recreational  areas,  hunting,  fishing,  golf, 
etc.  Wind  River  Medical  Group,  Riverton,  Wyoming.  5-10-3B 


EARNEST  DRUG 

217  1 6th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


w 

Hmd ff 

Registered  Trade  Mark 

BOB'S  PLACE 

Trade  Mark 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

Cow  Town,  Colo. 

Newton  Optical 
Company 


Catering  to 

Medical  Profession  Patronage 


309  16th  Street 
Denver  2 


Telephone 

534-8714 
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Announcing  . . . 

INCREASED  BENEFITS  PLANS! 

. . . now  up  to  $800.00  disability  income! 

The  Income  Protection  program  of  the  Colorado  Medical  Society  has 
been  improved  to  include  new  plans  offering  $700  a month  or  $800  a 
month  protection! 

All  members  under  age  55  in  full  time  practice  may  apply  for 
the  new  plans! 

VINCENT  ANDERSON  CO.,  INC. 

2nd  Floor,  R.R.  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection 
Plan  of  the  Colorado  Medical  Society. 

NAME  

ADDRESS  

CITY  STATE 


return  the  coupon  for  full  details 


underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— Omaha,  Nebraska 

(3-4-5-A) 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital  | JoHN  w MyERS;  Medkal  Direcior 

20  acres  landscaped  grounds  Henky  t Penley,  m.d.,  Psychiatrist 
Favorable  year-round  climate 
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Ames  Company,  Inc.,  Cover  III 
Arch  Laboratories,  45 
Armour  Pharmaceutical  Co.,  53 
Ayerst  Laboratories,  23 


Bob’s  Place,  Inc.,  63 
Bowers  Auto  Leasing,  60 
Burroughs  Wellcome  & Co.,  48 


City  Park-Brookridge  Dairy,  60 


Denver  Convalescent  Center,  56 
Denver  Medical  Library,  61 
Denver  Optic  Company,  56 


Earnest  Drug  Company,  63 
Emory  John  Brady  Hospital,  66 
Endo  Laboratories,  7 


Geigy  Pharmaceuticals,  10-11,  55 


H.B.A.  Life  Insurance  Co.,  60 
Hynson,  Westcott  and  Dunning, 
Inc.,  1 


Republic  Building  Corporation,  62 
Robins,  A.  H.,  Co.,  Inc.,  17-18-19 
Roche  Laboratories,  Cover  IV 
J.  B.  Roerig  & Co.,  46-47 


Lederle  Laboratories,  21 
Lilly,  Eli,  and  Company,  24 
Loma  Linda  Foods,  5 
Lov-e  Brassieres,  20 


Merck  Sharp  & Dohme,  4 
Morrison  & Morrison,  Inc.,  56 
Mutual  of  Omaha,  64 


Sandia  Ranch  Sanatorium,  64 
Searle  & Company,  49 
Shadford-Fletcher  Optical  Co.,  65 
Smith,  Kline  & French 
Laboratories,  57 
E.  R.  Squibb  & Sons,  12 
Stuart  Company,  13 


Newton  Optical  Company,  63 


Technical  Equipment, 
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Parke,  Davis  & Company,  Cover  II 
Pharmaceutical  Manufacturers 
Association,  16 

Picker  X-Ray,  Rocky  Mountain, 
Inc.,  56 

Professional  Management 
Midwest  66 

Public  Service  Company,  56 


U.S.  Vitamin  & Pharmaceutical 
Corp.,  8 


Wallace  Laboratories,  14-15 
Wilhelm  & Co.,  56 
Winthrop  Laboratories,  3 


More  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest — 
Shadford-Fletcher  Quality! 


RECOMMEND  WITH  CONFIDENCE 

Shadford-Fletcher 

EYEWEAR 


% 


i 
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WHEN  YOU  WANT  COUNSEL 
YOU  WANT  THE  BEST! 


That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning— -RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 


PROFESSIONAL  MANAGEMENT  MIDWEST 

13840  West  Braun  Drive 
Golden,  Colorado 


MEMBER 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828  : 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Library  College  of  Physicians 
19  South  22nd  Street 
Philadelphia,  Penn. 


idAue 


Utah  House  of  Delegates  Proceedings 


Program  of  19th  Annual  Rocky  Mountain 
Cancer  Conference 


Rocky 

Mountain 

Medical 

Journal 


Rehabilitation  of  Stroke  Victims 
Hookworm  Infection  in  Colorado 
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(diphenhydramine  hydrochloride) 

PARKE-DAVIS 


To  Combat  Symptoms  of  Weed-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Antihistaminic— re- 
lieves sneezing,  nasal  congestion,  itching,  and  lacrimation. 
Antispasmodic— relieves  bronchial  and  gastrointestinal 
spasm.  Precautions:  Persons  who  have  become  drowsy  on 
this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  en- 
gage in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers, 
if  used  with  BENADRYL,  should  be  prescribed  with  cau- 
tion because  of  possible  additive  effect.  Diphenhydramine 


reac- 


has  an  atropine-like  action  which  should  be  considi 
when  prescribing  BENADRYL.  Side  Effects:  Side 
tions,  commonly  associated  with  antihistaminic  therapy 
and  generally  mild,  may  affect  the  nervous,  gastrointestinal, 
and  cardiovascular  systems.  Most  frequent  reactions  are 
drowsiness,  dizziness,  dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in  Kapseals®  of  50 
mg.  and  Capsules  of  25  mg.  diphenhydramine  hydrochlo- 
ride. The  pink  capsule  with 


the  white  band  is  a trademark 
of  Parke,  Davis  &:  Company. 


PARKE-DAVIS 


PARKE,  DAVIS  A COMPANY.  Dtfrtyif,  Mfchfgtn  4 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1’ 2>  3* 4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5>  6*  7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(3)  McGivney,  J.:  Texas  State  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  ( 4 ) Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soe., 
Vol.  11,  No.  3,  Mar.  1963.  ( 5 ) Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 


ACTINEX 


TABLETS  & 
GRANULES 


® 
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proteus, 

too! 


treat  the  source 
with  optimal  dosage 


nalidixic  acid 


top  most  gram -negative 
rinary  infections. 

efore  they  can  develop  into 
yelonephritis,  pyonephrosis  or 
ome  other  potentially  life-threat- 
ning  urinary  condition.  With 
egGram,  a specific  urinary  anti- 
acterial.  Clinical  reports  and 
'Xtensive  patient  use  show  that 
i adults  two  500  mg.  NegGram 
f aplets®  orally  four  times  a day  will 
ontrol  most  urinary  infections, 
"uickly... effectively... with  minimal 
de  effects.  Gram-negative  uri- 
lary  infection— cystitis,  pyelitis, 
fyelonephritis,  prostatitis,  ure- 
liritis?  Start  first  with  NegGram 
l “a  good  ‘starting’  drug.”1  Neg- 
fram  “...treatment  may  be  first 
noice  in  potentially  curable  gram 
ngative  bacterial  urinary  infec- 
bns.”2 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment.  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 

References:  (1)  Carroll,  G.:  Urologists’  Letter  Club,  June  1,  1964.  (2)  McDonald, 

D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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ideally  suited  for  routine  screening 

accurate-comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 
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Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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When  the  call  is  for 
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the  new  500  VISO  makes  everything  easier 
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DIVISION 


Englewood  Hewlett-Packard,  Neely  Sales  Division,  Denver  Technological  Ctr., 
7965  East  Prentice,  (303)  755-1233,  Englewood,  Colorado  80110 
Salt  Lake  City  Hewlett-Packard  Neely  Sales  Div.,  1482  Major  Street,  (801)  486-8166 
Salt  Lake  City,  Utah  84115 
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and  of 

©nylbutazone 


in  rheumatoid 
arthritis 


Geigy 


T irapeutic  effects 

P umber  of  workers  have  reported  ma- 
j<  improvement  in  50-75%  of  cases,  with 
sne  successful  cases  going  into  com- 
pte  remission. 

Ir  esponsive  cases,  improvement  is  gen- 
v lly  seen  within  a week,  so  that  trial 
tt  rapy  need  seldom  be  continued  be- 
y id  this  period.  Alleviation  of  pain  is  fol- 
ic ed  quickly  by  improvement  of  function 
9 1 resolution  of  effusion  or  other  signs 
? ictive  inflammation.  Relief  of  arthritic 
snptoms  is  quite  frequently  accompa- 
i d by  increased  appetite,  gain  in  weight 
a I an  improved  sense  of  well-being. 

T i initial  response  is  usually  maintained 
nout  dosage  increases;  indeed,  ini- 
:i  dosage  is  often  reduced  for  mainte- 
i ice  purposes. 

5 icylate  or  steroid  therapy  can  usually 
) diminished  or,  in  some  instances, 

J ainated. 

3 >riatic  arthritis  responds  in  the  same 
K f as  rheumatoid  arthritis  but  the  skin 
c ons  are  usually  not  affected  either  fa- 
i ably  or  adversely  by  treatment. 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash.  Infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of 
drug  allergy;  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions; 
when  the  patient  cannot  be  seen  regu- 
larly; when  the  patient  is  senile. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 


Butazolidin®  alka 

Each  capsule  contains: 


phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin®  brand  of  phenylbutazone 

Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  bu-3479 


Chest  Physicians 

The  Ninth  International  Congress  on  Diseases  of 
the  Chest,  sponsored  by  the  Council  on  International 
Affairs  of  the  American  College  of  Chest  Physicians, 
will  be  held  in  Copenhagen,  Denmark,  August  20-25, 
1966.  The  Congress  will  be  presented  by  the  College 
with  the  cooperation  of  the  medical  societies  of  Den- 
mark. It  will  be  held  in  the  H.  C.  Orsted  Institute  of 
the  University  of  Copenhagen. 

The  scientific  program  will  include  formal  papers, 
symposia,  and  motion  pictures  on  recent  develop- 
ments, both  medical  and  surgical,  in  cardiovascular 
and  pulmonary  diseases.  In  addition  there  will  be 
Fireside  Conferences — a popular  forum  for  the  in- 
formal exchange  of  scientific  information. 

Additional  information  may  be  obtained  by  writing 
Mr.  Murray  Kornfeld,  Executive  Director,  American 
College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611,  U.  S.  A. 

Southwestern  Medical  Association 

The  47th  Annual  Meeting  of  the  Southwestern 
Medical  Association  will  be  held  at  the  Sheraton 
Motor  Inn,  El  Paso,  Texas,  November  4-6,  1965. 
Secretary:  Dr.  Sol  Heinemann,  310  N.  Stanton,  El 
Paso,  Texas. 

International  Seminar  in  Orthopedics 

The  American  Physicians  Fellowship  is  sponsoring 
an  orthopedic  seminar,  under  the  jurisdiction  of  the 
Israel  Medical  Association,  to  take  place  in  Israel 
from  August  4 to  August  15,  1965.  This  seminar  will 
be  under  the  direction  of  Dr.  Melvin  J.  Glimcher  of 
Boston,  Mass.,  Associate  Professor  of  Medicine  at 
Harvard  Medical  School  and  Director  of  Orthopedic 


Research  Laboratories,  Massachusetts  General  Hos- 
pital. Dr.  Leroy  S.  Lavine  of  New  York  City,  Pro- 
fessor and  Chairman  of  the  Department  of  Ortho- 
pedic Surgery  at  the  State  University  of  New  York, 
will  assist  Dr.  Glimcher. 

The  registration  fee  for  the  seminar  is  $50.  There 
also  will  be  a complete  tour  which  will  include  de- 
luxe hotels,  meals,  sightseeing,  transfers,  etc. 

Please  direct  all  inquiries  and  reservations  to  the 
American  Physicians  Fellowship,  1622  Beacon  Street, 
Brookline,  Mass.  02146. 

Postgraduate  Education  Courses 
Sponsored  by 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

July  26-30, 1965 
Hahnemann  CVI  Building 

Interpretation  and  Therapy  of  Cardiac  Arrhythmias 
Leonard  S.  Dreifus,  MD,  Director 

Nov.  22-24, 1985 
Sheraton  Hotel 

15th  Hahnemann  Symposium 
Cancer  Chemotherapy:  Basic  and  Clinical 
Applications 

Isadore  Brodsky,  MD,  Director 

Dec.  8-10,  1965 

Sheraton  Hotel 

A Hahnemann  Symposium 

New  Concepts  in  Gynecological  Oncology 

George  C.  Lewis,  MD,  Director 

April  20-23, 1966 
Marriott  Motor  Hotel 
16th  Hahnemann  Symposium 
Arterial  Occlusive  Disease 
Albert  N.  Brest,  MD,  Director 

December,  1966 
Sheraton  Hotel 

17th  Hahnemann  Symposium 
Nutritional  Dysfunction 
Donald  Berkowitz,  MD,  Director 


American  Board  of  Obstetrics  and  Gynecology 

The  next  scheduled  Part  I (written)  examination  will  be  held  at  various  examining  centers  in  the 
United  States,  Canada,  and  military  bases  outside  of  the  continental  United  States  on  Friday,  July 
2,  1965,  at  10:00  a.m. 

Applications  received  for  the  next  Part  II  examination  to  be  given  in  Chicago,  Illinois  in  April  of 
1966  will  be  reviewed  by  the  Credentials  Committee  in  September  and  notifications  will  be  mailed  to 
candidates  on  or  about  October  1. 

The  1965  Bulletin  outlining  current  requirements  should  be  available  upon  request  about  July  1. 
Application  forms  and  Bulletins  may  be  obtained  by  writing  the  Office  of  the  Secretary.  Applicants  are 
urged  to  familiarize  themselves  with  the  current  rules  and  regulations,  particularly  in  view  of  the  changes 
in  application  and  examination  schedules  effective  this  year. 

Diplomates  of  this  Board  are  requested  to  keep  the  office  of  the  Secretary  informed  of  their  current 
address.  Clyde  L.  Randall,  MD,  Secretary  and  Treasurer,  American  Board  of  Obstetrics  and  Gynecol- 
ogy, 100  Meadow  Road,  Buffalo,  New  York  14216. 
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Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1965 
will  be  held  October  30  through  November  5,  in 
the  new  Illinois  Eye  and  Ear  Infirmary  at  the  Medi- 
cal Center,  Chicago.  The  Department  of  Otolaryn- 
gology of  the  University  of  Illinois  College  of  Medi- 
cine offers  a condensed  postgraduate  basic  and  clini- 
cal program  for  practicing  otolaryngologists  under 
the  direction  of  Doctor  Emanuel  M.  Skolnik.  It  is 
designed  to  bring  to  specialists  current  information 
in  medical  and  surgical  otorhinolaryngology. 

Interested  physicians  should  direct  communications 
to:  Department  of  Otolaryngology,  College  of  Medi- 
cine of  the  University  of  Illinois  at  the  Medical 
Center,  Chicago,  P.  O.  Box  6998,  Chicago,  Illinois 
60680. 

Symposium  in  Hypophysectomy 

The  Colorado  Otological  Research  Foundation  an- 
nounces the  sponsoring  of  a one  day  Symposium  in 
Hypophysectomy  on  June  18,  1965  at  the  Brown 
Palace  Hotel,  Denver,  Colorado. 

Among  the  outstanding  guest  speakers  will  be,  Mr. 
Angell  James,  of  Bristol,  England  and  Dr.  Robert 
Rand  of  Los  Angeles,  California. 

Further  information  can  be  obtained  from  Will  P. 
Pirkey,  MD,  2465  South  Downing,  Denver  10, 
Colorado. 

Second  National  Symposium  on 
Coccidioidomycosis 

December  8-9-10,  1965 

Phoenix,  Arizona 

Del  E.  Webb  TowneHouse 

For  further  information,  contact:  Arizona  Tuber- 
culosis and  Health  Association,  Inc.,  733  West  Mc- 
Dowell Road,  Phoenix,  Arizona  85007. 


University  of  Colorado  School  of  Medicine 
Postgraduate  Calendar — 1965 

June  13-15  (Estes  Park,  Colo.) 

Medicine  and  Religion  Conference 

July  5-8  (Estes  Park,  Colo.) 

Ophthalmology 

July  18-24 

Eleventh  Annual  General  Practice  Review 

August  2-6  (Estes  Park,  Colo.) 

Pediatrics 

August  9-13  (Estes  Park,  Colo.) 

Internal  Medicine 

August  16-20  (Estes  Park,  Colo.) 

Medical  Audiology  Workshop 

October  11-13  (Estes  Park,  Colo.) 

(Rescheduled  dates) 

The  Hospital  Medical  Staff  Conference 

October  14-16  (Estes  Park,  Colo.) 

(Rescheduled  dates) 

Conference  on  Medical  Education  in  the 
Hospital 

November  1-5  (ACP  Course) 

Psychiatry  for  the  Internist 

November  10-12 

Fractures  and  Joint  Injuries 

December  6-7 

Symposium  on  Menstrual  Mechanisms 

Ruidoso  Summer  Clinic 

The  8th  Annual  Ruidoso  Summer  Clinic,  spon- 
sored by  the  New  Mexico  Chapter  of  the  American 
Academy  of  General  Practice  will  be  held  in  Ruidoso, 
New  Mexico,  July  19-22,  1965.  12  Hours  Category  I 
credit.  Secretary:  Dr.  Herschel  L.  Douglas,  121 
South  2nd  Street,  Lovington,  New  Mexico. 


Community  Health  Week 

The  Board  of  Trustees  of  the  American  Medical  Association  has  officially  designated  November  7- 
13  as  Community  Health  Week  for  1965. 

All  state  and  county  medical  societies  have  been  urged  to  encourage  other  members  of  the  com- 
munity health  team  to  join  with  them  in  making  plans  to  mark  this  third  annual  observance  of  Com- 
munity Health  Week  with  significant  local  programs. 

Community  Health  Week  is  a time  for  all  local  members  of  health  professions  and  health  orga- 
nizations— public,  private,  and  voluntary — to  develop,  cooperatively,  informative  programs  which  por- 
tray the  continuing  theme  of  the  observance,  “Teaming  Up  for  Better  Health.” 

Last  year  Community  Health  Week  continued  to  grow  in  national  stature  as  additional  medical  so- 
cieties joined  with  other  local  health  groups  in  developing  a wide  variety  of  commemorative  programs 
and  activities  of  community-wide  interest. 

National  health  organizations  and  state  and  territorial  health  departments  are  encouraged  to  partic- 
ipate actively  in  the  promotion.  Component  local  groups  may  be  invited  to  participate  wherever  local 
observances  are  planned. 

If  the  official  November  7-13  date  should,  for  some  reason,  be  impractical  in  your  community,  it  is 
recommended  that  you  schedule  your  local  observance  at  another  time,  preferably  one  that  is  close  to 
the  second  week  in  November  so  that  you  can  benefit  from  national  publicity. 
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For  true  economy 
invest  in  value 

the  PREMIERE  SUITE  by 


It’s  Hamilton’s  finest  which  means  the  best! 
Designed  and  built  to  enhance  your  work- 
days for  a lifetime.  Beautifully  styled  with 
wood-grained  Formica,  stainless  steel  and 
chrome  trim.  Every  unit  in  this  suite  offers 
something  extra.  For  example,  the  examin- 
ing table  is  longer,  wider  for  more  com- 
fort and  security,  the  treatment  cabinet  is 
roomier,  the  instrument  cabinet  lights  auto- 
matically. 


HAMILTON  MANUFACTURING  COMPANY 
OF  TWO  RIVERS,  WISCONSIN 


*For  offices  with  limited  space, 
the  same  feature  filled,  quality 
constructed  Premiere  Suite  is 
available  in  a compact  four-unit 
set  with  a standard  size  exam- 
ining table. 


J 


GEO.  BERBERT  & SONS*  INC. 


1717  LOGAN  STREET,  DENVER,  COLORADO  80203  • TEL  255-0408 
1903-1965— OUR  62ND  ANNIVERSARY 


Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN. .. 


gam  ms  an 


«/* 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


19th  A nnual  Rocky  Mountain 

Cancer  Conference 

July  16-17,  1965 

Brown  Palace-West  Hotel  Denver,  Colorado 

CO-SPONSORED  BY  COLORADO  DIVISION,  AMERICAN  CANCER  SOCIETY 
AND  COLORADO  MEDICAL  SOCIETY 


NO  REGISTRATION  FEE 


Friday,  July  16,  1965  9:30— Symposium:  “Practical  Chemotherapy  in 

Cancer” 


Morning 

8:00 — Registration  (outside  of  Grand  Ballroom) 

9:00— Welcome 

Samuel  B.  Childs,  M.D.,  President,  Colorado 
Medical  Society 

Walter  M.  Boyd,  M.D.,  President,  Colorado 
Division  of  American  Cancer  Society 

Murray  M.  Copeland,  M.D.,  President, 
American  Cancer  Society 


Moderator:  George  H.  Curfman,  Jr.,  M.D., 
Denver 

Participants:  Lauren  V.  Ackerman,  M.D., 
Professor  of  Surgical  Pathology  and  Pathol- 
ogy of  Washington  University  School  of  Med- 
icine, St.  Louis,  Mo.;  Joseph  H.  Burchenal, 
M.D.,  Professor  of  Medicine,  Cornell  Uni- 
versity Medical  College,  New  York;  Walter 
W.  Carroll,  M.D.,  Professor  of  Surgery, 
Northwestern  University  Medical  School, 
Chicago;  Murray  M.  Copeland,  M.D.,  Asso- 
ciate Director  of  University  of  Texas  M.  D. 
Anderson  Hospital,  Houston;  Walter  T. 
Murphy,  M.D.,  Chief,  Department  of  Radia- 
tion Therapy,  Buffalo  General  Hospital,  New 
York. 


Lauren  V.  Ackerman,  M.D. 
St.  Louis,  Missouri 


Murray  M.  Copeland,  M.D. 
Houston,  Texas 


James  Z.  Appel,  M.D. 
Lancaster,  Pennsylvania 
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10:20 — Coffee  Break 

10:40 — Symposium  Continued 

12:15- — Luncheon 

Presiding:  Ervin  A.  Hinds,  M.D.,  Denver 

Guest  Speaker:  Murray  M.  Copeland,  M.D., 
“The  Committee  on  Cancer  of  the  Ameri- 
can College  of  Surgeons:  Its  Regionaliza- 
tion Program  and  Objectives” 


Afternoon 

Presiding:  Lanning  E.  Likes,  M.D.,  Lamar 

2:15 — “The  Relation  of  the  Pathology  of  Cancer 
of  the  Breast  to  Its  Treatment,” 

Lauren  V.  Ackerman,  M.D. 

2:40--“Chemotherapy  of  Acute  Leukemia,” 
Joseph  H.  Burchenal,  M.D. 

3:05 — “Primary  Cancer  of  the  Vagina,” 

Walter  T.  Murphy,  M.D. 

3:30 — Coffee  Break 

3:45 — “Mammography,  Its  Reproducibility  and 
Usefulness  in  the  Diagnosis  of  Breast 
Cancer,” 

Murray  M.  Copeland,  M.D. 

4:10- — “Individualization  in  Breast  Cancer,” 
Walter  W.  Carroll,  M.D. 

4:35 — Adjourn 


Saturday,  July  17, 1965 

Morning 
8:30 — Registration 

9:00 — Greetings  from  the  American  Medical  Asso- 
ciation, James  Z.  Appel,  M.D.,  President 

9:15 — Symposium:  “Malignant  Lesions  in  the 
Colon” 

Moderators:  Kenneth  C.  Sawyer,  M.D.,  Den- 
ver, and  H.  U.  Waggener,  M.D.,  Denver 

Participants:  Lauren  V.  Ackerman,  M.D.; 
Joseph  H.  Burchenal,  M.D.;  Walter  W. 
Carroll,  M.D.,  and  Walter  T.  Murphy,  M.D. 

10:15 — Coffee  Break 

10:30 — Symposium  Continued 

12:15 — Luncheon 

Presiding:  Irvin  E.  Hendryson,  M.D.,  Denver 

Guest  Speaker:  James  Z.  Appel,  M.D., 

“The  Professional  Dream  in  Crisis” 

Afternoon 

2:00— An  “Information  Please”  session  with  guest 
speakers  participating. 

Moderated  by:  Alexis  E.  Lubchenco,  M.D., 
Denver,  and  H.  Mason  Morfit,  M.D.,  Denver 

3:00 — Coffee  Break 

3:15 — “Information  Please”  session  continued 
4:00 — Adjourn 


Walter  T.  Murphy,  M.D. 
New  York 


Joseph  H.  Burchenal,  M.D. 
New  York 


Walter  W.  Carroll,  M.D. 
Chicago,  Illinois 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use-Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  tor 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality ” the  Priceless  Ingredient 


16 


Rocky  Mountain  Medical  Journal 


r 


1-10 


New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity' 

no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  (ampicillin)  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.1'10 
And  highly  important : PENBRITIN  (ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage:  Adults  — 250  mg.  every  six  hours 
in  respiratory  infections ; 500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children  — (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg. /Kg. /day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  ii: 223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ii:  191  (July 
22  ) 1961.  3.  Stewart,  G.  X,  et  al.:  Brit.  M.  J.  u:200  ( J uly  22 ) 
1961.  4.  Brown,  D.  M„,  and  Acred,  R:  Brit.  M.  J.  ii:  197 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  135:257, 
1959.  6.  Knudsen,  E.  X,  et  al.:  Brit.  M.  J.  it:  198  (July  22) 
1961.  7.  Doyle,  E R,  et  al.:  Nature  191: 1091  (Sept.  9)  1961. 
8.  Acred,  R,  et  al.:  Brit.  J.  Pharmacol.  18: 356,  1962.  9.  Har- 
rison, R M.,  and  Stewart,  G.  X:  Brit.  J.  Pharmacol.  17:420, 
1961.  10.  Editorial.  Lancet  u:723  (Oct.  5)  1963. 


KILLS  BACTERIA. . . DOES  NOT  JUST  SUPPRESS  THEM 


PENBRITIN 


Brand  of  Ampicillin 


® 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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On  Stelazine"  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
[extrapyrarnidal]  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  Jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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Frontier  Airlines 
Jet-Power  $80 
is  in  business... 


to  serve  your  business! 


A real  businessman’s  airplane.  America’s  fastest 
twin  jet-prop  airliner.  If  your  business  keeps  you  on  the 
move  across  Frontier’s  11  Rocky  Mountain  and 
Plains  states,  the  swift,  smooth  Jet-Power  580  helps 
you  cover  your  territory  better.  You’ll  shave  vital 
time  between  64  key  cities— centers  of  mining, 
construction,  manufacturing,  science  and  agriculture. 

Welcome  aboard  for  a satisfying  travel  experience. 
We  make  this  our  business. 

front/er  a/runes 

Route  of  the  Jet-Power  580's 


RONTIER  FLIES  TO  DENVER  / EL  PASO  / PHOENIX  / TUCSON  / SALT  LAKE  CITY 

s as  city  / jackson  / qreat  falls  / minot  / rapid  city  and  most  every  place  in  between! 


AS  YOU  LIKE 


A medical  potpourri' 


Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  "Nature  will  not  forgive  those  who  fail  to  fulfill 
the  law  of  their  being.  The  law  of  human  beings  is 
wisdom  and  goodness,  not  unlimited  acquisition.” 
(Robert  Maynard  Hutchins,  Forbes,  “Thoughts  on 
the  Business  of  Life,”  May  15,  1963,  p.  58.) 

2.  “Diabetes  must  be  added  to  the  list  of  complica- 
tions of  thiazide  therapy,  and  should  be  sought  as 
carefully  as  potassium  depletion.  If  it  is  detected 
early  the  risk  of  permanent  impairment  of  pancreatic 
function  should  be  small.”  (N.  Samaan,  et  al.,  The 
Lancet,  Dec.  14,  1963,  p.  1246.) 

3.  “The  tendency  to  think  of  a theoretically  ideal 
normal  blood-pressure  has  been  replaced  by  the  idea 
that  many  patients  need  a higher  blood-pressure  than 
is  usual  in  order  to  maintain  health,  particularly  of 
the  central  nervous  system.  While  the  general  physi- 
cian may  wish  to  reduce  blood-pressure  to  safeguard 
the  heart  and  kidneys,  the  neurological  physician  may 
be  equally  concerned  to  keep  it  higher  to  ensure 
adequate  central  blood  flow,  and  so  safeguard  the 
brain.  Some  of  the  so-called  toxic  effects  of  hypo- 
tensive drugs  are  the  symptoms  of  central  ischaemia.” 
(Dennis  Williams,  Brit.  Med.  J.,  Jan.  11,  1964, 
p.  84.) 

4.  “An  educated  man  is  one  who  knows  a lot  and 
says  nothing  about  it.”  (Gracie  Fields,  Forbes, 
“Thoughts  on  the  Business  of  Life,”  Feb.  15,  1964, 
p.  58.) 

5.  “Seven  years  of  silent  inquiry  are  needful  for  a 
man  to  learn  the  truth,  but  fourteen  in  order  to 
learn  how  to  make  it  known  to  his  fellowmen.” 
(Plato,  Forbes  “Thoughts  on  the  Business  of  Life,” 
Feb.  15,  1964,  p.  58.) 

6.  “That  every  man  eventually  reaches  the  age  that 
sets  a limit  upon  the  acquisition  of  new  knowledge 
and  upon  his  ambition,  the  age  beyond  which  he 
must  be  content  to  work  with  what  he  knows,  to 
the  best  of  his  ability  and  his  conscience,  is  a natural 
characteristic  of  the  human  organism,  which  was 


* Each  of  these  items  came  in  personal  communications  from 
Martin  Perlmutter,  MD,  Clinical  Associate  Professor,  State 
University  of  New  York,  Down  State  Center. 


designed  for  a short  life.  But  a young  physician 
who  begins  with  this  limitation  is  just  as  unpleasant 
a figure  as  some  of  our  other  prematurely  aged 
youths  of  modern  society.”  (Theodor  Billroth,  Mac- 
millan 1924,  “The  Medical  Sciences  in  the  German 
Universities,”  p.  48-49.) 

7.  “Long  life  is  a matter  of  taste.  If  longevity  is  to 
be  attained  by  the  renunciation  of  enjoyment  and 
by  frugality  in  material  and  intellectual  aspirations, 
most  people  will  decline  it  with  thanks.  Everyone 
knows  that  life  in  the  great  city  and  too  much  mental 
and  physical  work  are  harmful,  that  they  wear  out 
the  nervous  system  and  make  for  early  old  age;  but 
few  will  on  that  account  shun  enjoyment  and  larger 
earnings,  just  as  little  as  the  workers  avoid  the  well- 
paying, dangerous  factories,  although  they  know  that 
the  less  remunerative  agricultural  labor  is  more 
wholesome.  To  live  a full  and  swift,  even  though 
unhealthful  life,  and  to  be  speedily  destroyed,  is  bet- 
ter than  to  live  healthily  and  long  and  be  bored. 
Overpopulation  and  increased  competition  are  our 
worst  enemies.  It  does  no  harm  if  epidemics  and 
wars  annually  take  their  liberal  toll  of  the  popula- 
tion.’ That  is  the  spirit  of  our  time.  The  fanatical 
champions  of  public  health  are  fighting  for  a goal 
that  is  too  high  for  my  myopic  vision.  I can  admire 
the  struggle,  but  I cannot  become  interested  in  it.” 
(Idem,  p.  90.) 

8.  “Listening  is  a special  and  indeed  a charming 
talent,  a mark  of  delicate  sensibilities  and  good  breed- 
ing. Where  this  gift  is  not  present,  nature’s  oversite 
must  be  laboriously  corrected  and  the  lack  supplied.” 
(Idem,  p.  99.) 

9.  “.  . . St.  John  Ervine  . . . says  [of  physicians]: 
‘Your  failures  may  make  you  feel  like  the  devil,  but 
this  is  because  you  spend  too  much  of  your  time 
feeling  like  God.’  It  may  be  humiliating,  but  it  is 
good  for  the  student  to  realize  early  that  patients 
sometimes  get  better  in  spite  of  him,  not  because  of 
him,  and  that  often  the  best  he  can  do  is  help,  and 
not  hinder  good  nursing  and  the  patient’s  own 
courage  and  resilience.”  (Adams,  G.  F.,  Clinical 
Undertaking,  Lancet  1:1055  (May  16)  1964.) 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 

An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 

STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 

In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS  111 

Stress  Formula  Vitamins  Lederle  H^sseI 
ilB^I  LED  ERIE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7514-4 


Each  capsule  contains: 

Vitamin  B,  (Thiamine Mononitrate)  10  mg. 


Vitamin  Bj  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B*  (Pyridoxine  HCI)  2 mg. 

Vitamin  B, a Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARBOSIL®  antacid 


■ effective  neutralizing  power -Two  tablets  in  vitro1, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy-  Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 


ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4th  Street  • St.  Louis,  Missouri  63102 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  AGTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 

Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geyskes, 
G.G.:  Actamed.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost  8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 

0 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3516 
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good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 


Hygrotoii  chlorthalidone 


Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  through  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works:  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  will  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


A he  February,  1965  issue  of  the  Rocky  Moun- 
tain Medical  Journal  included  (page  29)  an  edi- 
torial referring  to  an  article  on  medicine  in  the 
November  3,  1964  issue  of  Look  magazine  and 

to  the  comments  there- 


To Clear  Up  a 
Misunderstanding 


on  made  by  President 
Donovan  F.  Ward  in 
the  AMA  News  of  No- 
vember 9,  1964.  We 
have  now  received  the  following  communication 
from  Mr.  J.  Robert  Moskin,  Senior  Editor  of 
Look: 


my  integrity  and  honesty.  I will  appreciate  it  if  you 
will  send  me  a copy  of  what  you  publish. 

“Although  it  is  tangential  to  the  essential  point,  it 
might  interest  you  to  know  that  next  week  I will  re- 
ceive two  national  awards  for  this  article  entitled  ‘The 
Challenge  to  Our  Doctors’  for  the  best  magazine  writing 
of  the  year. 

“Sincerely, 

(Signed)  J.  Robert  Moskin 

“J.  Robert  Moskin 
“Senior  Editor” 

The  letter  from  Dr.  Ward  appearing  in  the 
AMA  News  of  January  18,  1965  which  is  referred 
to  by  Mr.  Moskin  read  as  follows: 


April  26,  1965 

“Editor 

“Rocky  Mountain  Medical  Journal 
"Denver,  Colorado 
“Dear  Sir: 

“Our  clipping  service  has  just  forwarded  to  me  an 
item  entitled  The  Latest  Look  Article’  which  appeared 
on  page  28  of  what  I take  to  be  your  February,  1965, 
issue. 

“In  this  item  your  publication  cites  an  article  in  the 
AMA  News  of  November  9,  1964,  and,  in  quoting  from 
the  AMA  article,  states  that  I have  demonstrated  ‘an 
incredible  aptitude  for  misrepresenting  facts  and  twisting 
statistics  in  an  effort  to  support  his  own  biased  opinions.’ 

“I  and  our  corporation  counsel  regarded  this  state- 
ment and  others  made  by  Dr.  Ward  in  that  article  as 
libelous.  You  are,  by  publishing  your  item,  repeating 
this  libel.  In  addition,  on  the  basis  of  this  false  and 
libelous  accusation,  you  have  urged  thousands  of  doctors 
to  cancel  their  subscription  to  our  magazine. 

“It  would  seem  clear  to  anyone  who  has  made  an 
effort  to  examine  Look’s  record  in  medical  news  re- 
porting that  this  magazine  has  taken  a deep,  consistent, 
and  constructive  interest  in  medical  progress.  We  have 
published  article  after  article  reporting  on  medical 
progress  and  the  dedication  of  America’s  doctors. 

“You  are  perfectly  free,  of  course,  to  differ  with  our 
views  and  judgments,  but  you  are  not  free  to  defame 
my  professional  reputation  or  integrity.  You  refer  to  the 
fact  that  Dr.  Ward  listed  ‘errors’  in  my  article.  You  did 
not  take  the  trouble  to  find  out  that  each  one  of  Dr. 
Ward’s  factual  accusations  was  replied  to  and  disproved. 
Dr.  Ward  received  a detailed  documentation  proving  the 
accuracy  of  every  statement  made. 

“After  our  legal  counsel  made  it  clear  to  Dr.  Ward,  the 
editors  of  the  AMA  News  and  their  legal  counsel  that 
we  regarded  this  situation  as  serious,  the  AMA  News  of 
January  18,  1965,  published  an  exchange  of  letters  be- 
tween myself  and  Dr.  Ward.  I am  enclosing  a copy  of 
this  exchange  which  you  apparently  failed  to  see. 

“I  trust  now  that  the  truth  of  the  situation  has  been 
brought  to  your  attention  that  you  will  publish  an  ap- 
propriate statement  withdrawing  the  libelous  attack  on 


“Neither  the  American  Medical  Association  nor  I 
intended  in  any  way  to  impugn  Mr.  Moskin’s  profes- 
sional integrity,  honesty  or  ability.  Mr.  Moskin  has  over 
the  years  written  articles  that  have  deserved  and  received 
praise,  and  he  has  an  excellent  reputation  as  a writer. 

"The  American  Medical  Association  and  I do  disagree 
with  many  of  Mr.  Moskin’s  conclusions  that  medical 
care  problems  are  as  great  as  he  states  and  that  the  re- 
sponsibility for  solving  these  problems  is  solely  medi- 
cine’s. The  American  system  of  medicine  is  not  perfect 
and  medicine  does  not  object  to  constructive  criticism. 
As  in  the  past,  the  American  Medical  Association  will 
continue  to  be  in  the  forefront  of  those  who  are  attempt- 
ing to  solve  modern-day  medical  care  problems.  The 
American  Medical  Association  and  I are  happy  to  clarify 
our  views  concerning  Mr.  Moskin’s  article  and  deeply 
regret  if  any  statement  in  the  November  9th  AMA  News 
was  read  as  a personal  attack  upon  him.  Such  was  never 
intended. 

“Donovan  F.  Ward,  MD 
“President,  American  Medical  Assn.” 

We  concur  in  Dr.  Ward’s  comments  above 
quoted.  The  Rocky  Mountain  Medical  Journal 
and  its  editors  likewise  recognize  Mr.  Moskin’s 
ability  and  reputation  as  a writer  and  did  not  in- 
tend in  any  way  to  impugn  his  integrity  and 
honesty.  Our  editorial  did  not  urge  doctors  to 
cancel  their  subscriptions  to  Look  magazine,  but 
rather  was  intended  to  motivate  them  to  read 
critically  any  articles  on  medicine  or  our  pro- 
fession appearing  in  the  magazine  and  to  write 
to  its  editor  with  respect  to  any  such  article  which 
they  question  or  with  which  they  in  good  faith 
disagree. 

We,  too,  are  glad  to  clarify  our  position  and  to 
express  our  sincere  regrets  if  the  editorial  was  read 
by  any  one  as  a personal  attack  on  Mr.  Moskin. 
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Congratulations 
to  Wyoming! 


t the  February  meeting  of  your  Editorial 
Board,  it  was  agreed  to  launch  an  experiment 
which  we  hoped  would  result  in  encouraging  more 
personal  interest  in  each  of  the  states  which  com- 
pose the  Rocky  Mountain  Medical  Journal.  To 

accomplish  this,  we  have 
agreed  that  for  the  com- 
ing year,  each  state  med- 
ical organization  which 
so  desires  will  assume 
complete  editorial  responsibility  for  a selected 
issue  of  the  Journal. 

We  congratulate  Wyoming  (with  a member- 
ship of  only  275)  for  having  accepted  the  chal- 
lenge. Their  editors  have  already  placed  in  our 
hands  sufficient  material  to  fill  the  July  issue  with 
editorials  and  scientific  articles  of  high  caliber. 

New  Mexico  has  assumed  responsibility  for 
next  September’s  issue.  We  feel  sure  that  the  other 
states  will  catch  a spark  of  the  fire  which  Wyo- 
ming has  started  and  that  we  can  anticipate  future 
special  state  issues  of  the  Rocky  Mountain  Med- 
ical Journal  which  will  indeed  be  worthy  of  your 
close  scrutiny  and  comment. 

We  invite,  in  fact  we  urge,  your  comments  and 
“Letters  to  the  Editor”  and  we  have  arranged 
for  additional  copies  of  the  Wyoming  issue  to  be 
available  upon  advance  request. 


Resignation  of 
British  Doctors 
from  the  NHS 


A he  majority  of  Britain’s  23,000  general 
practitioners  have  elected  to  hand  the  Minister  of 
Health  their  letters  of  resignation  from  the  Na- 
tional Health  Service.  They  had  planned  to  do  so 
on  April  1,  but  have  set  a new  date  of  July  1. 

The  delay  is  designed  to 
give  arbiters  of  the  NHS 
and  the  Government  time 
to  resolve  differences  and 
possibly  forge  a new 
contract  for  the  family  doctors.  If  unsuccessful, 
some  75  per  cent  of  England’s  GPs  will  return 
to  private  practice.  They  are  now  paid  out  of  a 
“pool”  of  contributions  withheld  by  the  Govern- 
ment from  workers’  pay.  The  physicians  are  to 
decide  on  June  16  whether  negotiations  are  sat- 
isfactory at  that  time.  If  not,  resignations  will  be 
handed  in  on  July  1 to  become  effective  October  1. 

We  wonder  why  Britain’s  experience  has  not 
been  publicized  and  emphasized  in  our  country 
during  the  Medicare  deliberations!  Surely  our 
people  and  their  representatives  in  Washington 
should  not  be  so  blind  as  to  doubt  that  deteriora- 


tion of  American  medical  care  will  occur  unless 
we  maintain  free  enterprise.  It  now  appears  that 
we,  as  well  as  Britain,  are  destined  to  learn  the 
long,  hard,  and  expensive  way! 
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Analysis  of 
Questionnaires 


eaders  will  recall  the  questionnaire  which 
appeared  in  our  issue  of  January,  1965.  We  pub- 
lished them,  along  with  other  medical  journals 
participating  in  the  State  Medical  Journal  Adver- 
tising Bureau  (SMJAB),  headquartered  in  Chi- 
cago. It  was  part  of  a 
readership  survey  collect- 
ing data  to  assist  in  selling 
advertising  space.  In  addi- 
tion to  cooperating  with 
the  SMJAB,  the  information  now  compiled  will 
be  helpful  to  your  editors  and  the  staff  at  the 
Rocky  Mountain  Medical  Journal’s  headquarters 
in  producing  a better  journal.  Naturally  we  hope 
to  attract  more  advertising,  enabling  us  to  include 
more  desired  features.  Increased  advertising  will 
produce  more  up-to-the-minute  information  on 
products  and  services  available  to  our  readers. 
The  Rocky  Mountain  Medical  Journal  and  all  of 
the  other  state  and  regional  medical  publications 
are  the  primary  publications  of  organized  med- 
icine. 

Nearly  500  replies  were  received  by  March  1. 
Our  staff  had  analyzed  and  compiled  the  data 
prior  to  the  Editorial  Board  meeting  at  the  Hilton 
Hotel  during  the  Colorado  Medical  Society  Mid- 
winter Clinics.  In  addition  to  specific  answers  to 
questions,  comments  by  individual  readers  were  in- 
teresting and  informative.  Many  respondents  indi- 
cated unbelievable  unfamiliarity  with  medical 
journalism  in  general  and  with  the  limitations  of 
a relatively  small  regional  publication  in  par- 
ticular. Some  don’t  even  like  us!  About  33% 
rated  us  “excellent”;  7%  “good”;  50%  “fair”; 
1%  “fair  to  poor”  and  9%  “poor.” 

Referring  to  pharmaceutical  advertising,  50% 
indicated  they  read  it  “sometimes”;  15%  “reg- 
ularly”; 34%  “rarely”;  only  1%  “never.”  Corre- 
sponding figures  regarding  local  advertising  were 
53%,  11%,  34%  and  2%.  One  fourth  of  the 
respondents  referred  to  specific  advertisers  with 
whom  they  have  dealt  for  services  or  commodities. 

Listing  in  order  of  preference,  the  majority 
apparently  prefer  specialty  journals,  but  approxi- 
mately 25%  listed  the  RMMJ  in  1st,  2nd  or  3rd 
place.  The  majority  aver  that  they  are  not  in- 
fluenced by  personal  knowledge  of  authors  and 
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institutions  in  choosing  articles  to  read.  About 
25%  like  our  editorials  best  and  nearly  as  many 
rate  the  scientific  articles  almost  as  high.  Sig- 
nificant minorities  prefer  local  or  state  news,  and 
many  look  for  practical  articles  “aimed  at  the 
general  practitioner.”  Dr.  Smith’s  “Shadow  or 
Substance”  received  a number  of  tributes.  There 
were  also  readers  who  look  for  items  of  a regional 
flavor;  others  are  not  much  concerned  with  other 
than  “clinical”  articles.  Only  a few  indicate  that 
they  welcome  the  minutes  of  meetings.  Five  were 
kind  enough  to  say  they  like  all  of  it,  but  six  indi- 
cated they  like  nothing  about  us. 

Our  necks  were  out  when  we  asked,  “What  do 
you  like  the  least?”  Fortunately,  perhaps,  this 
question  was  ignored  by  all  but  155.  A few  would 
rather  have  no  advertising.  Just  what  do  they 
think  pays  our  way?  The  $2.50  subscription  fee, 
taken  out  of  dues,  won’t  do  it!  Nearly  as  many 
object  to  “super-scientific  articles.”  Scattered  com- 
ments objected  to  “organization  sections”  and 
“quality  of  some  scientific  articles  and  editorials.” 
We  must  agree  with  a few  who  would  just  as  soon 
never  see  another  long  article  or  long  editorial. 
Apparently  occasional  readers  feel  they  see 
enough  about  the  “Washington  Scene”  in  the 
newspapers,  along  with  articles  with  a political 
flavor.  We  assume  that  those  who  do  not  care  for 
“poorly  documented  articles”  miss  the  reference 
lists,  many  of  which  we  must  delete  because  of 
space  limitations.  We  suggest  that  the  respondent 
who  objects  to  “shiny  paper”  shall  adjust  his  read- 
ing lights,  or  perhaps  have  his  refraction  checked. 
We  will  not  bother  you  with  a vituperative  cliche 
or  two,  apparently  dashed  off  incidental  to  an  at- 
tack of  indigestion. 

Your  Editorial  Board  took  this  matter  seriously 
and  came  to  the  conclusion  that  the  findings  of 


such  a questionnaire  are  about  par  and  would 
probably  apply  with  considerable  predictable  ac- 
curacy to  any  other  comparable  professional  pub- 
lication. In  fact,  we  were  pleased  with  the  number 
who  agree  with  the  editors  and  publishers  at  the 
AMA  that  our  journal  is  among  the  best.  Further- 
more, it  does  not  take  a questionnaire  to  indicate 
that  our  format  and  readability  are  far  better  than 
average.  Anyone  who  doubts  this  would  probably 
change  his  mind  in  glancing  over  a shelf  of  med- 
ical journals  in  any  library.  We  believe  also  that 
our  advertisers  will  be  pleased  with  proof  that 
doctors  in  these  six  states  look  favorably  upon 
their  copy. 

Lack  of  familiarity  with  medical  journalism  was 
best  indicated  by  replies  to  the  question,  “What 
is  missing  that  you  would  like  added?”  For  exam- 
ple, a “Question  and  Answer”  section;  “abstracts 
from  other  medical  publications”;  “more  pic- 
tures”; “pictorial  quizzes”;  “general  reviews  and 
summaries”;  “departments  of  specialities”;  “phi- 
losophy of  our  peers”;  “more  practical  problems”; 
“mountain  states  economics.”  A special  invitation 
is  hereby  tendered  the  colleague  who  suggested 
“imagination”;  perhaps  he  will  use  his  and  tell  us 
precisely  what  he  means!  It  would  take  far  more 
money,  advertising,  circulation,  and  editorial  staff 
than  we  have  to  fulfill  even  a few  of  these  sug- 
gestions. Even  if  we  had  the  help  and  could  afford 
it,  the  effort  would  be  wasted  in  duplicating  fea- 
tures which  appear  in  other  journals  crossing  your 
desk  almost  daily! 

Further  comment  will  be  forthcoming  in  a sub- 
sequent journal  after  final  analysis  of  the  ques- 
tionnaries.  The  above  will  suffice  for  now,  and 
some  “Letters  to  the  Editor”  would  be  welcome 
from  readers  with  “second  thoughts”  in  retrospect 
upon  this  project. 


Physicians  for  Automotive  Safety 

A new  organization  of  physicians,  dedicated  to  automobile  safety,  has  come  into  being 
(Medical  Tribune,  May  3,  page  15).  Called  “Physicians  for  Automotive  Safety,”  it  seeks  to 
bring  into  closer  communication  and  contact  those  physicians  who  are  confident  that  a major 
break-through  can  be  achieved  in  a technological  application  to  the  automobile  of  the  wealth 
of  new  knowledge,  knowledge  which  every  day  is  increasing  in  a spectacular  fashion.  Dr.  Sey- 
mour Charles,  a fellow  of  the  American  Academy  of  Pediatrics,  is  the  President.  Basic  member- 
ship fee  is  $5,  contributing  membership  $15,  and  sustaining  membership  $25.  Dr.  Arnold 
Constad,  527  Morris  Avenue,  Springfield,  N.  J.,  is  Secretary-Treasurer. 
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Please  bring  me  some  Regroton 
samples,  Miss  Brown. 


Thanks 
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ARTICLES 


Recent  developments  in  virus-cancer  research* 


A fascinating  historical  account  of  research 
into  viruses  as  cause  of  cancer  by  a pioneer 
and  world  authority  in  the  field. 

The  treatment  of  cancer,  like  many  areas  of 
research  today,  has  been  advancing  so  rapidly 
that  what  was  known  yesterday  may  now  be 
passe. This  rapid  change  of  medical  knowledge 
is  particularly  applicable  to  virus  research.  At  the 
National  Cancer  Conference  of  1956  few  people 
believed  that  viruses  could  have  anything  to  do 
with  human  cancer.  At  that  time  we  knew  there 
was  a relationship  between  animal  cancer  and 
viruses.  It  was  because  of  this  knowledge  that  I 
indicated  then  that  I believed  the  time  would  come 
when  we  would  be  able  to  show  that  viruses  have 
something  to  do  with  human  cancer. 

At  that  period  there  was  probably  less  than 
$500,000  a year  being  spent  throughout  the 
United  States  in  virus-cancer  research.  Practically 
all  of  this  money  was  supporting  work  in  animal 
virus-cancer  research.  To  give  you  some  idea  of 
the  revolution  that  has  taken  place,  I estimate  that 
today  there  must  be  something  over  $15,000,000 
spent  annually  on  research  involving  virus-cancer 
relationships.  While  the  amount  of  research  in  the 
animal  virus  field  has  increased,  there  has  been 
a tremendous  increase  in  the  research  directed 
specifically  toward  human  cancer-virus  relation- 
ships. This  represents  a scientific  revolution  in 
thinking  and  in  activity  within  a period  of  about 
eight  years. 

Years  ago  when  I came  to  the  Rockefeller  In- 
stitute for  Medical  Research  in  New  York  City, 
I had  an  interest  in  cancer,  although  it  was  a 
peripheral  one.  I can  remember  Dr.  James  Ewing 
telling  me  that  cancer  would  never  be  prevented 
and  that  the  only  way  to  handle  cancer  was  to  cut 

* Prepared  by  Dr.  Wendell  G.  Scott  from  a recording  of  a 
talk  given  by  Dr.  Stanley  at  the  Rocky  Mountain  Cancer 
Conference  in  Denver  on  July  10,  1964.  Dr.  Stanley  is  Pro- 
fessor of  Molecular  Biology  & Director  of  the  Virus  Labora- 
tory, University  of  California,  Berkeley,  the  origin  of  this 
paper. 


Wendell  M.  Stanley,  PhD,  Berkeley,  California 

it  out.  I wanted  to  argue  with  him,  but  unfortu- 
nately in  those  days  the  arguments  on  the  other  side 
about  a research  approach  to  cancer  were  very 
poor.  In  the  early  1930’s  cancer  research  was  just 
like  trying  to  get  your  finger  into  a solid  concrete 
wall.  There  was  very  little  that  you  could  do  ex- 
perimentally. The  transformation  in  the  intellec- 
tual atmosphere  in  the  interval  between  the  early 
30’s  and  now  has  been  tremendous.  I am  sorry 
that  Dr.  James  Ewing  did  not  live  to  see  this  take 
place.  Another  important  change  has  taken  place 
— many  of  the  outstanding  virologists,  for  example 
Albert  Sabin  and  John  Enders,  both  of  whom  were 
most  successful  in  polio  research,  are  now  in- 
volved in  virus-cancer  research  and  are  directly  in- 
terested in  human  cancer-virus  relationships. 

More  knowledge  of  the  virus 

This  scientific  revolution  in  medical  thinking 
has  come  about  by  virtue  of  two  main  factors. 
One  is  the  discovery  over  the  last  fifteen  to  twenty 
years  of  over  twenty  viruses  that  cause  cancer  in 
almost  all  kinds  of  animals.  There  is  no  question 
about  this  relationship.  You  can  put  the  virus 
back  into  a susceptible  animal;  you  can  cause  can- 
cer; you  can  isolate  the  virus  from  the  animal;  you 
can  put  it  back  into  another  animal  and  cause 
another  cancer.  The  second  factor  is  the  new 
knowledge  about  viruses  themselves  that  has  been 
established  in  the  last  four  or  five  years.  This  new 
knowledge  about  the  basic  properties  of  viruses 
and  about  viral  nucleic  acids  affects  the  whole 
virus-cancer  relationship  problem.  When  I came 
into  the  virus  field,  viruses  were  mysterious  noth- 
ings. They  were  just  something  that  could  cause 
disease — nobody  had  seen  them  and  nobody  had 
isolated  them  as  such.  About  thirty  years  ago  I 
had  the  good  fortune  to  isolate  a virus  in  the  form 
of  a crystallizable  nucleoprotein.  This  made  pos- 
sible a chemical  approach  to  the  study  of  viruses. 

In  the  last  few  years  we  have  come  to  realize 
that  a virus  is  not  simply  a crystallizable  nucleo- 
protein. It  is  basically  a bit  of  nucleic  acid  which 
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carries  information.  When  the  nucleic  acid  goes 
into  the  cell  it  can  take  over  and  direct  the  meta- 
bolic machinery  of  the  cell.  It  introduces  new  in- 
formation that  causes  the  production  of  new  pro- 
teins as  well  as  the  production  of  viral  nucleic 
acid.  In  our  human  cells  are  46  chromosomes 
which  contain  nucleic  acid.  In  each  cell  there  is 
enough  nucleic  acid  which,  if  stretched  out,  would 
be  invisible  but  would  be  about  six  feet  long.  By 
the  time  we  become  adults,  that  six  foot  thread 
of  nucleic  acid  that  carried  the  information  for 
making  each  one  of  us  has  been  replicated  each 
cell  division  and  has  become  some  ten  billion 
miles  of  nucleic  acid.  There  are  about  1013  cells 
in  the  human  body,  and  this  figure  when  multiplied 
by  the  figure  corresponding  to  the  six  feet,  gives 
this  astronomical  figure.  The  discovery  that  viruses 
could  be  just  a bit  of  “infectious  heredity,”  a bit 
of  nucleic  acid  with  the  ability  to  multiply  and  to 
direct  the  synthesis  of  new  proteins  inside  certain 
cells,  was  a new  idea  and  has  most  important  im- 
plications in  cancer  research. 

Early  century  research 

In  reviewing  the  developments  in  the  field  of 
virus-cancer  relationships,  I shall  begin  just  be- 
fore the  turn  of  the  century.  A Russian  studied  a 
disease  of  tobacco  plants  in  their  country  and 
found  that  the  infectious  agent  would  pass  a bac- 
teria-proof  filter,  yet  he  thought  the  agent  was  a 
bacterium.  It  was  a Dutch  botanist,  Beijerinck  in 
Holland,  who  proved  that  the  tobacco  mosaic 
disease  was  caused  by  a new  type  of  filterable 
agent  and  that  tobacco  mosaic  virus  was  respon- 
sible for  the  disease.  I credit  him  with  the  dis- 
covery of  viruses.  Yellow  fever  virus,  causing  a 
disease  in  human  beings  was  discovered  in  1901. 
The  first  suggestion  that  viruses  might  have  any- 
thing to  do  with  cancer  was  made  by  the  French 
microbiologist,  Borrel,  in  1903.  Borrel  felt  that 
there  was  a relationship  between  viruses  and  can- 
cer, but  he  did  no  experimental  work  in  this  area. 
The  discovery  by  Sanarelli  that  myxoma  of  rabbits 
was  caused  by  a virus  happened  at  about  the  same 
time.  Then  Ellerman  and  Bang  identified  a virus 
leukemia  in  chickens  in  1908.  These  lesions  we 
now  know  were  true  cancers,  but  they  were  not 
recognized  as  such  at  that  time  and  investigations 
in  this  area  were  not  pursued. 

Activity  remained  at  a low  ebb  until  Dr.  Peyton 
Rous,  working  at  the  Rockefeller  Institute  in  New 
York  City  in  1909,  examined  a chicken  one  of  the 
local  farmers  brought  in  with  a big  lump  on  one 
of  its  wings.  This  growth  turned  out  to  be  a sar- 


coma. Rous  studied  it  and  found  that  he  could 
transmit  this  sarcoma  from  chicken  to  chicken  by 
means  of  the  cells.  Later,  within  a year  or  two, 
he  found  that  he  could  transmit  this  sarcoma  by 
means  of  a cell-free  filtrate,  which  meant  that  it 
was  caused  by  a virus.  This  work  immediately 
precipitated  a controversy,  because  in  those  days 
viruses  were  not  supposed  to  have  anything  to  do 
with  cancer.  It  was  argued  that  the  tumor  was  not 
a true  sarcoma  if  it  was  caused  by  a virus;  or,  if 
it  was  a sarcoma,  then  the  virus  could  have  noth- 
ing to  do  with  it. 

Peyton  Rous  deserves  tremendous  credit  for  he 
proved  the  viral  nature  of  this  solid  tumor  beyond 
a shadow  of  a doubt.  The  comments  he  made  with 
respect  to  the  relationships  between  cancer  and 
viruses  in  1936  can  hardly  be  stated  better  today. 
Unfortunately,  because  of  the  medical  climate  of 
the  time,  his  discovery  was  given  but  scant  atten- 
tion. It  had  no  effect  on  scientific  thinking  or  on 
research  in  the  laboratory.  It  remained  for  a 
series  of  discoveries  beginning  in  1932  and  some 
later  work  by  Dr.  Rous  gradually  to  alter  this 
climate. 

Dr.  Richard  E.  Shope  at  the  Rockefeller  In- 
stitute found  a tumor  in  rabbits  which  he  proved 
was  caused  by  a virus.  This  is  the  now  famous 
Shope  rabbit  papilloma.  He  also  discovered  at 
about  the  same  time  a fibroma  in  rabbits  that  was 
caused  by  a virus.  Shope  made  an  observation  in 
those  days  that  is  still  intriguing — why  is  there  a 
difference  in  the  reaction  in  a different  genus  to  a 
virus?  Certainly,  genetics  must  enter  this  picture. 
Wild  rabbits  have  lots  of  virus  that  can  be  ob- 
tained by  grinding  up  material  from  them  and 
making  an  extract.  When  injected  into  wild  rab- 
bits it  will  produce  papillomas  that  progress  to 
cancer.  In  the  domestic  rabbit,  the  kind  used  in  the 
laboratory,  the  papillomas  will  develop,  but  when 
ground  up  and  extracted  the  virus  cannot  be 
found.  This  was  a mystery  in  the  mid  30’s,  and, 
of  course,  raised  the  question  of  the  “non-virus 
papilloma”  and  the  “non-virus  cancer.”  In  the 
last  few  years  it  has  been  discovered  that  the  virus 
was  present  all  the  time,  but  in  the  case  of  the 
domestic  rabbit,  it  was  present  in  the  form  of 
naked  nucleic  acid.  The  nucleic  acid  is  there,  but 
the  virus  does  not  mature.  It  does  not  become  in- 
fectious in  the  domestic  rabbit.  In  another  species, 
the  wild  rabbit,  the  virus  matures  and  has  a 
protein  overcoat,  which  enables  one  to  isolate  it 
as  an  infectious  agent.  The  protein  overcoat  also 
makes  it  antigenic  and  thus  recognizable  by  regu- 
lar tests. 
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About  this  time  Baldwin  Lucke,  working  in 
Philadelphia,  discovered  the  famous  kidney  adeno- 
carcinoma that  is  specific  for  the  leopard  frog. 
His  work  indicated  that  the  carcinoma  was  caused 
by  a particular  virus  which  would  cause  this  car- 
cinoma only  in  the  leopard  frog.  When  he  tried 
his  virus  preparations  on  other  kinds  of  frogs, 
nothing  would  happen.  This  strengthened  the  con- 
cept that  a virus  which  will  cause  a cancer  in  one 
genus  may  not  have  any  effect  in  another.  He  fur- 
ther demonstrated  that  this  virus  could  be  intro- 
duced into  the  leopard  frog  in  any  manner  and  it 
would  cause  cancer  only  in  the  kidneys.  His  work 
emphasized  the  idea  of  specificity — that  the  virus 
had  a target  organ  composed  of  a certain  kind  of 
cells.  For  some  reason  or  other,  the  virus  would 
cause  cancer  in  only  those  cells  and  not  in  any 
others.  Yet,  presumably,  it  must  pass  through 
other  cells  in  order  to  get  to  the  kidney.  This  is 
an  intriguing  observation  and  offers  wonderful 
opportunities  for  research. 

About  two  years  later  Dr.  John  Bittner  intro- 
duced another  idea  with  his  “agent”  that  could 
induce  mammary  cancer  in  mice.  For  years  he 
wouldn’t  call  it  a virus.  He  called  it  an  “agent.” 
This  was  an  infectious  agent  which  could  be 
passed  from  mouse  to  mouse  with  the  mother’s 
milk  with  the  result  that  in  their  old  age  the  mice 
would  come  down  with  mammary  cancer.  He 
showed  that  the  susceptibility  could  vary  from 
about  5 per  cent  to  about  95  per  cent  depending 
upon  the  strain  of  mice  used.  In  other  words,  it 
took  more  than  the  virus  to  get  maximum  sus- 
ceptibility. The  genetic  constitution  of  the  host 
influenced  whether  or  not  that  virus  would  multi- 
ply readily.  Dr.  Bittner  also  made  the  important 
discovery  that  there  exists  an  inter-relationship  be- 
tween the  virus  or  the  cancer  and  the  state  of  the 
hormone  stimulation  of  the  host.  In  this  relation- 
ship wide  variations  in  effects  occur  depending  on 
whether  or  not  hormones  are  present.  Before  he 
died,  Dr.  Bittner  agreed  that  his  “agent”  should 
be  called  a virus.  Here  then  is  a susceptibility  to  a 
virus  which  depends  upon  both  the  genetic  back- 
ground of  the  host  and  the  state  of  hormone  stimu- 
lation of  the  host. 

About  this  same  time,  Dr.  Francis  Holmes  of 
the  Rockefeller  Institute,  working  on  pepper 
plants  which  are  susceptible  to  tobacco  mosaic 
virus,  dramatically  showed  that  by  introducing 
one  gene  from  another  kind  of  plant  into  the 
pepper  plant,  the  tobacco  mosaic  virus  would  now 
not  grow  systemically  in  the  plant.  In  other  words, 
the  susceptibility  to  the  virus  was  governed  by  one 


gene  in  that  plant.  This  is  significant  and  medical 
investigators  should  look  into  this  very  thoroughly. 
It  may  have  implications  in  human  cancer. 

Today  human  leukemia  virus  research  is  at  an 
all  time  high.  Dr  Ludwik  Gross,  at  the  Veterans’ 
Hospital  in  the  Bronx  in  New  York  City,  was  the 
first  to  find  a virus  that  would  cause  leukemia  in 
a mouse.  He  showed  that  you  had  to  use  baby 
mice  to  get  the  virus  to  grow.  Shortly  after  that, 
Charlotte  Friend  at  the  Sloan- Kettering  Institute 
in  New  York  City  found  another  leukemia  virus 
in  which  baby  mice  were  not  required,  the  so- 
called  Friend  leukemia  virus,  which  will  grow  in 
adult  mice.  Dr.  Friend  was  able  to  immunize 
animals  against  this  particular  cancer  virus.  In 
other  words,  here  is  an  example  in  which  an  an- 
imal can  be  immunized  against  a cancer  virus.  In 
a cancer-virus  situation  in  which  the  virus  is  a 
naked  nucleic  acid  this  cannot  be  done,  because 
the  protein  is  not  present.  It  is  the  antigenic  ma- 
terial that  is  necessary  to  provide  immunity. 

A fantastic  virus 

When  Dr.  Gross  was  working  with  mouse  leu- 
kemia, he  observed  a growth  in  the  salivary  glands 
of  these  mice  from  which  he  isolated  the  salivary 
gland  virus.  Stewart  and  Eddy  at  the  National  Can- 
cer Institute  re-isolated  this  virus  and  showed  that 
it  would  grow  in  tissue  culture.  They  did  a tre- 
mendous amount  of  work  with  it  and  it  became 
known  as  the  polyoma  virus  because  it  causes 
tumors  in  almost  all  of  the  organs  in  hamsters, 
mice,  and  rats.  It  is  a fantastic  virus.  For  example. 
Dr.  Huebner  has  made  a survey  of  mice  in  the 
tenements  of  New  York  City,  and  found  that  the 
polyoma  virus  was  a normal  passenger  agent  in 
them.  These  mice  rarely  developed  cancer,  but 
they  carried  the  polyoma  virus.  It  could  be  re- 
moved from  these  mice,  and  when  put  into  ham- 
sters or  other  animals  they  would  develop  wide- 
spread cancer.  The  discovery  was  then  made  that 
in  the  hamster  this  virus  seems  to  disappear  as  an 
infectious  agent.  Hamster  cells  can  be  grown  in 
a tissue  culture  for  long  periods  of  time,  and  the 
virus  cannot  be  found  in  active  form.  Dr.  Habel 
at  the  National  Cancer  Institute  showed  by  some 
very  interesting  immunological  studies  that  there 
probably  is  a protein  antigen  associated  with  this 
viral  infection  in  the  cancer  even  though  at  the 
time  the  virus  cannot  be  demonstrated  as  such. 

Interesting  work  in  mouse  leukemia  has  been 
done  by  Dr.  Henry  Kaplan  at  Stanford  University 
School  of  Medicine  and  has  been  corroborated  by 
Ludwik  Gross  and  others.  Dr.  Kaplan  was  able 
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to  grow  a stock  of  mice,  generation  after  genera- 
tion, in  which  the  incidence  of  leukemia  was  very 
low.  When  such  mice  are  given  a low  dose  of 
x-ray,  a large  percentage  of  them  will  develop 
leukemia.  From  the  mice  which  have  developed 
leukemia,  it  is  possible  to  isolate  a virus  which, 
when  put  back  into  non-irradiated  mice,  causes 
them  to  develop  leukemia.  In  this  instance  it  ap- 
pears as  though  the  radiation  has  interacted  with 
something  in  the  cells  of  the  apparently  normal 
mice  to  activate  a leukemia  virus  which  then 
multiplies  very  rapidly  and  causes  leukemia.  To- 
day the  challenge  to  investigators  in  the  cancer- 
virus  field  is  to  devise  ways  and  means  of  proving 
the  existence  of  so-called  hidden  or  latent  viruses 
in  the  animals. 

Cancer  develops  in  thorax  of  hamsters 

Excellent  work  is  being  done  in  the  area  of 
human  virus-cancer  relationships.  Helen  Toolan, 
at  the  Sloan-Kettering  Institute,  worked  with  a 
virus  obtained  from  human  beings  with  cancer, 
which  when  put  into  rats,  caused  mongoloidism. 
Gilbert  Dalldorf  and  associates,  as  well  as  others, 
are  working  with  Burkitt’s  tumor,  and  have  shown 
that  there  is  a virus  involved,  but  again  the  exact 
relationship  has  not  been  determined.  About  five 
years  ago  John  Trentin  of  Texas  deliberately  took 
several  of  the  ordinary  human  viruses  and  put  them 
into  a variety  of  animals  to  see  if,  by  chance,  some 
of  them  might  cause  cancer.  Fortunately,  he  used 
some  of  the  adenoviruses  in  his  early  experiments, 
and  in  particular,  adeno-12.  When  he  put  this 
virus  in  the  thorax  of  hamsters,  they  developed 
cancer.  He  proved  that  this  adenovirus  was  grow- 
ing in  these  tumors,  and  that  it  could  be  passed  on 
to  other  animals,  and  would  cause  cancer.  Thus 
it  appears  beyond  reasonable  doubt  that  an  or- 
dinary human  virus,  such  as  many  of  us  carry  from 
time  to  time  in  our  upper  respiratory  tracts,  can 
cause  cancer  in  hamsters.  But  thus  far,  the  only 
virus  that  has  been  shown  to  produce  tumors  in 
primates  is  a strain  of  Rous  sarcoma  virus. 

It  is  well  known  among  the  medical  profession 
that  the  early  lots  of  the  Salk  vaccine  were  con- 
taminated with  a virus.  It  was  isolated  by  Dr. 
Maurice  Hilleman  and  associates  of  Merck,  Sharp 
& Dohme,  and  was  called  Simian  Virus  40.  This 
contaminating  virus  was  soon  removed  and  all  of 
the  polio  vaccine  that  has  been  produced  since  is 
free  of  Simian  Virus  40.  This  work  was  important 
because  Drs.  Enders  and  Shein  found  that  SV  40 
could  cause  a transformation  of  normal  cells  into 
cancer  cells  in  tissue  culture.  Enders  and  Shein  ex- 


tended this  work  to  the  actual  cells  in  which  SV  40 
is  believed  to  multiply  in  the  normal  human.  It 
was  found  that  many  people  who  had  received  the 
contaminated  polio  vaccine  developed  antibodies 
to  SV  40.  This  virus  is  thought  to  grow  in  the 
cells  of  the  intestines.  When  Dr.  Enders  grew 
normal  human  intestinal  cells  in  tissue  culture  and 
infected  them  with  SV  40,  it  took  quite  a while 
for  the  transformation  into  cancer  cells  to  take 
place,  a matter  of  some  months.  However,  he  did 
get,  in  many  instances,  a transformation  from  a 
normal  human  intestinal  cell  into  a cancer  cell. 
This  had  rather  serious  implications,  because  these 
were  the  cells  in  which  the  virus  was  actually  mul- 
tiplying in  the  people  who  had  received  the  con- 
taminated polio  vaccine.  When  this  was  realized 
widespread  examinations  on  tens  of  thousands  of 
people  were  made  to  see  if  they  were  affected  in 
any  way.  There  is  no  evidence  that  SV  40  caused 
cancer  in  humans.  There  has  been  absolutely  no 
increase  in  incidence  of  cancer  among  the  people 
who  received  the  polio  vaccine  with  the  SV  40 
virus. 

Today  whenever  scientists  search  for  viruses  in 
human  cancers,  they  have  usually  been  able  to 
find  them.  They  have  been  finding  them  at  the 
Sloan-Kettering  Institute,  at  Dr.  James  Grace’s 
laboratory  at  Roswell  Park,  and  many  other 
places.  Dr.  Albert  Sabin  has  a deep  interest 
in  attempts  to  isolate  a virus  from  solid 
tumors.  Other  scientists  believe  that  the  chances 
of  proving  that  a virus  can  cause  cancer  in  humans 
are  best  in  the  field  of  leukemia,  because  so  many 
relationships  already  have  been  demonstrated  in 
chicken  leukemia,  in  mouse  leukemia,  cattle,  etc. 
Dr.  Murphy,  working  on  leukemia  at  Ann  Arbor, 
Michigan  has  isolated  about  half  a dozen  viruses 
from  the  bone  marrow  of  leukemic  patients.  How- 
ever, the  proof  of  the  relationship  between  these 
isolations  and  the  ability  of  the  virus  to  induce 
cancer  in  humans  is  still  lacking.  As  yet  there  is 
no  instance  where  a virus  isolated  from  a human 
solid  cancer  or  from  a person  with  leukemia  has 
been  put  back  into  a person  and  a cancer  de- 
veloped. This  is  of  course  a procedure  that  is  not 
possible  to  do  in  people,  but  we  can  make  use  of 
human  cells  in  tissue  culture.  There  is  one  record 
of  a laboratory  accident  in  which  a technician 
happened  to  inject  a bit  of  cancer  virus  or  po- 
tential cancer  virus  into  the  webbing  of  his  thumb. 
The  virus  multiplied  very  rapidly  and  formed  a 
tumor  which  was  immediately  removed. 

Some  years  ago  it  appeared  that  as  essentially 
basic  scientists  we  might  be  able  to  make  greater 
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contributions  to  the  virus-cancer  problem  by  using 
model  systems  with  which  we  were  most  familiar. 
We  made  a survey  of  the  various  viruses  then 
available  and  decided  to  concentrate  on  Shope’s 
rabbit  papilloma  and  on  the  Rous  sarcoma  virus. 
Dr.  Harry  Rubin  believed  that  you  must  have 
some  means  of  measuring  the  substance  you  have 
under  study,  a position  which  I took  quite  early 
in  my  work  with  tobacco  mosaic  virus.  With  this 
in  mind  he  devised  a titration  technic  for  measur- 
ing accurately  the  Rous  sarcoma  virus.  He  also 
made  use  of  a tissue  culture  method  and  demon- 
strated that  normal  cells  could  be  transformed  into 
malignant  cells  in  tissue  culture  in  48  hours.  These 
cells  are  transformed  in  just  the  same  way  that  it 
is  believed  they  are  transformed  in  the  natural 
host,  the  chicken.  After  transformation  these  cells 
can  be  put  back  into  the  wing  of  the  chicken,  and 
the  chickens  will  then  develop  large  growths  which 
will  eventually  kill  them.  There  is  no  question 
about  this  relationship,  or  about  the  fact  that  the 
virus  does  cause  the  transformation  and  will  cause 
a sarcoma  in  the  living  host. 

Using  the  fluorescent  antibody  technic  Dr.  Peter 
Vogt  showed  that  the  Rous  sarcoma  virus  matures 
at  the  surface  of  the  infected  cell  and  that  it  has 
presumably  gained  some  of  its  antigenicity,  that 
is  to  say,  some  of  its  protein  from  the  host  cell. 
Dr.  Rubin  studied  the  regressions  of  some  of  the 
Rous  sarcomas  and  showed  that  lymphocytes  come 
into  the  tumor  area  and  appear  to  adhere  to  and 
destroy  the  tumor  cells.  He  went  on  to  demon- 
strate that  the  many  leukemia  and  leucosis  viruses 
in  the  chicken  industry  could  be  measured  by 
means  of  their  interference  with  the  Rous  sarcoma 
virus.  This  was  important  work,  as  cancer  in 
chickens  caused  by  these  viruses  causes  large 
losses  of  chickens  which  amount  to  millions  of 
dollars  per  year.  Dr.  Rubin  proved  that  infected 
hens  had  a persistent  viremia,  that  the  virus  was 
always  present  in  their  blood  and  that  they  could 
transmit  the  chicken  leukemia  virus  to  their  prog- 
eny through  the  egg.  This  was  a strictly  maternal 
transmission.  The  rooster  could  not  transmit  the 
virus.  He  inferred  from  this  that  it  was  not  as- 
sociated with  the  chromosomes,  but  was  probably 
in  the  cytoplasm. 

Perhaps  the  most  important  discovery  in  the 
virus  field  in  the  last  two  or  three  years  was  the 
discovery  of  what  Dr.  Rubin  calls  the  defective 
nature  of  the  Bryan  strain  of  Rous  sarcoma  virus. 
In  using  his  newly  developed  method  of  titrating 
viruses,  in  which  he  grows  the  virus  on  chick  fibro- 
blasts in  tissue  culture,  Dr.  Rubin  found  that  some 


batches  of  chick  fibroblasts  from  certain  chick 
embryos  would  not  support  the  growth  of  the 
Bryan  strain  of  Rous  sarcoma  virus.  They  seemed 
to  resist  it  and  would  not  make  what  are  com- 
monly called  “plaques.”  With  help  of  a com- 
mercial organization  in  the  chicken  industry,  he 
found  that  there  were  certain  lots  of  embryos  that 
had  this  resistance.  He  initially  called  it  a re- 
sistance inducing  factor,  or  RIF.  He  later  de- 
termined that  RIF  was  really  a virus  and  that 
some  of  the  chickens  were  already  infected  with  a 
virus  that  he  did  not  know  was  there.  For  years 
many  investigators  had  been  working  with  this 
strain  of  Rous  sarcoma  virus  and  believed  it  to  be 
a single  virus,  but  Rubin  found  that  it  had  a virus 
with  it  which  was  similar  to  the  resistance  induc- 
ing factor  found  in  certain  of  the  chick  embryos. 
When  this  virus  joined  forces  with  the  Rous  virus 
is  not  known.  However  the  fact  that  it  exists  today 
was  determined  by  means  of  the  separation  of  the 
two  viruses  by  end  point  dilution.  When  the  Bryan 
strain  of  the  Rous  virus,  which  will  cause  the  trans- 
formation of  normal  cells  into  malignant  cells  and 
yield  infectious  virus,  was  diluted  sufficiently,  an- 
other virus  was  isolated.  It  was  similar  to  the  RIF 
virus.  Dr.  Rubin  was  able  to  show  that  the  second 
virus  existed  in  ten  times  higher  concentration  than 
the  Rous  sarcoma  virus  itself.  By  separating  the 
two  viruses  he  was  certain  that  he  now  had  the 
pure  Rous  sarcoma  virus  without  a contaminating 
virus.  When  it  was  put  into  cells,  the  transforma- 
tion from  normal  cells  into  cancer  cells  occurred 
in  about  48  hours.  When  he  and  Dr.  Hanafusa 
tried  to  measure  the  virus  being  made  in  those 
cells,  they  could  not  find  it.  It  had  disappeared. 
They  did  this  repeatedly,  growing  cells,  infecting 
them  with  the  virus,  seeing  the  change  to  cancer 
cells,  but  the  virus  could  not  be  found  at  the  end 
of  the  transformation.  This  confirmed  their  im- 
pression that  the  strain  of  infectious  Rous  virus 
with  which  they  were  working  was  a combination 
of  viruses.  When  Dr.  Rubin  and  Dr.  Hanafusa 
added  the  virus  that  had  been  separated  out,  now 
called  the  “helper”  virus,  to  the  cancer  cells  that 
had  been  growing  for  months  with  no  demon- 
strable virus  at  all,  the  “helper”  virus  multiplied 
and  at  the  same  time  infectious  Rous  sarcoma 
virus  was  produced  once  again.  Something  had 
been  brought  out  in  these  cancer  cells,  something 
that  had  been  latent  for  months  in  the  cells  they 
had  been  growing.  This  something  must  have  been 
the  nucleic  acid  part  of  the  Rous  sarcoma  virus 
which,  with  the  information  for  making  the  pro- 
tein overcoat  to  put  around  that  nucleic  acid 
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which  was  introduced  with  the  “helper”  virus, 
made  it  possible  to  produce  mature  Rous  sarcoma 
virus.  This  is  of  course  the  infectious  virus  that 
can  spread  from  chicken  to  chicken.  This  all 
means  that  the  Bryan  strain  of  Rous  virus  by  it- 
self is  a defective  virus.  It  has  information  that 
enables  it  to  transform  a normal  cell  into  a ma- 
lignant cell  and  for  making  the  viral  nucleic  acid, 
and  thus  replicates  of  the  viral  nucleic  acid  are 
made  each  time  the  cell  divides,  but  no  infectious 
virus  is  produced.  It  lacks  the  information  for 
making  a certain  protein  that  is  necessary  to  coat 
the  nucleic  acid.  The  “helper”  virus  carries  infor- 
mation for  making  the  protein  overcoat  that  gives 
it  the  immunological  properties  which  the  Rous 
virus  nucleic  acid  lacks. 

Fascinating  problems  for  continued  research 

What  are  the  implications  for  human  cancer? 
The  early  work  with  Shope  rabbit  papilloma,  the 
discovery  some  years  ago  of  infectious  nucleic 
acids,  and  this  recent  work  of  Dr.  Rubin’s  may 
well  provide  an  explanation  as  to  why  scientists 
have  not  been  able  to  isolate  viruses  from  human 
cancer.  Human  cancer  might  be  caused  by  in- 
fectious nucleic  acids  which  are  not  being  made 
into  a mature  and  infectious  virus.  If  this  should 
be  the  case,  it  would  be  possible  to  grow  human 
cancer  in  tissue  cultures  and  add  to  them  a variety 
of  “helper”  viruses  a la  Dr.  Rubin  with  the  Rous 
sarcoma  cells.  In  this  way  something  might  be  dis- 
covered that  would  activate  the  viral  nucleic  acids 
that  might  be  present  in  the  human  cancer  cells 
in  tissue  culture.  Actually,  work  of  this  nature  is 
being  done,  but  it  is  too  soon  to  evaluate  the  re- 
sults. 

This  introduces  a new  idea  into  human  virus- 
cancer  research.  If  we  should  have  human  can- 
cers caused  by  naked  nucleic  acids,  we  could  not 
immunize  against  them  by  the  usual  techniques 
because  of  the  very  low  antigenicity  of  nucleic 
acid.  This  is  one  reason  why  I have  always  favored 
Sidney  Farber  and  his  great  interest  in  the  chemo- 
therapy program  in  this  country.  When  about  a 
million  dollars  was  being  spent  on  virus-cancer 
research,  the  chemotherapy  program  was  con- 
suming about  ten  or  fifteen  million  dollars.  The 
money  has  been  well  spent,  however,  because 
much  of  it  has  been  directed  in  the  area  of  purine 
and  pyrimidine  analogue  research,  and  these  are 
the  building  blocks  of  the  nucleic  acids.  I think 
this  may  be  one  of  the  approaches  that  will  have 
to  be  followed  in  the  future  if  some  of  the  human 
cancers  turn  out  to  be  caused  by  these  naked 


nucleic  acids.  I do  not  believe  that  all  of  them  will 
be  this  kind.  Neither  do  I believe  that  all  human 
cancers  are  necessarily  caused  by  viruses.  As  I 
have  indicated,  I think  there  are  many  inter-re- 
lationships to  work  out,  but  most  of  them  will 
come  back  to  the  nucleic  acids — whether  it  is  the 
ordinary  genetic  nucleic  acid  represented  in  our 
chromosomes  and  aberrations  of  that  nucleic  acid 
caused  by  viruses,  radiation  or  chemical  mu- 
tagens, or  whether  it  is  viral  nucleic  acids  that  we 
have  in  our  bodies  multiplying  in  the  cytoplasm  or 
nuclei  of  our  cells. 

As  an  approach  to  the  serious  problems  in  human 
cancer,  we  may  do  well  to  devote  much  time  to  a 
detailed  study  of  selected  model  systems,  for  here 
we  already  encounter  real  problems.  For  example, 
consider  the  non-producer  cell  containing  the  or- 
dinary Rous  sarcoma  virus  without  the  helper 
virus.  It  is  known  that  that  cell  has  been  trans- 
formed from  a normal  cell  to  a cancer  cell  be- 
cause of  a little  bit  of  nucleic  acid.  What  is  not 
known  is  where  that  nucleic  acid  is  in  the  cell.  It 
is  not  known  whether  it  is  in  the  cytoplasm,  or, 
as  in  the  case  of  some  of  the  bacterial  viruses,  if 
the  nucleic  acid  goes  to  a particular  spot  on  a 
particular  chromosome  and  there  lives  and  multi- 
plies as  genetic  material  lives  and  multiplies.  It  is 
not  known  whether  there  is  one  molecule  of  this 
viral  nucleic  acid  per  cell,  or  hundreds.  However 
technics  are  now  being  developed  whereby  it 
should  be  possible  to  detect  a few  foreign  nucleic 
acids  in  cells,  hence  this  problem  may  be  solved 
before  long.  This  may  be  done  by  using  the  new 
technic  by  means  of  which  the  viral  nucleic  acid 
molecules  of  the  cell  are  hybridized  with  known 
nucleic  acids. 

These  are  fascinating  problems.  Part  of  them 
have  to  do  directly  with  the  cancer  problem. 
Many  of  them  have  to  do  with  wider  problems  in 
medical  research,  such  as  mental  retardation, 
where  there  may  have  been  a mistake  in  the  trans- 
fer of  information  by  the  nucleic  acid.  I suspect 
that  at  times  similar  changes  may  occur  that  could 
cause  cancer  and  have  nothing  to  do  with  viruses 
in  the  usual  sense.  The  basic  change,  I think,  is 
the  same — a change  in  our  own  nucleic  acid — a 
change  induced  by  virtue  of  a viral  nucleic  acid 
coming  in  from  outside,  a change  caused  by  radia- 
tion, or  a change  caused  by  a chemical  mutagen. 
The  cancer  problem  is  part  of  a tremendously 
larger  problem,  which  in  the  final  analysis  has  to 
do  with  life  itself,  with  the  nature  of  the  transfer 
of  information  from  parent  to  progeny,  and  with 
the  control  of  the  expression  of  that  information.  • 
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Hereditary  multiple  exostosis 

R.  R.  Anderson,  MD  and  W.  Kemp  Absher,  MD,  Pueblo,  Colorado 


The  authors  have  traced  an  unusual 
hereditary  bone  disease  through  three 
generations. 

For  hundreds  of  years  several  bone  diseases 
have  been  known  to  be  congenital.  As  the  years 
have  gone  by,  interest  in  congenital  and  genetic 
implications  in  all  diseases  has  increased.  Heredi- 
tary multiple  exostosis  is  an  hereditary  disease  oc- 
casionally encountered.  In  some  cases  it  has  been 
possible  to  find  occurrence  of  this  bone  anomaly 
in  several  members  of  the  same  family. 

Several  years  ago  such  a family  was  brought 
to  our  attention.  A widow  brought  her  teen-age 
daughter  in  for  an  x-ray  consultation  because  the 
daughter  had  large,  hard,  nodular  growths  about 
each  knee.  X-rays  revealed  that  the  hard  masses 
around  the  knees  were  hereditary  multiple 
exostoses.  Further  x-rays  revealed  that  several 
other  bones  were  involved  by  similar  tumors.  They 
were,  in  some  cases,  pedunculated  bony  masses 
arising  from  the  cortices  of  normal-looking  bones. 
Some  tumors  ended  in  a bulbous  cartilage  covered 
tip.  Others  were  rather  flat  and  broad.  In  all  the 
lesions,  the  bone  looked  benign  and  showed  the 
usual  roentgen  findings  of  normal  bone. 

After  explaining  the  lesions  to  the  mother,  she 
stated  that  she  had  always  had  similar  trouble. 
X-rays  of  her  skeletal  system  revealed  similar 
lesions.  She  did  not  know  the  cause  of  her  hus- 
band’s death,  but  did  say  he  had  had  peculiar 
bumps  around  his  knees.  She  had  seven  other 
daughters  and  these  were  brought  in  for  surveys. 
All  had  lesions  similar  to  that  noted  in  their 
mother  and  sister.  Some  of  the  girls  had  no 
palpable  tumors  but  x-rays  revealed  small,  flat 
lesions  representing  hereditary  multiple  exostosis. 

Two  of  these  cases  came  to  surgery  for  cos- 
metic reasons.  These  seemed  to  arise  in  relation 
to  sites  of  bone  growth  as  epiphyseal  cartilage 
plates.  Growths  removed  were  all  from  around 
the  knees,  although  x-rays  showed  small  lesions 
of  the  hands  and  ribs  and  other  bones.  Skull 

* From  the  Department  of  Radiology,  Colorado  State  Hospital, 
Pueblo,  Colorado. 


x-rays  were  all  negative  in  these  cases.  Micro- 
scopic pathology  revealed  a cartilaginous  surface, 
hyaline  in  type.  On  the  intersurface  of  the  carti- 
lage there  was  a great  deal  of  growth  activity. 
Deep  to  the  involved  areas,  the  pathologists  noted 
the  usual  transition  into  normal  bone.  The  peri- 
osteum seemed  to  continue  from  normal  bone 
over  these  tumors.  In  some  sections  there  was 
focal  cartilaginous  metaplasia  which  was  noted 
in  the  cellular  cambium-like  layer  of  the  peri- 
osteum. In  some  sections  where  the  x-ray  revealed 
calcified  material,  the  pathologists  found  necrotic 
calcified  cartilage. 

As  the  years  went  by,  these  girls  grew  up  and 
married  and  had  children  of  their  own.  An  at- 
tempt was  made  to  locate  members  of  this  genera- 
tion to  obtain  surveys.  A very  high  percentage  of 
this  new  generation  revealed  the  congenital, 
hereditary  exostoses.  It  was  impossible  to  x-ray 
(Continued  on  page  53) 
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Rehabilitation  of  stroke  victims* 

Dynamic  approach  during  the  initial  hospitalization 

Freeman  P.  Fountain,  MD,  Albuquerque,  New  Mexico 


Rehabilitation  of  stroke  victims  is  far  from 
hopeless.  The  general  hospital  is  where 
rehabilitation  should  begin.  Principles  of 
physical  management  are  described. 

Most  of  the  medical  profession  are  recognizing 
the  importance  of  rehabilitation  as  an  integral  part 
of  medical  care  of  the  patient.  Until  recently  re- 
habilitation was  relegated  to  the  realms  of  social 
work  and  vocational  training  but  not  of  medical 
treatment.  This  was  particularly  true  in  the  re- 
habilitation of  victims  of  strokes.  The  attending 
physician  would  instruct  the  family  of  such  a vic- 
tim: “There  is  nothing  I can  do  for  a stroke.  It 
is  not  a medical  problem.  If  complications  de- 
velop, call  me.  If  he  gets  pneumonia,  call  me.” 
Although  there  are  still  some  physicians  who  are 
unfamiliar  with  the  objectives  and  procedures  of 
rehabilitation,  this  attitude  is  being  rapidly  re- 
versed. Physicians  are  recognizing  that  medical 
care  includes  retraining  the  physicially  handi- 
capped person  to  be  as  self-sustaining  and  inde- 
pendent as  possible.  He  should  be  able  to  care  for 
his  daily  needs,  use  ordinary  toilet  facilities,  walk, 
use  normal  methods  of  transportation,  apply  and 
remove  his  own  braces,  and  communicate  either 
orally  or  in  writing.  Younger  patients  frequently 
can  be  rehabilitated  to  be  vocationally  self-sus- 
taining. The  personal,  vocational,  and  social  suc- 
cess of  the  handicapped  person  is  dependent  upon 
this  retraining. 

The  basic  philosophy  of  rehabilitation  is  that 
the  doctor’s  responsibility  to  the  patient  does  not 
end  with  the  successful  treatment  of  the  acute  ill- 
ness, or  with  completion  of  surgery.  The  patient 
should  be  retrained  to  his  greatest  functional  ca- 


*  This  paper  was  presented  at  the  New  Mexico  Conference 
for  Postgraduate  Education  in  Psychiatry  and  Neurology, 
Clovis,  New  Mexico,  August  1,  1964. 

From  the  department  of  Physical  Medicine,  Lovelace  Clinic 
and  the  Bataan  Memorial  Methodist  Hospital  Rehabilitation 
Center,  Albuquerque,  New  Mexico. 


pacity  and  taught  to  live  with  his  residual  dis- 
abilities. The  doctor  must  include  a rehabilitation 
program  as  part  of  his  medical  services. 

Rehabilitation  to  the  point  of  self  care  or  of 
limited  or  even  full  employment  is  possible  for 
many  of  the  chronically  ill  patients  who  have  been 
hospitalized  for  a long  period  of  time.  Chronically 
ill  patients  are  overcrowding  available  hospitals. 
However,  few  hospitals  provide  comprehensive 
rehabilitation  services  which  will  shorten  the  hos- 
pital stay  of  many  of  these  patients. 

Several  “Rehabilitation  Centers”  have  been 
established  throughout  the  United  States  in  re- 
cent years.1  These  centers  are  usually  non-profit 
institutions  which  have  no  direct  affiliation  with 
hospitals.  They  are  oriented  to  serve  all  physicians 
and  all  hospitals.  Independent  rehabilitation  cen- 
ters provide  a valuable  and  needed  service  within 
the  community.  Other  centers  have  been  estab- 
lished as  an  integral  part  of  a hospital  or  medical 
center.  If  significant  rehabilitation  is  to  be  accom- 
plished, there  must  be  an  expansion  of  these  ser- 
vices in  general  hospitals.  The  practicing  physician 
relies  upon  the  general  hospitals  for  the  care  of 
his  patients.  Furthermore,  such  services  can  be 
brought  to  the  patient  earlier  in  the  illness  within 
the  general  hospitals.  Treatment  as  early  as  possi- 
ble minimizes  costly  and  damaging  physical,  emo- 
tional, social  and  vocational  sequelae  of  acute  dis- 
ease processes.  By  having  a service  of  rehabilita- 
tion as  a part  of  the  hospital,  a dynamic  approach 
to  therapy  can  be  taken  early  in  the  illness,  before 
the  depressive  psychological  impact  of  the  pa- 
tient’s catastrophe  becomes  apparent,  thus  mini- 
mizing the  inevitable  mental  depression  and  period 
of  self  pity. 

Absence  of  rehabilitation  services  within  the 
general  hospitals  leads  to  the  continued  deteriora- 
tion of  many  less  severely  disabled  persons  to  the 
state  of  severe  disability  and  total  dependency.  It 
is  more  costly  to  ignore  disability  than  to  institute 
early  aggressive  rehabilitation  programs,  which 
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restore  the  individual  to  the  highest  possible  level 
of  self  sufficiency.  Ninety  per  cent  of  all  hemi- 
plegics  can  be  taught  ambulation,  self  care,  and 
urinary  and  fecal  continence  under  planned  re- 
habilitation. Thirty  per  cent  can  be  vocationally 
retrained.  The  hemiplegic  is  far  from  a lost  cause.2 

Objectives 

The  objectives  of  a program  of  rehabilitation 
for  the  hemiplegic  patients  are: 

1.  To  prevent  deformities. 

2.  To  treat  deformities  if  they  are  present. 

3.  To  retrain  the  patient  in  ambulation. 

4.  To  teach  the  patient  to  perform  the  activities 
of  daily  living  and  to  work  with  the  unaffected 
extremities. 

5.  To  retrain  the  affected  extremities  to  the 
maximum  capacity. 

6.  To  treat  facial  paralysis  and  speech  disability 
if  present. 

Treatment  should  be  instituted  as  soon  as  pos- 
sible. In  the  majority  of  cases  it  can  be  started 
within  the  first  week  following  the  stroke.  There 
are  but  a few  medical  contra-indications  to  early 
treatment  in  most  cases. 

Many  of  the  crippling  deformities  seen  in  these 
patients  can  be  avoided  by  early  adequate  treat- 
ment. Passive  movement  of  the  involved  extremi- 
ties is  particularly  important  to  prevent  contrac- 
tures. The  common  occurrence  of  contractures 
about  the  shoulder  joint,  the  so-called  “frozen 
shoulder,”  can  be  avoided.  Ankylosing  flexion  de- 
formities of  the  wrist,  fingers,  and  knees  as  well  as 
the  externally  rotated  hip  and  “dropped  foot”  can 
also  be  prevented  by  early  treatment. 

Importance  of  positioning  in  bed  early  in  the 
course  of  treatment  cannot  be  over-stressed.  Flex- 
ion contractures  will  develop  rapidly  if  pillows  or 
blanket  rolls  are  placed  under  the  knees  or  hips. 
The  physical  therapist  faces  almost  unsurmount- 
able  problems  in  teaching  the  patient  to  walk  in 
whom  severe  flexion  contractures  of  the  hips  and 
knees  have  developed.  A foot  drop  deformity  can 
be  prevented  by  the  use  of  a foot  board.  A bed 
cradle  and  a firm,  flat  pillow  against  the  soles  of 
the  feet  may  be  equally  as  effective.  Properly 
placed  sand  bags  or  pillows  prevent  external  rota- 
tion of  the  involved  extremity.  The  hemiplegic 
limbs  should  be  passively  stretched  through  the 
full  range  of  motion  at  least  once  a day.  If  a 
physical  therapist  is  not  available,  this  should  be 
done  by  a nurse  or  member  of  the  patient’s  family. 

As  soon  as  medically  feasible,  the  patient 


should  be  encouraged  to  sit  on  the  side  of  the 
bed.  A foot-stool  under  the  patient’s  feet  when  he 
is  sitting  on  the  edge  of  the  bed  re-establishes  the 
orientation  of  a solid  surface.  Getting  the  patient 
out  of  bed  and  moving  about  actively  is  highly 
desirable.  An  overhead  trapeze  encourages  the 
patient  to  experience  early  self  care  and  a certain 
amount  of  independence  in  getting  in  and  out  of 
bed.  A grab  bar  placed  near  the  toilet  or  in  the 
shower  provides  security  and  enables  the  patient 
to  help  himself. 

Gait  instruction 

In  addition  to  re-education  and  retraining  of 
movement,  the  patient  should  receive  intensive 
gait  instruction.  It  is  important  for  the  patient  to 
wear  shoes  (old  shoes  are  best).  The  large  ma- 
jority of  hemiplegic  patients  can  be  taught  to  walk 
independently.  A hemiplegic  patient  may  need  the 
protection  of  parallel  bars  during  the  initial  stage 
of  ambulation  training.  At  this  time  a hemiplegic 
usually  leans  towards  his  involved  side  and  back- 
ward. By  holding  on  to  one  of  the  bars  he  is  able 
to  keep  himself  upright.  At  this  stage  of  training, 
walking  is  actually  a process  of  the  patient’s  pull- 
ing himself  forward,  step  by  step,  along  the  rail.3 
The  patient  has  confidence  in  the  parallel  bars, 
and  the  correct  gait  pattern  is  taught.  Walking 
between  parallel  bars  is  mastered  before  graduat- 
ing to  the  use  of  a cane.  After  the  patient  is  able 
to  ambulate  with  the  use  of  a cane,  he  is  taught 
to  climb  stairs.  The  rule  is  for  him  to  go  up  stairs 
with  the  strong  foot  first  then  to  bring  the  weak 
foot  up  to  the  same  step.  A hand  rail  is  used  so 
that  the  patient  can  assist  himself.  The  patient 
descends  stairs  by  advancing  the  weak  foot  to  the 
next  step  while  bending  the  strong  knee.  Going 
up  and  down  curbs  uses  the  same  methods;  how- 
ever, the  patient  assists  himself  with  a cane  in- 
stead of  the  rail. 

Braces  may  be  necessary  if  the  leg  muscles  are 
weak.  We  frequently  use  a temporary  splint  to 
keep  the  knee  from  “buckling”  during  the  early 
phase  of  training.  Foot  drop  interferes  with  am- 
bulation. When  this  is  present,  a short  leg  brace 
is  employed  with  a 90°  stop  at  the  ankle. 

Pulley  exercises  are  of  great  value  in  the  treat- 
ment of  the  hemiplegic  patient.4  They  offer  recip- 
rocal motion  which  is  valuable  in  relearning. 
These  exercises  also  permit  adequate  stretching  of 
tightened  muscles  and  contractures  of  the  shoul- 
der. Since  the  movement  is  actively  initiated  by  the 
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patient,  he  does  not  fear  the  pain  of  passive 
stretching  done  by  someone  else.  A pulley  is  at- 
tached to  a doorway.  While  the  patient  sits  in  a 
chair  directly  under  the  pulley,  the  weak  hand 
either  grabs  a handle  or  is  fastened  to  one  end  of 
a rope  which  passes  over  the  pulley.  The  patient 
then  pulls  the  other  end  or  handle  with  his  un- 
affected hand. 

Function  of  the  hand  is  the  last  to  return  and 
may  be  difficult  or  impossible  to  attain.  Marked 
spasticity  may  require  splinting  of  the  hand  and 
wrist  to  prevent  contractures.  The  splints  may  be 
improvised  from  padded  wood,  plastics,  plaster, 
or  similar  materials.  All  joints  of  the  involved 
hand  must  be  passively  stretched  daily  until  ade- 
quate function  returns.  As  hand  function  im- 
proves, exercises  should  be  graduated  from  coarse 
movements  to  activities  requiring  finer  and  more 
coordinated  action.  Functional  occupational  ther- 
apy with  arts  and  crafts  is  helpful  in  developing 
the  finer  movements. 

Activities  of  daily  living  must  be  taught  and 
supervised.  The  patient  is  taught  to  dress,  feed 
himself,  and  take  care  of  toilet  functions.  Atten- 
tion to  such  details  reduces  frustration  and  creates 
independence,  thereby  building  up  morale.  Usu- 
ally the  patients  are  anxious  to  become  inde- 
pendent and  to  care  for  themselves.  As  the  patient 
becomes  more  self-sustaining,  other  members  of 
the  family  are  relieved  of  unnecessary  nursing 
care.  As  the  patient  becomes  more  independent 
in  his  daily  activities,  he  can  be  left  alone  for 
varying  lengths  of  time  and  even  do  some  light 
housekeeping.  The  person  responsible  for  his 
nursing  care  may  accept  responsibilities  outside 
the  home  and  even  act  as  the  breadwinner  of  the 
family. 

Speech  retraining  should  start  early  and  may 
require  a trained  speech  therapist.  A slight  motor 


or  expressive  aphasia  will,  as  a rule,  improve  as 
general  function  of  arm  and  leg  returns. 

Patients  in  the  younger  age  group  and  the  em- 
ployable older  group  require  additional  assistance. 
Other  factors  must  be  coordinated  into  a realistic 
vocational  goal.  Agencies  such  as  the  State  Divi- 
sion of  Rehabilitation  Services  should  be  con- 
tacted to  assist  in  treatment  or  rehabilitation  of 
patients  with  a vocational  potential.  Rehabilita- 
tion counselors  are  able  to  give  tests  to  determine 
the  type  of  employment  for  which  the  patient  is 
best  suited.  For  example,  if  the  patient  did  not 
regain  full  use  of  his  affected  arm  and  his  former 
employment  required  bilateral  activities  of  arms 
and  hands,  he  should  be  trained  in  a new  voca- 
tion where  only  the  good  arm  and  hand  would  be 
necessary. 

Summary 

Physicians  caring  for  stroke  victims  are  recog- 
nizing that  medical  care  includes  rehabilitation. 
Rehabilitation  can  be  brought  to  the  patient  at  the 
earliest  possible  time  if  the  general  hospital  has  a 
rehabilitation  service.  Maximum  benefit  to  such  a 
patient  is  attained  if  well  programmed  retraining 
and  rehabilitation  are  instituted  early  in  the  illness. 
The  economic  advantage  to  the  patient,  his  family, 
and  the  community  is  much  greater  than  the  actual 
cost  of  rehabilitation.  Basic  objectives  and  meth- 
ods are  presented  for  establishing  optimum  reha- 
bilitating of  the  disabled  patient.  • 
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Chest  Physicians  Resident  Loan  Fund 

The  American  College  of  Chest  Physicians  offers  loans  to  resident  physicians  in  the  United 
States  and  Canada  to  assist  them  in  completing  their  residencies  in  cardiovascular  and  pulmo- 
nary diseases.  The  Resident  Loan  Fund  was  established  by  the  Board  of  Regents  of  the  Col- 
lege. Acceptable  residents  may  borrow  up  to  $3,000.00  at  3 per  cent  interest.  These  loans  are 
available  to  both  medical  and  surgical  residents  in  approved  hospitals. 

Application  forms  may  be  secured  by  writing  to  the  Committee  on  Resident  Loan  Fund, 
American  College  of  Chest  Physicians,  112  East  Chestnut  Street,  Chicago,  Illinois  60611. 
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A bridge  across  vigor  mortis 

Joseph  Butterfield,  MD,  Denver® 


“Medicine  arose  out  of  the  primal  sympathy  of 
man  with  man — out  of  the  desire  to  help  them  in 
sorrow,  need  and  sickness.” 

These  immortal  words  of  Sir  William  Osier 
have  come  to  rest  in  granite.  In  his  farewell  ad- 
dress to  the  medical  profession,  he  made  a plea 
for  unity,  for  peace,  and  for  concord;  he  spoke  of 
the  universality  of  medicine,  of  the  enemy  that  is 
apathy,  and  of  the  need  for  community  of  inter- 
ests. Today,  my  plea  is  for  a bridge  across  the 
narrows  of  self-interest,  over  the  swamp  of  apa- 
thetic thinking,  above  the  islands  of  status  quo.  I 
firmly  believe  that  this  society  should  recognize 
one  of  our  major  needs — a bridge  to  the  future 
which  can  be  built  more  soundly  with  the  timbers 
of  tradition  than  from  the  clay  of  vigor  mortis. 

The  word  doctor  literally  means  “teacher.” 
Two  of  the  dearest  traditions  in  medicine  are  the 
privilege  of  treating  a colleague,  with  his  well 
being  as  the  only  remuneration,  and  of  teaching 
those  who  will  follow  us  to  become,  in  time,  our 
physicians.  There  is  a need  for  tithing  our  teach- 
ing time  with  consideration  not  only  for  the  intern 
at  our  side  in  surgery  but  also  for  the  nurse  who 
watches  our  newborns  by  night.  Each  of  us  can 
give  more  than  we  have  given.  Each  of  us  will  re- 
ceive more  than  we  would  have  expected,  and  our 
patient  is  the  ultimate  beneficiary. 

Faculty-student  relations 

The  preceptoral  method  of  teaching  has  dwin- 
dled to  a mere  token  in  modern  educational  pro- 
grams. Today,  the  medical  student  is  almost  be- 
yond reach,  on  an  island  of  structured  learning 
where  the  basic  scientists  first  shape  their  eager 
minds  before  passing  them  on  to  the  clinical  spe- 
cialties which  then  have  two  years  to  lure  the 
better  students  away  from  the  early  dedications 
that  guided  them  into  medicine. 

Except  for  fleeting  passes  in  the  hospital  halls 
or  in  the  turmoil  of  ward  rounds  and  conferences, 
the  practicing  physician  has  few  opportunities  to 
talk  to  the  student  about  the  broad  perspectives 

* Denver  Medical  Society,  11th  Annual  Essay  Contest — 1964, 
Second  Prize  Winner. 

Reprinted  from  the  Denver  Medical  Bulletin,  January,  1965. 


of  medical  practice  and  the  needs  of  the  times.  In 
past  years  there  was  some  social  and  intellectual 
interchange  in  the  few  fraternities  on  the  medical 
campus,  but  this  influence  has  faded  as  the  marital 
status  of  the  student  body  has  changed.  There 
must  be  some  means  of  increasing  the  hours  of 
contact  between  the  physician  in  active  practice 
and  the  medical  student. 

As  a partial  answer  to  the  need,  physicians  on 
the  volunteer  faculty  have  some  opportunity  to 
get  to  know  the  students  and  help  train  them  as 
attending  physicians  on  the  ward  or  in  the  clinic. 

Role  of  the  medical  society 

Our  senior  physicians  might  consider  inviting 
small  groups  of  students  to  their  homes.  Unfor- 
tunately, the  rare  opportunity  of  sitting  at  the 
fireside  of  one  of  the  pioneer  surgeons  of  the  West, 
or  to  listen  to  a pediatrician  who  knew  the  im- 
mortals of  his  field  has  been  lost  as  it  has  evolved 
into  a crusty  concept  in  the  minds  of  both  the 
young  and  the  old.  In  their  lifetimes,  the  deans 
of  medical  practice  have  accumulated  timeless  ex- 
periences which  should  be  shared  by  the  young. 
Those  who  are  nourished  from  an  intellectual 
table  that  has  more  plastic  and  less  crystal,  more 
paper  and  less  lace,  must  have  an  occasional 
glimpse  of  the  past  if  they  are  to  savor  the  present 
and  thirst  of  equanimity  in  their  own  future. 

Our  medical  society  may  consider  the  wisdom 
of  a welcome  for  the  new  student,  who  is  fairly 
bewildered  when  he  finally  reaches  medical  school. 
The  student  who  learns  some  of  the  history  of  his 
school  is  a better  candidate  as  a future  loyal 
friend  of  his  alma  mater  than  those  who  never 
know  of  her  youth.  Who  is  better  qualified  on  this 
subject  than  those  who  were  there,  those  who 
have  helped  their  school  reach  maturity? 

Our  medical  society  might  be  interested  in 
more  frequent  formal  dinner  meetings  with  a class 
of  medical  students.  It  seems  appropriate  that 
medicine,  a universal  profession,  should  support 
and  encourage  dignity  in  its  fledgling  physicians. 

( Continued  on  page  40) 
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Hookworm  infection  in  Colorado 


Walter  H.  Oppenheim,  MD,  Denver 


When  a patient  complains  of  hives  the  physi- 
cian should  include  in  his  differential  diagnosis 
an  infection  caused  by  intestinal  parasites.  Be- 
cause hookworm  infestation  has  not  been  com- 
monly seen  in  this  area  I report  the  course  of  a 
patient  recently  seen  with  this  infection  and  his 
response  to  treatment. 

Case  Report 

A four-year-old  white  boy  came  to  the  office  Jan. 
28,  1965,  complaining  of  itching  in  association  with 
a generalized  maculo-papular-urticarial  rash.  His 
rash  initially  began  as  an  area  of  edema  over  the 
dorsum  of  his  left  hand  a day  prior  to  being  seen. 
One  week  prior  to  the  appearance  of  this  swelling 
and  rash  he  had  had  an  episode  of  greenish  diarrhea. 
He  had  another  bout  of  greenish  diarrhea  on  the  first 
day  of  the  eruption.  Other  than  these  findings  his 
general  health  had  been  good  and  his  mother  recalled 
no  chills,  fever,  nausea  or  emesis. 

This  boy  has  lived  in  Colorado  since  his  birth  but 
did  say  that  he  had  spent  his  vacation  in  August, 
1964,  in  Oklahoma.  There  he  had  played  barefoot 
with  a hose  on  a number  of  days.  His  mother  stated 
that  in  the  past  six  weeks  a relative  from  Oklahoma 
visited  him  here  in  Colorado.  This  boy  has  a large 
sandpile  in  his  backyard  at  home  and  said  he  had 
played  many  days  last  fall  in  this  sandpile. 

On  his  initial  visit  I thought  his  eruption  was  a 
generalized  allergic  reaction  possibly  caused  by  an 
insect  bite  and  treated  him  with  intramuscular 
ACTH,  an  oral  antihistamine  and  a steroid  elixir.  He 
obtained  symptomatic  relief  from  this  treatment  only 
to  have  his  hives  recur  in  a cyclic  fashion  a few  days 
later  despite  treatment.  On  his  second  visit  I ob- 
tained a fresh  stool  specimen  and  the  laboratory  pre- 
pared four  slides  for  ova  and  parasites.  All  of  the 
slides  revealed  numerous  hookworm  ova  identified  by 
several  technicians  in  the  laboratory  as  Necator 
Americanus.  Blood  count  findings  on  this  visit 
showed:  Hb.  12.2,  Hct.  37.0  per  cent,  WBC  13,800; 
Differential:  Neutrophils  79,  Lymphs  19,  Eosinophils 
1.  A peripheral  blood  smear  revealed  toxic  granu- 
locytes. 

Treatment  was  then  begun  with  crystoid  capsules 
(hexylresorcinol)  based  on  his  age  and  weight. 
Carbon  tetrachloride  was  rejected  as  a treatment  on 
the  basis  of  reports  of  liver  toxicity  following  its 
use  in  hookworm  infection.  Tetrachloroethylene  is  a 
favorite  drug  used  in  treatment  of  hookworm  in- 
fection, but  because  of  the  suspicion  of  a mixed  in- 


fection that  might  contain  ascaris  as  well  as  hook- 
worm ova  I used  hexylresorcinol.  Ascaris  had  been 
searched  for  in  the  slide  microscopic  examinations 
but  none  were  found.  The  patient  took  a mineral 
oil  purgative  the  night  before  treatment  and  then  on 
an  empty  stomach  the  following  morning  took  the 
crystoid  capsules.  I advised  him  not  to  crush  the 
capsules  between  his  teeth  as  they  are  very  bitter 
tasting.  Two  hours  after  taking  the  capsules  the  pa- 
tient again  took  a mineral  oil  purgative  and  was 
advised  not  to  eat  for  three  hours  following  this. 

Within  three  days  his  skin  eruption  had  cleared 
and  he  had  no  further  episodes  of  greenish  diarrhea. 
Within  one  week  after  treatment  three  fresh  stool 
specimens  were  examined  and  no  more  hookworm 
ova  were  found. 

The  patient  and  his  mother  were  given  strict  in- 
structions regarding  personal  and  family  hygiene  and 
the  local  health  department  notified.  No  source  of 
infection  has  been  identified  to  this  date. 

Conclusion 

Some  physicians  who  had  examined  this  young 
patient  with  me  suggested  that  the  infection  might 
have  occurred  during  his  vacation  in  Oklahoma 
(such  an  infection  is  not  at  all  uncommon  there), 
or  when  his  relatives  from  Oklahoma  visited  him 
recently  in  Colorado.  Others  incriminated  the 
sandpile  near  his  home.  • 


Vigor  MortlS  cont.  from  page  39 

Our  medical  society  should  remember  the  ex- 
citement of  graduation  and  encourage  a stronger 
showing  of  its  members,  capped  and  gowned,  at 
the  traditional  June  ceremonies  in  Boulder.  Such 
participation  by  the  physicians  of  the  community 
would  surely  stir  the  emotions  of  the  graduating 
seniors  and  their  parents.  In  a few  hours  of  seeing 
this  allegiance  to  their  profession,  the  parents 
might  come  closer  to  an  understanding  of  the 
unity  of  medicine,  the  deep  pride  of  the  physician 
in  the  student  he  has  tutored,  and  the  basic  in- 
terest of  the  medical  society  in  the  community. 

With  these  timbers,  a strong  bridge  to  the  fu- 
ture can  be  built,  a bridge  of  tradition  that  will 
firmly  link  a bright  future  with  a wise  past.  • 
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Minutes  ot  the  House  of  Delegates 
Utah  State  Medical  Association 

Eighth  Interim  Session 
Salt  Lake  City,  Utah 
March  31,  1965 

FIRST  SESSION 
March  31,  1965 

The  Eighth  Interim  Meeting  of  the  House  of 
Delegates  of  the  Utah  State  Medical  Association  was 
called  to  order  at  9:15  a.m.,  March  31,  1965,  in  the 
Empire  Room,  Hotel  Utah,  Salt  Lake  City,  Utah,  by 
the  Speaker  of  the  House  of  Delegates,  Dr.  R.  N. 
Hirst.  He  stated  that  the  meeting  was  official  and  all 
was  in  order. 

The  invocation  was  given  by  Dr.  Robert  S.  Budge. 

Minutes  of  the  September  14-15,  1964  meeting  of 
the  House  of  Delegates  were  approved  as  published 
in  the  December  issue  of  the  Rocky  Mountain  Med- 
ical Journal. 

Report  of  President — President  Stanley  R.  Child 

Gentlemen  and  ladies,  it  is  my  pleasure  to  come 
before  you  this  morning  with  a number  of  events 
having  happened  since  our  last  meeting  in  Septem- 
ber. I have  in  the  Handbook  my  official  report  as  of 
the  end  of  last  month,  but  in  this  past  month  a 
number  of  very  important  things  have  happened,  both 
locally  and  nationally,  and  with  your  indulgence  I 
would  like  to  just  review  some  of  the  highlights  of  my 
report  in  the  Handbook;  and  then  I would  like  to 
speak  informally  of  some  other  things  that  have 
come  up,  and  hope  to  set  the  tone  for  the  meeting 
today  because  we  are  indeed  in  a period  of  crisis  as 
far  as  American  medicine  is  concerned.  It  requires 
the  deep  contemplation  and  sincere  soul-searching  of 
every  physician  at  this  time  as  to  which  course  and 
which  position  we  in  American  medicine  should  take. 

First  of  all  let  me  just  start  on  the  national  prob- 
lem. I have  touched  a little  bit  about  this  in  my  Hand- 
book report,  but  also  wish  to  report  to  you  a little 
bit  of  what  you  have  already  read  in  the  newspapers. 

As  you  know,  the  AMA  has  supported,  and  we  as 
the  Utah  State  Medical  Association  have  endorsed 
and  have  actively  supported  the  Eldercare  Act  which 
is  HR-3727,  Herlong-Curtis,  which  in  effect  is  an 
elaboration  and  an  extension  of  the  Kerr-Mills  pro- 
visions that  now  exist  providing  medical  care  for 
the  needy,  relaxing  the  provision  of  a so-called  wel- 


fare investigation  and  requiring  these  people  to  only 
sign  an  affidavit  of  need,  but  it  would  allow  greater 
moneys  from  the  federal  government  to  be  partic- 
ipated in  association  with  the  state  moneys,  providing 
an  adequate  medical-care  program  for  these  people. 

We,  as  an  association,  have  been  very  active.  I 
have  spoken  a number  of  times  at  various  groups  on 
this.  You  have  all  had  mailings,  your  offices,  your 
wives,  everybody  has  been  concerned  in  this  cam- 
paign, despite  your  feeling  probably,  having  had  a 
report  from  the  newspapers,  that  the  administration 
bill  has  now  come  out  of  the  House  Ways  and  Means 
Committee. 

So  the  official  position  of  the  AMA  and  the  Utah 
State  Medical  Association  is  still  one  of  campaign- 
ing for  Eldercare,  and  will  continue  to  be  this  way 
until  such  time  as  there  is  a change  one  way  or  the 
other,  or  until  such  time  as  the  administrative  pro- 
posal becomes  law.  If  and  when  the  administrative 
proposal  becomes  law  the  AMA  has  not  taken  any 
position  of  what  it  will  or  will  not  do,  nor  have 
have  we  as  a state  association. 

We  have  a great  deal  of  grass-root  support  for  the 
position  of  American  medicine — the  private  prac- 
ticing physician,  at  this  time.  There  is  definitely  a 
feeling  in  Congress  developing  supporting  the  phy- 
sicians, the  two  hundred  thousand  physicians,  in  this 
particular  proposal  of  Eldercare,  but  we  are  also 
realistic  and  I would  like  to  kind  of  list  for  you 
just  informally  as  I have  received  them,  without 
any  notes,  because  it  is  an  extensive  bill,  some  of  the 
major  provisions  that  are  in  the  new  administrative 
bill. 

The  number  of  the  bill  is  HR-6675.  The  AMA  has 
dubbed  the  bill  the  three-layer  cake  with  frosting.  I 
tell  you  the  AMA  is  misleading  you  a little  bit;  it 
is  in  fact  a four-layer  cake  with  frosting  because  it 
really  contains  the  AMA  Eldercare  provisions  and 
the  AMA  has  not  been  willing  to  admit  this — what 
they  are  giving  to  us. 

Besides  everything  else  it  is  in  fact  a wedding 
cake  for  socialism,  if  you  want  to  put  it  this  way. 

Now  what  are  some  of  the  major  provisions  of  this 
particular  administration  bill?  Some  of  them  have 
been  told  to  you  in  the  newspaper  reports  and  some 
of  them  haven’t.  Number  one,  it  provides  sixty  days 
hospitalization  for  any  illness,  any  spell  of  illness 
with  the  patient  providing  the  first  $40  as  a de- 
ductible item.  This  is  the  cost  of  the  first  hospitaliza- 
tion, the  day  of  hospitalization,  naturally. 

Now  I remind  you  this  deductible  is  a defeat  for 
labor  in  some  ways  because  this  is  not  what  labor 
wants;  they  want  payment  of  first  dollar  coverage 
from  the  moment  anybody  hits  the  hospital.  They 
don’t  want  any  deductibles,  so  right  in  this  portion 
we  see  there  has  been  some  compromise  made. 

Now  in  addition  it  spells  out  that  the  hospitals 
will  be  reimbursed  at  a reasonable  cost,  whatever  this 
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is  going  to  be,  and  Health,  Education  and  Welfare, 
as  they  are  setting  this  up,  is  requiring  every  hos- 
pital to  have  a Utilization  Committee,  every  hospital 
that  would  be  participating  in  this  thing  to  have  a 
Utilization  Committee.  The  hospitals  have  to  be  ap- 
proved by  the  government  agency.  In  general  they 
will  be  hospitals  that  already  have  approval  by  the 
joint  commission  on  accreditation.  Any  hospital  that 
does  not  have  approval  by  the  joint  committee  on 
accreditation  will  then  be  approved  at  the  State  level 
probably  by  your  State  Board  of  Health,  which  in 
this  State  there  is  a council  to  the  State  Board  of 
Health  on  hospitals,  but  they  will  have  to  have  this 
approval  before  they  can  participate  in  this,  and  this 
includes  absolutely  everybody  over  age  65,  everybody 
is  included. 

All  physicians  under  this  act  will  be  required  to  be 
under  Social  Security,  and  all  interns.  This  is  com- 
pulsory. Now  to  provide  the  physicians’  services  on 
top  of  this  is  the  second  layer,  and  the  second  layer 
of  this  cake  again  is  what  the  government  calls 
voluntary,  but  it  isn’t  as  I will  explain  to  you. 

A provision  whereby  at  the  moment  the  individual 
person  age  65  or  over  will  pay  $3  a month  and  the 
government  will  match  this  with  $3,  or  in  other  words 
a $6  premium  towards  physicians’  services  and  this 
will  include  anything  that  you  do  on  the  outside. 

Now  in  addition  to  this  we  get  into  the  existing 
welfare  provisions  in  which  the  government  is  going 
to  expand  under  their  proposal  increased  Kerr-Mills 


participation  and  will  cause  a uniformity  of  admin- 
istration of  all  the  various  welfare  programs  that 
we  now  have.  Now  what  are  these?  These  are  the 
PAA  program,  the  MAA  program,  Aid  to  the  Dis- 
abled, Aid  to  the  Blind,  the  Dependent  Children’s 
program,  and  so  on  will  be  completely  revised  and 
rewritten  under  this  act  and  they  will  be  uniform  in 
provision.  Under  the  present  act,  under  Kerr-Mills 
and  under  some  other  laws  it  simply  states  that 
the  state  government,  in  order  to  receive  money  from 
the  federal  government,  must  provide  some  hospital 
service  and  some  physician  service,  and  that  is  part 
of  the  reason  we  are  in  trouble  now  with  our  wel- 
fare here.  Under  this  new  proposal  it  says  they  must 
provide  complete  hospital  care,  complete  physician’s 
services,  outpatient,  diagnostic  services,  etc. 

At  the  present  time  the  federal  government  is  par- 
ticipating in  the  State  of  Utah  about  $62  for  every 
$38  that  the  State  puts  into  these  federal  programs. 
This  will  be  increased.  I don’t  know  just  how  much 
Utah  will  benefit  by  an  increase  under  the  proposed 
administration  bill  but  in  general  they  are  increasing 
this  on  about  five  per  cent  for  most  states. 

There  are  provisions  for  money  for  special  ex- 
panded programs  for  the  crippled  child.  There  is  a 
vast  amount  more  money  to  be  proposed  for  this, 
for  the  mentally  retarded,  and  for  a lot  of  other 
things.  This  is  the  so-called  frosting  on  the  cake. 

Now  for  all  this  there  is  a very  high  price.  The 
Director  of  Social  Security  of  our  national  govern- 
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merit- — and  you  know  how  conservative  they  are 
when  they  tell  us  how  much  it  will  cost — has  said 
that  the  first  year  of  this  thing  would  cost  at  least 
six  billion  dollars.  We  know  very  well  that  official 
government  estimates  are  always  much  smaller  than 
this  ever  will  be.  If  it  is  six  billion  dollars  the  first 
year,  where  is  it  going  after  that? 

Now  how  is  this  going  to  be  paid?  The  proposal 
is  that  they  are  going  to  increase  the  Social  Security 
tax  base  from  the  present  $4800  up  to  $6600  by 
1973.  It  will  mean  under  the  proposal  as  it  now  exists 
that  the  individual  single  wage  earner  can  pay  a 
maximum  of  $500 — pretty  close  to  $600.  He  will  be 
paying  pretty  close  to  $600  in  Social  Security  Taxes 
by  1973  and  in  those  particular  areas  where  people 
are  participating,  where  the  employer  and  the  em- 
ployee participate,  this  thing  will  be  well  over  $600, 
approaching  $700  worth  of  taxes  per  employee  will 
be  going  towards  this  thing.  Now  this  does  not  count 
the  moneys  that  are  coming  out  of  the  general  fund 
for  this,  and  there  is  a great  deal  of  money  coming 
out  of  the  general  fund  of  the  federal  government 
for  this. 

So  as  you  see,  it  is  a very  expensive  thing.  It  has 
been  estimated  by  many  that  some  people  will  be 
paying  more  in  social  security  tax  than  they  will  in- 
come tax. 

Nevertheless,  we  are  caught  in  an  era  of  great 
social  pressures,  or  social  change  in  which  many 
people  feel  that  medical  care  is  an  absolute  right 


and  is  no  longer  a privilege,  and  we,  as  the  pro- 
fession, are  going  to  have  to  realize  this  and  are 
going  to  have  to  adjust  to  this  somehow. 

Now  let  me  go  into  a little  bit  on  what  happened 
at  the  state  level  with  our  medical  care  programs 
under  the  Welfare  Department.  The  Welfare  Com- 
mission requested  a budget  of  20.8  million  dollars 
from  this  recent  legislature  to  run  their  particular 
program  for  the  people — the  welfare  patient  in 
the  MAA  program.  Governor  Rampton  cut  this 
down  to  nineteen  and  a half  million.  When  the  ap- 
propriation was  reported  out  of  the  subcommittee  it 
was  reported  out  at  seventeen  and  a half  million. 
Now  what  does  this  mean? 

Now  this  is  not  the  money  that  they  use  for  their 
administrative  costs.  That  is  another  appropriation 
entirely.  This  is  money  that  is  used  entirely  to  pay 
mostly  the  monthly  allotment  check  of  our  welfare 
patient.  Well,  it  just  means  this,  that  ever  since  1963 
the  welfare  program  in  the  State  of  Utah  is  becom- 
ing more  and  more  dollar  anemic,  if  you  want  to  put 
it  this  way. 

Beginning  with  the  1963  Legislature  the  appro- 
priations for  these  allotment  checks  for  the  medical 
care  program  has  been  started  to  be  cut.  The  first 
big  cut  happened  in  November  of  1963  and  it  has 
been  cut  and  cut  and  cut  since.  You  know  that  it 
has  been  cut  because  as  of  the — when  was  it,  De- 
cember or  January  this  year  we  as  physicians  re- 
ceived our  last  very  severe  cut  for  any  medical  care 


to  manage  the  overweight  stable  adult  diabetic  unresponsive  to  diet  alone 


VlDITn 

UDM  Uphenforminhci 

timed-disintegration  capsules  SO  mg. 


DBI  promotes  glucose  utilization  via  the  physiologic  Embden-Meyerhof  pathway... 
reduces  high  blood  sugars,  lowers  toward  normal  elevated  blood  insulin  levels,  thus 
leading  to  gradual  weight  reduction.  Anorexia  has  been  suggested  as  a possible  basis 
for  weight  loss.  However,  controlled  clinical  studies  suggest  that  it  is  due  to  the  mechan- 
ism of  drug  action.  Comparable  dosages  of  DBI  do  not  induce  weight  loss  or  lower  blood 
sugar  in  nondiabetic  subjects.  For  the  ketoacidosis-prone  diabetic,  insulin  is  still  the 
essential  hypoglycemic  agent. 

Dosage:  1 to  3 capsules  daily.  Side  Effects:  Gastrointestinal,  occurring  more  often  at  higher 
dosage  levels,  abate  promptly  upon  dosage  reduction  or  temporary  withdrawal.  Precautions: 
Occasionally  an  insulin-dependent  patient  will  show  “starvation”  ketosis  (acetonuria  without 
hyperglycemia)  which  must  be  differentiated  from  "insulin-lack”  ketosis  which  is  accom- 
panied by  acidosis,  and  treated  accordingly.  Lactic  acidosis  has  been  reported  in  nondiabetics 
and  diabetics  treated  with  insulin,  with  diet,  and  with  DBI.  Question  has  arisen  regarding 
possible  contribution  of  DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and  azotemia 
and  also  those  with  severe  hypotension  secondary  to  myocardial  or  bowel  infarction.  Periodic 
B.  U.  N.  determinations  should  be  made  when  DBI  is  administered  in  the  presence  of  chronic 
renal  disease.  DBI  should  not  be  used  when  there  is  significant  azotemia.  Any  cardiovascular 
lesion  that  could  result  in  severe  or  sustained  hypotension,  which  may  itself  lead  to  develop- 
ment of  lactic  acidosis,  should  be  considered  cause  for  immediate  discontinuation  of  DBI  at 
least  until  normal  blood  pressure  has  been  restored  and  is  maintained  without  vasopressors. 
Should  lactic  acidosis  occur  from  any  cause,  vigorous  attempts  should  be  made  to  correct 
circulatory  collapse,  tissue  hypoxia,  and  pH.  Contraindications:  Severe  hepatic  disease,  renal 
disease  with  uremia,  cardiovascular  collapse.  Not  recommended  without  insulin  in  acute 
complications  of  diabetes  (metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery). 
Pregnancy  Warning:  During  pregnancy,  until  safety  is  proved,  use  of  DBI,  like  other  oral  hypo- 
glycemic drugs,  is  to  be  avoided. 

Consult  product  brochure.  Also  available:  DBI  tablets  25  mg. 

1.  Gordon,  E.  S .:  Metabolism  11:819,  1962.  2.  Grodsky,  G.  M.  et  al.:  Metabolism  12:278,  1963. 

з.  Welter,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  4.  Sadow,  H.  S.:  Metabolism  12:333,  1963. 
5.  Faludi,  G.:  J.  Am.  Med.  Women’s  Assoc.  18:722,  1963.  6.  Faludi,  G.:  Geriatrics  18:452,  1963. 
7.  Williams,  R.  H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Phi  la.,  1962,  p.  610.  8.  Weller,  C. 
and  Linder,  M.:  Am.  Therap.  Soc.,  June  1963.  9.  Moss,  J.  M.  et  al.:  Med.  Times,  July  1964. 

и,  s.  vitamin  & pharmaceutical  corp. . soo  second  Ave.,  New  York,  n.y.  10017 


for  the  welfare  patient  and  this  has  simply  been 
done  because  they  do  not  have  any  money.  We  have 
met  with  the  Welfare  Commission.  They  are  very 
sympathetic.  They  would  like  to  have,  and  I can  as- 
sure you  they  would  like  to  have,  a very  complete 
adequate  medical  program,  but  the  state  law  and 
the  statutes  say  that  they  must  provide  food,  clothing 
and  shelter  first  and  it  also  says  that  medical  care 
or  hospital  care  may  be  provided  but  it  isn’t  a must. 
So  they  have  assumed  that  under  the  law  it  is  their 
legal  and  moral  obligation  to  see  that  these  people 
receive  their  welfare  checks  first  each  month  and  if 
there  are  no  dollars  around  they  are  taking  it  off  for 
the  hospital,  doctor,  medical  care,  nursing  home  part 
of  the  program  and  this  is  what’s  happened.  Why  has 
it  happened? 

Well,  for  one  thing  our  welfare  rolls  have  in- 
creased 16  per  cent  since  1963.  Now  whether  some 
of  this  is  justified  or  not  I don’t  know  but  neverthe- 
less they  have.  The  cost  of  living  has  gone  up.  One 
of  the  faster  growing  welfare  rolls  is  our  aid  to  de- 
pendent children  program.  A number  of  broken 
homes,  divorced  and  abandoned  families  that  end  up 
with  the  wife  and  the  children  having  to  come  on  wel- 
fare has  grown  vastly,  and  this  is  true  not  only  in 
this  State,  but  it  is  true  throughout  the  country.  So 
with  this  increasing  burden  of  the  number  of  people 
and  dollar  costs,  and  with  decreasing  money  from  the 
legislature,  we  as  the  doctors  and  the  hospitals  and 
the  nursing  homes  have  taken  the  beating  on  this 
thing.  But  the  welfare  client,  as  a whole,  is  not  re- 
ceiving very  much  money.  When  you  learn  of  the 
size  of  their  welfare  check  on  which  they  must  live 
each  month  I don’t  know  how  they  can  do  it;  I 
really  don’t,  and  so  I can’t  help  but  feel  quite  sympa- 
thetic in  a way  toward  these  people  who  are  strug- 
gling along  and  have  not  had  an  increase  in  their 
welfare  check  now  for  two  years. 

The  law  provides  that  they  must  have  a cost  of 
living  increase  every  six  months  but  they  have  not 
had  it. 

Now  this  last  legislature  finally  ended  up  after 
they  reported  it  out  of  the  committee  and  we  were 
told  by  the  Welfare  Commission  that  this  means 
that  if  it  was  passed  at  17  and  a half  million  dollars 
there  would  be  absolutely  no  medical  care  pro- 
gram for  any  welfare  client  in  this  State — nothing, 
no  nursing  home,  no  hospitals,  no  doctor  program, 
nothing,  and  it  was  at  that  point  that  we  went  up  to 
the  legislature  and  talked  to  them  and  said,  “Was 
this  your  intention?’’  And  the  legislature  said,  “Ab- 
solutely not.  It  is  our  intention  to  restore  the  hospital 
and  the  medical  care  program.”  They  didn’t  quite 
realize  what  was  happening. 

Anyway,  with  all  the  fights  for  money  for  schools 
and  all,  they  got  together  and  I think  it  was  reported 
out,  finally  passed  at  18  and  a half  million.  They 
added  another  million.  Now  at  18  and  a half  million 
dollars  there  is  nothing  going  to  be  restored,  gentle- 
men. In  order  to  get  this  thing  back  where  it  was 
prior  to  our  agreement  of  understanding,  memoran- 
dum of  understanding  that  we  had  with  the  Welfare 
Commission,  it  would  have  to  be  up  close  to  20 


million.  At  18  and  a half  million  it  is  going  to  be 
pretty  well  where  it  is  now. 

In  order  to  help  you  better  understand  this  fur- 
ther we  have  invited  to  come  to  lunch  today  the 
Welfare  Commissioners,  and  Mr.  Holbrook  was  go- 
ing to  be  out  of  town  and  he  can’t  be  there,  but  Mr. 
Gunderson  will  be  there  as  the  guest  speaker  at  the 
luncheon  today,  and  I hope  you  will  all  come  be- 
cause we  want  to  hear  their  side  of  it. 

The  governor  and  the  legislature  hopes  by  putting 
the  thumbs  on  welfare  appropriations  they  will 
become  more  efficient,  that  it  will  force  them  to  cut 
unnecessary  people  off  their  welfare  rolls  and  they 
can  create  this  money  for  a medical-care  program. 
Whether  they  can  or  not  I don’t  know.  Certainly  if 
this  federal  act  passes  the  whole  thing  will  change. 
I don’t  know  where  we  will  end  up.  There  will  be  a 
lot  more  federal  money  coming  into  the  state. 

There  is  one  other  thing  and  I would  like  to 
speak  just  a moment  about  the  Industrial  Commis- 
sion. We  have  our  problems  with  the  Industrial  Com- 
mission, I’ll  admit.  There  is  a new  fee  schedule  ap- 
proved and  published  by  the  Welfare  Commission 
but  for  some  unknown  reason  the  Welfare  Commis- 
sion has  failed  to  distribute  this  to  all  physicians. 
They  have  failed  to  distribute  this  new,  increased 
schedule  of  fees  to  all  physicians,  and  you  as  a 
physician  should  know  that  this  is  published;  it  is 
available,  and  you  just  have  to  get  on  the  phone 
and  insist  that  they  send  you  a schedule. 

In  addition,  I would  like  to  say  that  we,  as  the 
medical  profession,  had  our  nursing  friends  ex- 
tremely upset  this  year  to  say  the  least.  With  the 
amendment  to  the  Nursing  Practice  Act,  a virtual 
split  was  caused  in  the  ranks  of  professional  nursing 
in  the  State  of  Utah.  There  is  a dissident  group  of 
nurses  who  did  not  go  along  with  their  State  Nursing 
Association,  who  absolutely  opposed  any  amend- 
ments to  the  Nursing  Practice  Act,  and  the  amend- 
ment was  finally  passed  by  our  Legislature  and  it 
was  a compromise  amendment  agreed  upon  by  our 
State  Medical  Association,  the  Utah  Hospital  As- 
sociation, the  Utah  Nursing  Association,  the  Utah 
Dental  Association,  and  the  Utah  Nursing  Home  As- 
sociation. This  final  compromise  amendment  was  ap- 
proved by  all  of  these  and  it  was  passed,  and  it  is 
now  the  law,  but  there  is  still  a dissident  group  of 
nurses  that  fought  this  and  were  opposed  to  this  and 
are  very  bitter  about  this.  I want  to  assure  you  that 
it  wasn’t  the  intention  of  the  Utah  State  Medical  As- 
sociation in  any  way  to  lower  the  professional  stan- 
dards of  our  nursing  in  this  State.  We  simply  wanted 
to  have  a law  under  which  we  as  physicians  and  the 
hospitals  could  live.  We  have  had  adequate  legal 
opinion  that  the  law  as  it  was  passed  in  1963  did 
not  protect  the  physicians  and  the  hospitals  and  did 
not  lead  to  the  desired  objective  for  those  concerned. 
This  has  been  amended  and  there  are  reports  on  this 
in  the  Handbook.  There  is  a report  by  Mr.  John 
Snow,  Attorney,  in  the  folder  that  you  have  re- 
ceived, and  I think  you  can  feel  good  about  it,  but  it 
is  going  to  be  awhile  before  we  get  the  feelings  of 
some  of  our  nurses  back  down  on  a friendly  ground 
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with  some  of  us  because  some  of  our  nurses  feel  that 
the  medical  profession  really  put  a knife  in  their 
back. 

Now  I would  just  like  to  close  by  saying  that  we 
are,  as  I have  hinted,  in  a great  era  of  social  change. 
The  experience  I have  had  this  year  so  far  leads  me 
to  feel  very  strongly  that  we  as  physicians  are  going 
to  get  nowhere  if  we  simply  take  a stand,  an  adamant 
stand  against  many  of  these  proposed  social,  legis- 
lative changes  that  are  coming  about.  I find  that  if  we 
are  willing  to  sit  down  and  meet  with  the  Welfare 
Commission,  with  our  Industrial  Commission,  and 
with  our  community  leaders,  that  we  have  a lot  of 
support,  but  if  we  just  stand  back  and  harangue,  crit- 
icize, and  refuse  to  work  with  them,  “none  participat- 
ing,” so  to  speak,  I am  sure  we  are  going  to  get  no- 
where. They  are  going  to  run  over  us  like  a steamrol- 
ler. We  can  influence  society,  legislation,  and  govern- 
ment considerably.  They  in  turn  influence  us.  This 
whole  thing  is  a matter  of  pressures.  It  is  going  to  be 
a matter  of  compromise  and  where  we’ll  end  up  I 
don’t  know. 

I know  that  it  is  going  to  be  different  than  it  is 
now — the  practice  of  medicine.  We  are  in  an  era  of 
change.  We  must  be  flexible  enough  to  sit  down  and 
meet  with  our  community  leaders,  with  our  govern- 
ment leaders,  and  help  them  develop  ideas  that  will 
entail  and  encompass  our  thinking  also,  and  I appeal 
to  you  to  not  take  any  position  that  will  set  us  aside 
as  having  withdrawn  from  society  and  withdrawn 
from  participation  with  the  government  or  legislature 
or  the  community  in  any  way.  We  still  must  work 
with  them.  We  are  part  of  society.  We  are  citizens 
in  this  great  country  of  America.  I have  great  faith 
in  America  and  a great  faith  in  our  system  of  gov- 
ernment. 

We  may  be  defeated  in  some  ways,  but  if  we  keep 
our  physicians  active  in  all  these  things,  this  may 
swing  back  again  to  our  position  in  future  years. 

Secretary’s  Report 

Dr.  Russell  Nelson,  Secretary,  is  out  of  town,  and 
asked  me,  as  Executive  Secretary,  to  make  a brief 
report.  He  has  secured  the  services,  or  secured  nine 
prominent  speakers  already  for  the  annual  meetings 
in  September,  and  plans  to  try  and  get  a couple  more 
in  order  to  round  out  an  adequate  program  for  the 
State  Meetings. 

Report  of  the  AMA  Delegate— 

Dr.  Drew  M.  Petersen 

He  reviewed  in  some  detail  the  year's  actions  of 
AMA  House  of  Delegates,  and  concluded. 

Now  we  have  heard  a lot  of  criticism.  Why  didn’t 
the  AMA  do  this  earlier?  Why  didn’t  they  do  this? 
Why  didn’t  they  do  that?  Well,  gentlemen,  you  are 
part  of  the  AMA  and  if  somebody  perhaps  had  been 
on  the  ball  enough  maybe  they  should  have  sug- 
gested it.  Maybe  it  should  have  been  one  of  us  who 
suggested  it  and  so  we  sit  back  here  in  our  cozy 
little  place  and  expect  the  AMA  to  carry  on  all  of  the 
activities  so  that  I think  unjust  criticism  may  have 
been  leveled — that  maybe  this  is  too  late. 


Woman’s  Auxiliary  Report — 

Mrs.  George  W.  Gasser,  President 

Our  theme  this  year,  “Better  Health — Better 
World,”  has  stimulated  us  to  increase  our  efforts  to 
tell  the  world  the  story  of  freedom  of  American 
Medicine;  I am  sure  medical  workers  around  the 
world  are  hopeful  that  we  will  be  successful  in  our 
fight  to  maintain  this  freedom. 

We  are  proud  to  have  Mrs.  Leo  W.  Benson  of  Og- 
den serving  on  the  Nomination  Committee  and  also 
as  a District  Chairman  of  the  Rural  Health  Com- 
mittee of  the  National  Auxiliary. 

Legislation  has  been  one  of  our  main  projects.  Be- 
fore election,  nearly  all  members  worked  hard  for 
their  candidates.  Our  legislation  chairman,  Mrs. 
Robert  H.  Lamb,  and  her  two  assistants,  Mrs.  Roy  A. 
Darke  and  Mrs.  James  F.  Orme,  have  attended  all 
the  meetings  of  the  legislative  council.  They  pre- 
sented the  program  for  our  March  8 board  meeting 
on  health  and  welfare,  education,  and  taxation.  The 
state  and  county  chairmen  have  encouraged  every 
member  to  support  President  Child  on  the  Eldercare 
Act  of  1965. 

Mrs.  Gasser  highlighted  other  activities  of  the 
Auxiliary  and  concluded: 

This  opportunity  afforded  me  to  serve  as  president 
for  850  members  brings  countless  compensations  and 
rewards.  I can  only  really  express  my  gratefulness  by 
continuing  my  active  service  to  the  Auxiliary  in 
which  I find  pleasure. 

Executive  Secretary — Mr.  Harold  Bowman 

I would  like  to  pay  tribute  to  the  work  that  the 
Auxiliary  has  done  and  is  doing.  During  the  past 
battle  with  Medicare  they  responded  one  hundred 
per  cent  and  I think  distributed  several  hundred  thou- 
sand pamphlets  to  people,  and  I imagine  were  re- 
sponsible for  generating  several  hundred  thousand 
letters  and  wires  to  our  Congressmen. 

My  report  to  the  House  of  Delegates  is  on  page  10 
of  the  Handbook.  I have  little  to  add  at  this  moment. 

Dr.  Chester  B.  Powell,  Chairman  of  Reference 
Committee  No.  1,  made  a particularly  significant 
comment  relative  to  keeping  physicians  informed 
during  the  legislative  sessions;  it  was  suggested,  there- 
fore, “that  there  was  need  for  a weekly  or  bi-weekly 
letter  from  the  Medical  Society  Office  or  the  Legis- 
lative Committee  during  sessions  of  the  legislature.” 
He  also  commented  that  “one  of  the  editors  of  the 
bulletin  stated  that  the  bulletin  would  be  happy  to 
receive  letters  of  informational  or  editorial  content 
for  publication.” 

The  Memorial  Committee  then  reported  that  the 
following  members  had  passed  away  since  the  last 
session  of  the  House  of  Delegates  in  September, 
1964: 

Francis  H.  Beckstead,  Nephi,  Utah 
James  A.  Cleary,  Salt  Lake  City,  Utah 
Alan  S.  Crandall,  Salt  Lake  City,  Utah 
William  J.  Jones,  Salt  Lake  City,  Utah 
H.  S.  Scott,  Salt  Lake  City,  Utah 
Burke  M.  Snow,  Salt  Lake  City,  Utah 
Alden  K.  Harline,  Ogden,  Utah 
O.  L.  Ross,  Salt  Lake  City,  Utah 
Mazel  Skolfield,  Salt  Lake  City,  Utah 
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Dr.  Mark  H.  Greene,  Jr.,  Chairman  of  Reference 
Committee  No.  3,  commented  that  the  Mental  Re- 
tardation Committee  report  was  excellent  in  that  it 
brought  out  the  new  tests  required  for  phenylketo- 
nurics,  and  that  there  would  be  need  to  further  follow 
up  on  the  care  cf  the  newborn. 

Dr.  Call  took  the  floor  at  this  point  to  make  the 
comment  that  if  the  House  of  Delegates  passed  the 
report  which  recommended  that  in  screening  for 
PKU  the  blood  test  be  used,  then  physicians  through- 
out the  State,  and  the  hospitals,  should  be  notified  of 
the  action  of  this  body  so  that  they  may  take  steps  to 
follow  the  recommendations. 

Other  reports  were  discussed  in  detail,  and  the 
following  resolutions  were  passed: 

Medical  Library 

Whereas,  the  new  medical  center  does  not  have  a library 
building,  and 

Whereas,  Dean  Kenneth  B.  Castleton  states  they  are  in  the 
process  of  acquiring  funds  for  a library,  and 

Whereas,  the  medical  profession  has  always  been  basically 
interested  in  providing  good  library  facilities  for  the  medical 
students  and  practicing  physicians  throughout  the  State,  and 

Whereas,  certain  facilities  in  the  library  would  be  a defi- 
nite advantage  for  physicians  outside  the  medical  center; 

Now  Therefore  Be  It  Resolved,  that  the  Utah  State  Medical 
Association  through  its  Board  of  Trustees  study  the  methods 
to  provide  funds  to  acquire  such  facilities  in  the  new  library, 
such  as: 

1.  A physicians’  reading  room 

2.  A drive-up  book  delivery  ramp 

3.  An  improved  book-mailing  service 

Welfare  Department  Payments 

Whereas,  the  cost  of  medical  care  of  welfare  recipients  in 
Utah  has  been  assumed  by  the  Utah  State  Welfare  Depart- 
ment, and 

Whereas,  the  Relative  Value  Studies  has  been  published 
and  accepted  by  the  Utah  State  Medical  Association,  and 

Whereas,  the  Relative  Value  Studies  has  been  accepted  by 
other  government  agencies  and  insurance  companies  with  the 
use  of  a conversion  rate  which  will  provide  the  usual  and 
customary  fee  for  such  services  in  the  state  of  Utah,  and 

Whereas,  the  present  payment  for  medical  services  for 
welfare  recipients  in  Utah  is  65%  or  less  of  the  usual  and 
customary  fee  for  such  services,  which  in  essence  results  in 
an  additional  unfair  and  illegal  taxation  of  35%  or  more  to  a 
single  segment  of  taxpayers,  namely  physicians,  and 

Whereas,  payments  for  other  types  of  agreements  and 
services  and  contracts  made  with  the  government  agencies 
are  paid  for  at  generally  accepted  rates; 

Now  Therefore  Be  It  Resolved,  that  the  Utah  State  Medical 
Association  accept  from  the  Utah  Welfare  Commission  for 
Medical  Services  rendered  to  welfare  recipients  no  less  than 
the  current  Relative  Value  Schedule  with  a conversion  factor 
which  is  the  same  as  it  accepts  from  other  government 
agencies,  insurance  companies,  and  private  patients. 

Utah  State  Industrial  Commission 

Whereas,  the  physicians  of  Utah  who  accept  these  cases  are 
required  by  law  to  provide  medical  and  surgical  services  to 
those  injured  or  ill  as  a result  of  industrial  causes  for  fees 
substantially  below  those  normally  prevailing  in  the  State 
and  are  further  penalized  by  significant  administrative  and 
secretarial  expenses  associated  with  these  services,  and 

Whereas,  no  other  individuals  or  groups  providing  services 
or  goods  to  workmen  (including  hospitals  and  pharmacists) 
are  required  by  law  to  provide  them  at  discounts; 

Now  Therefore  Be  It  Resolved,  that  the  Utah  State  Medical 
Association  register  a formal  complaint  with  the  Industrial 
Commission  on  the  grounds  that  the  present  law  is  dis- 
criminatory against  physicians; 

And  Be  It  Further  Resolved,  that  the  Legislative  Commit- 
tee of  the  Utah  State  Medical  Association  proceed  to  formu- 
late and  secure  passage  of  legislation  which  will  assure  the 
payment  of  the  relative  value  fee. 

Narcotic  Prescriptions 

Whereas,  the  present  narcotic  ruling  states  that  a pre- 


scription signed  by  a physician  is  necessary  before  a 
pharmacist  may  dispense  Class  A narcotics,  and 
Whereas,  telephone  orders  may  not  be  filled,  and 
Whereas,  this  law  adds  to  the  burden  of  the  patient  who 
requires  such  medication,  and 

Whereas,  it  adds  to  the  cost  of  patients  in  many  instances 
who  are  unable  to  come  to  the  physician’s  office  for  such  pre- 
scriptions, and 

Whereas,  due  to  the  limited  number  of  physicians  a hard- 
ship is  placed  upon  them  in  their  effort  to  adequately  treat 
their  patients  by  requiring  unnecessary  travel,  and 

Whereas,  the  Hippocratic  Oath  requires  that  all  physicians 
uphold  and  defend  the  law,  and 
Whereas,  the  time  element  renders  it  virtually  impossible 
to  comply  in  all  respects  with  the  law; 

Now  Therefore  Be  It  Resolved,  that  the  Utah  State  Medical 
Association  Delegate  to  the  American  Medical  Association 
present  this  material  at  the  American  Medical  Association 
meeting  that  changes  be  made  to  facilitate  the  treatment  of 
patients  requiring  narcotic  medication  classified  as  Class  A 
narcotics  and  that  the  American  Medical  Association  urge  the 
Narcotics  Bureau  to  make  the  necessary  changes  in  the  law 
to  facilitate  dispensing  of  Class  A narcotics. 

Commendation  for  Richard  A.  Call,  MD 

Whereas,  the  medical  profession  has  for  many  years  sought 
the  passage  of  a coroner’s  or  medical  examiner’s  law,  and 
Whereas,  it  was  apparent  that  such  a department  would 
safeguard  the  public  by  protecting  the  innocent  and  pointing 
to  the  guilty,  and 

Whereas,  Richard  A.  Call,  MD,  pathologist,  Provo,  Utah, 
has  long  recognized  the  need  for  such  a law  and  has  worked 
vigorously  for  its  enactment,  and 
Whereas,  under  the  leadership  of  Dr.  Call  such  a law  was 
enacted  during  the  1965  session  of  the  Utah  Legislature,  and 
Whereas,  the  time  and  the  effort  spent  by  Dr.  Call  is  a 
significant  contribution  to  the  State; 

Now  Therefore  Be  It  Resolved,  that  the  House  of  Delegates 
of  the  Utah  State  Medical  Association  go  on  record  com- 
mending Dr.  Call  for  his  public-spirited  activity  in  this  re- 
gard. 

Cooperation  of  the  Press 

Whereas,  the  coverage  of  medical  news  by  the  mass  media 
is  often  exacting  and  highly  specialized,  and 
Whereas,  the  mass  media,  the  newspaper,  radio,  and  tele- 
vision outlets  recognize  the  importance  of  keeping  the  public 
informed  on  important  medical  matters,  and 
Whereas,  it  is  exceedingly  fortunate  in  Utah  that  care  and 
understanding  is  applied  by  the  representatives  of  the  mass 
media  in  reporting  medical  news,  and 
Whereas,  the  reporting  that  is  done  is  recognized  by 
eminent  authorities  in  the  medical  field; 

Now  Therefore  Be  It  Resolved,  that  the  House  of  Delegates 
of  the  Utah  State  Medical  Association  commends  the  press, 
radio  and  television  of  this  State  for  its  outstanding  attention 
in  carrying  medical  news  of  interest  to  the  public; 

And  Be  It  Further  Resolved,  that  the  Utah  State  Medical 
Association  especially  commend  the  Salt  Lake  Tribune  for 
going  a step  further  in  manifesting  the  leadership  that  it  did 
in  using  its  columns,  both  editorial  and  news,  to  assist  in  the 
enactment  of  a coroner’s  or  medical  examiner’s  law  which 
would  be  of  unestimable  benefit  to  the  people  of  Utah  in 
years  to  come. 

Care  of  Welfare  Recipients 

Whereas,  the  continued  growth  in  population  in  the  state 
of  Utah  has  resulted  in  a 16  per  cent  increase  in  the  number 
of  persons  on  the  relief  rolls  of  the  Welfare  Commission,  and 
Whereas,  the  costs  of  the  Welfare  Commission  have  risen 
sharply  in  the  past  two  years,  and 
Whereas,  the  budget  provided  by  the  last  legislature  proved 
to  be  inadequate,  and 

Whereas,  despite  increased  needs  and  costs  the  same  ap- 
propriation has  been  approved  for  the  1965-66  biennium, 
and 

Whereas,  hospitals,  nursing  homes,  dentists,  and  physicians 
have  for  many  years  subsidized  the  program  of  the  Welfare 
Commission,  and 

Whereas,  in  an  effort  to  meet  the  needs  of  the  people  the 
Welfare  Commission  has  been  forced  to  reduce  expenditures 
for  services  of  the  above  organizations  and  to  divert  funds 
originally  designated  for  medical  care  to  the  indigent  care 
program,  and 

Whereas,  an  adequate  program  for  care  of  the  needy  is  the 
desire  of  all  citizens,  and 

Whereas,  federal  funds  are  available  on  a matching  basis 
for  an  adequate  program  for  the  care  for  this  segment  of 
our  population; 
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Now  Therefore  Be  It  Resolved,  that  Governor  Rampton  be 
urgently  requested  to  appoint  a committee  of  Utah  Legis- 
lators, or  other  competent  people,  to  study  policies  and  pro- 
grams of  the  Welfare  Commission;  to  determine  what  the 
State  must  do  to  solve  the  continually  worsening  problem  of 
care  for  the  needy  and  aging  population  and  that  the  State 
face  up  to  the  facts  and  to  its  moral  and  financial  responsi- 
bilities with  the  aid  of  federal  matching  funds  and  accept 
the  problem  which  is  now  being  thrust  unfairly  on  the 
hospitals,  nursing  homes,  dentists,  and  physicians. 

Following  introduction  of  the  resolutions,  Presi- 
dent Child  asked  for  any  further  business  to  come  be- 
fore the  meeting;  there  being  none,  the  House  of  Dele- 
gates of  the  Utah  State  Medical  Association  ad- 
journed its  Interim  Session  at  3:50  o’clock  p.m., 
March  31,  1965. 


Utah  GP’s  Elect  New  Leaders 

The  Utah  academy  of  General  Practice  recently 
held  its  17th  Annual  Convention  and  Symposium  on 
Pediatrics.  Dr.  Thomas  M.  Hall,  Payson,  was  in- 
stalled as  President,  succeeding  Dr.  Harold  E.  Young, 
Midvale.  Others  elected  to  offices  in  the  academy 
were:  Dr.  LaMar  Rogers,  Ogden,  president-elect; 
Dr.  Joe  Amano,  Clearfield,  secretary-treasurer;  Dr. 
Thomas  E.  Robinson,  Salt  Lake  City,  national  dele- 
gate; Dr.  Robert  D.  Preston,  Dr.  Robinson,  Dr. 
Eugene  Y.  Hall,  all  Salt  Lake  City,  and  Dr.  E.  Ute 
Knowlton,  Kaysville,  Directors. 

University  of  Utah  Medical  Center  News 

Dr.  G.  Richard  Lee,  Assistant  Professor  at  the 
University  of  Utah  College  of  Medicine,  was  recently 
awarded  a $30,000  grant  from  the  John  and  Mary 
Markle  Foundation.  The  grant  will  be  used  for  a 
period  of  five  years  to  continue  his  studies  of  blood 
diseases.  The  Markle  awards  are  granted  to  promote 
promising  young  men  in  their  medical  careers. 

Dr.  Kenneth  B.  Castleton,  dean  of  the  College  of 
Medicine  recently  pointed  out  that  the  soon  to  be 
completed  Medical  Center  will  bring  the  University 
of  Utah  into  a new  era  of  service  and  expansion  in 
Utah  and  the  Intermountain  area.  Dr.  Castleton  also 
pointed  out  that  the  College  of  Medicine  does  more 
than  just  train  undergraduate  medical  students.  Last 
school  year  nearly  1,800  students  were  taught  by 
the  college,  including  958  doctors  who  participated  in 
postgraduate  courses  offered  by  the  University.  This 
figure  also  includes  nursing,  pharmacy  and  para- 
medical students,  as  well  as  interns  and  residents. 

* * * 

A research  project  which  may  have  far  reaching 
effects  in  the  development  of  medical  science’s  ability 
to  control  certain  types  of  cancer  is  the  subject  of  a 
new,  three  year,  $80,000  grant  from  the  U.  S.  Public 
Health  Service  to  a University  of  Utah  College  of 
Medicine  professor.  Principal  investigator  is  Dr. 
David  L.  Berliner,  associate  professor  of  Anatomy. 
His  investigations  concerning  “Hormonal  Influence 
of  Cell  Functions”  have  revealed  that  perhaps  it 
may  eventually  be  possible  to  control  the  life  of  a 
cell  through  the  use  of  hormones. 

Working  with  steroid  hormones,  Dr.  Berliner  has 
been  interested  in  their  influence  upon  the  behavior 
of  cells.  By  growing  cells  in  specialized  tissue  cultures 


to  insure  a pure  environment  he  has  found  that  each 
hormone  has  various  “target”  cells — a general  term 
meaning  the  specific  cells  which  a given  hormone  is 
acting  upon.  For  instance,  fibroblasts  are  target  cells 
for  corticosteroids.  From  these  target  cells  it  is  pos- 
sible to  observe  how  the  introduction  of  hormones 
can  affect  various  processes,  such  as  cell  division.  If 
cell  division  can  be  controlled,  it  may  eventually  be 
applicable  in  treatment  of  cancers,  since  this  disease 
spreads  in  the  body  through  the  uncontrolled  division 
of  cells. 

Fibroblasts  are  also  involved  directly  in  the  process 
of  wound  healing.  Again,  the  introduction  of  hor- 
mones can  influence  this  process  by  affecting  the 
growth  of  these  fibroblasts.  The  same  reaction  of 
fibroblasts  to  hormones  results  both  in  the  living 
animal  and  in  tissue  cultures. 

Dr.  Berliner  and  his  colleagues  have  found  that 
by  modifying  a hormone  or  a combination  of  hor- 
mones they  can  also  modify  the  response  of  the  cell, 
either  making  it  grow  at  a faster  rate,  or  killing  it 
altogether.  It  is  hoped  that  through  these  investiga- 
tions it  will  soon  be  possible  to  control  the  growth 
and  life  of  the  cell  in  the  human  body  thereby  open- 
ing new  doors  in  the  understanding  and  treatment  of 
cancer. 


University  of  Colorado  Medical  Center  News 

Dr.  Ward  Darley,  former  president  of  the  Univer- 
sity of  Colorado,  was  reappointed  to  the  medical 
faculty  on  which  he  began  a distinguished  career 
more  than  three  decades  ago. 

Dr.  Darley  became  president  of  the  University 
in  1953  after  serving  as  dean  of  the  School  of  Med- 
icine from  1945  to  1948  and  as  vice  president  in 
charge  of  health  sciences  from  1949  to  1953.  He  left 
the  University  in  1956  to  become  executive  director 
of  the  Assn,  of  American  Medical  Colleges,  with 
headquarters  in  Evanston,  111.  He  retired  from  this 
position  late  last  year  and  received  the  association’s 
top  honor,  the  Abraham  Flexner  Award  for  “out- 
standing service  to  medical  education.”  Dr.  Darley 
continues  as  consultant  to  his  successor  as  AAMC 
director,  Dr.  Robert  C.  Berson,  and  as  executive  sec- 
retary of  the  National  Intern  Matching  Program,  the 
system  by  which  the  nation’s  hospitals  match  their 
offers  of  internships  with  applications  of  the  new 
classes  of  MD  graduates  each  June. 

A recognized  world  leader  in  medical  education, 
Dr.  Darley  is  professionally  a specialist  in  internal 
medicine,  a diplomate  of  the  American  Board  of 
Internal  Medicine  and  a fellow  of  the  American  Col- 
lege of  Physicians.  He  also  is  a life  member  of  the 
Boulder  County  and  Colorado  Medical  Societies  and 
the  American  Medical  Assn. 
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The  Regents  of  the  University  of  Colorado  recently 
approved  the  appointment  of  Dr.  Kathryn  M.  Smith 
of  the  University  of  California  at  Los  Angeles  as 
Dean  of  the  CU  School  of  Nursing  in  Denver  and 
Boulder. 

Dr.  Smith,  currently  an  associate  professor  of 
nursing  in  the  UCLA  School  of  Nursing,  was  as- 
sistant dean  of  the  University  of  California  School 
of  Nursing  in  San  Francisco  from  1947  to  1964.  She 
is  a graduate  of  the  University  of  Minnesota  and 
holds  a doctor  of  education  degree  from  Stanford 
University. 

* * * 


this  upon  his  Traffic  Safety  agenda  in  1963  and  pur- 
suing its  development.  We  are  grateful  too  that  Gov- 
ernor Love  placed  “implied  consent”  legislation  in 
the  very  first  position  in  his  1964  Traffic  Safety  Con- 
ference. If  he  could  have  had  his  way,  Colorado 
would  have  had  an  implied  consent  law  at  this 
moment.  His  administration  has  provided  unprece- 
dented support  for  all  recognized  traffic  safety  pro- 
cedures and  he  has  appointed  a widely  representative 
Medical  Advisory  Committee  to  the  Motor  Vehicle 
Division  and  is  developing  a dedicated  and  hard- 
working Medical  Review  Board. 


Dr.  Thomas  L.  Marchioro  of  the  University  of 
Colorado  School  of  Medicine  is  one  of  25  young 
faculty  members  at  U.  S.  and  Canadian  medical 
schools  appointed  as  five-year  Markle  Scholars,  one 
of  the  highest  honors  in  American  academic  med- 
icine. 

Dr.  Marchioro,  who  is  36,  is  an  assistant  professor 
of  surgery  in  the  CU  Department  of  Surgery  and 
also  serves  the  Denver  Veterans  Administration  Hos- 
pital as  an  attending  surgeon  and  clinical  investigator. 
He  is  one  of  the  two  principal  surgeons  on  the  multi- 
discipline team  of  surgeons,  physicians  and  basic 
scientists  which  recently  undertook  its  92nd  surgical 
transplantation  of  a human  kidney.  This  is  believed 
to  be  the  largest  series  of  kidney  transplants  under- 
taken in  the  world  to  date. 

Appointment  of  the  young  Denver  surgeon  as  a 
Markle  Scholar  was  announced  in  New  York  City 
by  the  John  and  Mary  R.  Markle  Foundation,  which 
has  granted  more  than  $12  million  since  1948  in  sup- 
port of  medical  education  by  aid  to  “young  teachers 
and  investigators  early  in  their  careers.”  Each  schol- 
arship provides  a five-year  grant  of  $30,000  to  the 
Scholar’s  medical  school,  at  the  rate  of  $6,000  a 
year,  “to  assist  in  his  development  as  teacher,  in- 
vestigator and  administrator.” 

The  Markle  Foundation  was  established  in  1927 
by  the  late  John  Markle,  Pennsylvania  financier  and 
coal  operator,  to  “promote  the  advancement  and 
diffusion  of  knowledge  . . . and  the  general  good  of 
mankind.”  The  program  of  scholarships  in  academic 
medicine  is  now  the  chief  interest  of  the  fund,  ac- 
cording to  John  M.  Rossell,  foundation  president. 

Roy  Cleere  Appointed  to  Colorado 
Highway  Safety  Council 

Colorado  doctors  are  happy  to  learn  that  Senate 
Bill  56  was  signed  by  Governor  Love  on  March  29, 
1965.  This  culminates  one  of  the  early  expressed  ob- 
jectives of  the  Colorado  Medical  Society  that  the 
Director  of  the  Colorado  Department  of  Public 
Health  be  an  official  member  of  the  policy-making 
Highway  Safety  Council.  Other  members  of  the 
Council  are:  the  Attorney  General,  the  Commis- 
sioner of  Education,  Secretary  of  State,  Chief  of  the 
State  Patrol,  Chief  Highway  Engineer,  Director  of 
Revenue  and  the  Chairman  of  Public  Utilities  Com- 
mission. 

This  Journal  thanks  Governor  Love  for  placing 


New  Mexico  Girl  Wins  Top  AMA 
Award  at  National  Science  Fair 

Winner  of  one  of  the  two  top  AMA  awards  at 
the  16th  National  Science  Fair  in  St.  Louis  May  3-7 
was  Miss  Johnna  Lou  Russell,  16,  a senior  at  Sandia 
High  School  in  Albuquerque.  Her  award,  presented 
May  6 at  the  Health  Awards  Dinner-Dance  by 
Donovan  F.  Ward,  MD,  Dubuque,  AMA  president, 
consists  of  a citation  and  an  all-expense  trip  as  an  of- 
ficial guest  of  the  AMA  at  its  114th  Annual  Con- 
vention June  20-24  in  New  York  City. 

She  was  selected  from  418  finalists  for  the  honor 
for  her  work  on  DNA  isolation  and  transformation  in 
staphylococcus  aureus.  Judges  were  members  of  the 
AMA  Council  on  Postgraduate  Programs,  chaired 
by  Gilson  C.  Engel  of  Philadelphia. 

Miss  Russell  competed  with  students  from  46 
states,  the  District  of  Columbia,  Puerto  Rico,  Can- 
ada, Japan,  Sweden,  Israel,  and  El  Salvador.  The 
Fair  is  administered  by  Science  Service  of  Washing- 
ton, D.  C.,  a non-profit  organization  for  the  popu- 
larization of  science  among  youth. 
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New  Mexico 

Robert  Tisdale  Spencer,  MD,  of  Clovis,  New 
Mexico,  died  January  16,  1965.  He  was  graduated 
from  Southern  Methodist  University  Medical  Depart- 
ment May  28,  1912.  He  came  to  New  Mexico  in 
1932  and  practiced  in  this  state  until  his  death. 

Dr.  Spencer  was  born  in  Forestburg,  Texas,  August 
9,  1884.  He  was  a member  of  the  Curry-Roosevelt 
County  Medical  Society,  the  New  Mexico  Medical 
Society  and  the  American  Medical  Association. 

Ethelbert  J.  Hubbard,  MD,  of  Dexter,  New  Mex- 
ico, died  January  21,  1965.  He  was  graduated  from 
the  University  of  Mississippi  in  1898,  with  a degree 
in  Pharmacy,  and  earned  his  medical  degree  in  1904 
from  Tulane  University.  He  came  to  New  Mexico  in 
1911  and  settled  in  Dexter  where  he  practiced  until 
his  retirement  in  1958. 

Dr.  Hubbard  was  born  June  24,  1879  in  Jaynes- 
ville,  Mississippi.  He  received  the  A.  H.  Robins 
Award  for  his  community  service  at  the  1964  annual 
meeting  of  the  New  Mexico  Medical  Society  in  Carls- 
bad, April  14.  He  retired  from  the  practice  of  med- 
icine in  1958,  following  a stroke,  and  was  elected  to 
emeritus  membership  of  the  new  Mexico  Medical 
Society  in  1958. 

Evelyn  F.  Frisbie,  MD,  the  first  lady  president  of 
any  state  medical  society  in  the  United  States,  passed 
away  in  an  Albuquerque  hospital  on  April  22,  1965. 
Dr.  Frisbie  was  president  of  the  New  Mexico  Medical 
Society  1915  to  1916.  She  practiced  medicine  for  62 
years  prior  to  her  retirement.  Forty-four  of  these 
years  were  in  Albuquerque.  She  was  graduated  from 
the  University  of  Illinois  College  of  Medicine  in 
1902. 

Dr.  Frisbie  was  a past  president  of  the  Bernalillo 
County  Medical  Association,  the  New  Mexico  Med- 
ical Society,  and  received  the  General  Practitioner’s 
Award  for  “Doctor  of  the  Year”  of  the  New  Mexico 
Medical  Society  in  1955.  She  was  honored  by  the 
Bernalillo  County  Medical  Association  in  1960  for 


having  practiced  50  years  in  New  Mexico.  During 
the  early  1920’s,  she  was  instrumental  in  establishing 
small  medical  clinics  in  the  several  communities  sur- 
rounding Albuquerque  within  an  80-mile  radius. 

Dr.  Frisbie  was  elected  to  emeritus  membership  in 
the  New  Mexico  Medical  Society  and  the  Bernalillo 
County  Medical  Association  in  1954. 

Utah 

Dr.  Orlindo  Louis  Ross,  57,  prominent  Salt  Lake 
pediatrician  died  of  a coronary  occlusion  March  22, 
1965,  in  a Salt  Lake  hospital. 

Dr.  Ross  had  practiced  here  since  1933.  For  many 
years  he  was  on  the  staff  of  St.  Mark’s  Hospital, 
Latter-day  Saints  Hospital,  Holy  Cross  Hospital  and 
Primary  Children’s  Hospital. 

He  was  graduated  from  the  University  of  Utah 
and  obtained  his  doctor  of  medicine  degree  at 
Northwestern  University.  He  did  graduate  work  at 
Columbia  University  and  New  York  University.  Dr. 
Ross  was  a member  of  the  American  Academy  of 
Pediatricians,  a diplomate  of  the  American  Board  of 
Pediatricians  and  a board  member  of  the  American 
Society  of  Allergists. 

Survivors  include  his  widow  and  a nephew. 

Dr.  Mazel  Skolfield,  prominent  Salt  Lake  phy- 
sician, died  of  a heart  ailment  March  28,  1965,  at 
his  home. 

Dr.  Skolfield  was  serving  as  a medical  consultant 
for  the  Veterans  Administration  Rating  Board  at  the 
time  of  his  death.  He  became  a general  medical 
officer  for  the  Veterans  Administration  in  1955.  Dr. 
Skolfield  served  as  superintendent  of  the  Salt  Lake 
General  Hospital  from  1945  to  1947.  He  was  chief 
of  staff  at  the  LDS  Hospital  in  1939  and  1940. 

A veteran  of  World  War  II,  he  supervised  the 
construction  and  organization  of  field  and  general 
hospitals  at  Moffatt  Field,  California,  Chico,  Cali- 
fornia and  Marana,  Ariz.  He  was  the  first  aviation 
medical  officer  for  licensing  pilots  in  Salt  Lake  City. 

He  was  a graduate  of  the  University  of  Utah, 
Columbia  University,  New  York  City  and  from  the 
Army  School  of  Aviation  Medicine,  Mitchell  Field, 
N.  Y.  Dr.  Skolfield  was  a member  of  the  College  of 
Physicians  and  Surgeons,  the  University  Club,  the 
Ft.  Douglas  Officers  Club,  Kappa  Sigma  fraternity 
and  the  Society  for  the  Prevention  of  Blindness. 

Surviving  are  his  widow,  brothers  and  sister. 


“Medicine  in  the  Making  of  Montana” 

The  Montana  Medical  Association  has  recently  announced  a special  sale  of  the  limited  edition 
of  this  volume.  This  limited  edition  is  bound  in  fawn  skin  leather  and  is  most  attractive.  Sale 
price  has  been  reduced  from  $25  to  $15  per  copy. 
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anyone  who  has  occasion  to  treat  shoulder  problems, 
but  particularly  to  the  orthopedic  surgeon. 

William  E.  Gamble,  MD 


Mammography:  By  Robert  L.  Egan,  MD,  Springfield,  111., 
1964,  Thomas.  446p.  Price:  $25.50. 
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section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

The  Allergic  Child:  Edited  by  Frederic  Speer,  MD.  N.  Y., 
1963,  Hoeber.  600p.  Price:  $16.50. 

Congenital  Heart  Disease  . . .:  By  Jesse  E.  Edwards,  MD  and 
others.  Philadelphia,  1965.  Saunders.  2 vols.  Price:  $45.00. 
Gift,  Edgar  Durbin  Memorial  Fund. 

Consultation  With  Your  Doctor  for  Personal  Understanding 
of  Marriage:  By  Jean  J.  Rutherford,  BA  and  Robert  N.  Ruth- 
erford, MD.  Chicago,  1964,  Budlong.  92p.  Price:  $1.50. 

Equine  Medicine  and  Surgery;  a Text  and  Reference  Work: 
Edited  by  J.  F.  Bone,  BA,  BS,  DVM,  MS  and  others.  Santa 
Barbara,  Calif.,  1963,  American  Veterinary  Publications.  815p. 
Gift  of  Leroy  Miller,  DVM. 

Management  of  Complications  in  Eye  Surgery : Edited  by 
R.  M.  Fasanella,  MD.  2d  ed.  Phila.,  1965,  Saunders.  543p. 
Price:  $16.65. 

Manual  of  Dermatologic  Syndromes:  By  Thomas  Butterworth 
and  Lyon  P.  Strean.  N.  Y.,  1964,  Blakiston.  76p.  Price:  $3.00. 
Marriage  Counseling  in  Medical  Practice:  A symposium  ed- 
ited by  Ethel  M.  Nash,  MA,  Lucie  Jessner,  MD  and  D.  W. 
Abse,  MD.  Chapel  Hill,  1964,  University  of  North  Carolina. 
368p.  Price:  $8.00. 

Orthopaedic  Surgery  of  the  Limbs  in  Paraplegia:  By  L.  S. 
Michaelis,  MD,  LRCP.  Berlin,  1964,  Springer-Verlag.  54p. 
Price:  $3.00. 

Pediatric  Psychiatry:  By  Hale  E.  Shirley,  MD.  Cambridge, 
Mass.,  1963,  Harvard  University  Press.  796p.  Price:  $10.00. 
Roots  of  Behavior;  Genetics,  Instinct  and  Socialization  in 
Animal  Behavior:  Edited  by  E.  L.  Bliss,  MD.  N.  Y.,  1962, 
Hoeber.  339p.  Price:  $16.00. 

Spontaneous  and  Habitual  Abortion:  By  Carl  T.  Javert,  MD. 
N.  Y.,  1957,  Blakiston.  450p.  Gift,  W.  F.  Manly,  MD. 

Tumors  of  the  Eye:  By  Algernon  B.  Reese,  MD,  DSc,  LLD.  2d 
ed.  N.  Y.,  1963,  Hoeber.  593p.  Price:  $30.00. 

Voices  From  the  Inaudible:  The  Patients  Speak:  By  Theodore 
Reik.  N.  Y.,  cl964,  Farrar.  200p.  Price:  $4.50. 

Book  Reviews 

The  Obstructing  Acromion:  Underlying  Diseases,  Clinical 
Development,  and  Surgery:  By  Bernard  Diamond,  MD. 
Springfield,  HI.,  1964,  Thomas.  212p.  Price:  $9.50. 

The  author  presents  a strong  case  against  the 
acromion  processes  as  causing  or  aggravating  many 
disabling  conditions  about  the  shoulder  and  advocates 
removal  of  the  acromion  in  exposing  and  treating 
these  conditions.  The  report  is  based  on  44  well- 
studied  cases  where  acromionectomy  was  performed. 
He  presents  a surgical  approach  which  is  new  to  me, 
involving  acromionectomy,  providing  excellent  ex- 
posure of  the  rotator  cuff;  and  avoiding  the  problem 
of  reattachment  of  the  deltoid  to  a cut  bone  edge. 
This  alone  makes  the  book  worth  study.  He  then 
classifies  the  various  shoulder  lesions  and  presents 
his  findings  and  results  in  each  classification.  He  also 
covers  the  question  of  how  much  acromion  to  excise. 
Unfortunately,  he  does  not  have  the  solution  to  the 
massive  cuff  tear.  The  book  is  well  written  in  a style 
reminiscent  of  Henry’s  “Extensile  Exposure.”  There 
are  many  good  illustrations  and  the  bad  results  are 
fully  presented.  This  makes  the  book  a model  of 
clarity  and  honesty.  This  book  is  recommended  to 


Mammography  is  the  roentgenographic  study  of 
the  mammary  gland.  This  book  presents  the  story  of 
mammography  and  it  has  been  written  by  the  man 
who  deserves  most  of  the  credit  for  establishing  this 
procedure  as  a sound  pre-operative  diagnostic  aid. 

The  technical  factors  necessary  for  the  production 
of  acceptable  x-ray  studies  of  the  breast  are  different 
from  those  employed  in  ordinary  radiography.  In  the 
book,  Dr.  Egan  points  out  that  the  differences  in  the 
densities  of  the  various  normal  structures,  and  the 
tumors  of  the  breast  are  slight.  To  portray  this  dif- 
ference on  films,  he  has  devised  a special  technique 
which  employs  a low  voltage  beam  of  rays  not  easily 
obtained  from  conventional  machines.  He  uses  only 
fine  grain  industrial  x-ray  film  with  meticulous  proc- 
essing methods. 

The  radiologist,  when  he  first  undertakes  to  inter- 
pret such  films,  faces  a remarkable  difference  in  this 
work  as  opposed  to  ordinary  roentgen  diagnostic 
work  with  which  he  is  already  familiar.  He  becomes 
aware  of  the  need  for  experience.  The  book  provides 
much  to  the  radiologist  who  cannot  leave  his  busy 
practice  to  attend  a special  course  for  such  training. 

This  work  is  the  result  of  Robert  Egan’s  volumi- 
nous experience.  It  is  liberally  illustrated  with  repro- 
ductions of  selected  mammograms  made  with  the 
triple  masking  technique  developed  by  the  Eastman 
Kodak  Company.  The  text  is  brief  for  a book  of  446 
pages,  but  the  information  that  Dr.  Egan  wants  to 
present  comes  through  in  an  easy  to  read  style.  The 
paper  is  of  top  grade  and  the  type  large  and  clear. 

The  book  is  not  intended  to  be  compendium  on 
the  large  subject  of  breast  disease.  It  is,  however,  a 
simplified  approach  to  a correlation  of  roentgeno- 
logical, clinical  and  pathological  signs  of  the  diseases 
that  involve  the  breast.  It  is  recommended  to  all 
radiologists  who  are  now  working  with,  or  intend  to 
be  working  with,  mammograms. 

Wendell  P.  Stampfli,  MD 


We  are  your 
local  distributors 
of  Profexray  X-ray 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals 


~t4K 

SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 
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Multiple  Exostosis  cont.  from  page  35 

all  of  them,  but  a total  of  thirty-five  cases  was 
found. 

We  know  of  only  one  of  the  family  who  de- 
veloped a malignant  chondrosarcoma  in  one  of 
the  growths.  One  cannot  reach  any  conclusions 
about  percentage  of  malignant  evolution  in  these 
cases  as  it  became  impossible  to  follow  all  of 
them.  In  Dr.  Jaffe’s  experience  the  lesions  in 
about  eleven  per  cent  of  these  patients  undergo 
malignant  change. 

Discussion 

An  interesting  family  plagued  with  multiple 
hereditary  exostosis  has  been  presented.  The 
x-rays  are  usually  typical  as  noted  in  Fig.  1 . They 
present  a cosmetic  problem  in  many  cases.  The 
lesions  are  usually  seen  at  the  ends  of  long  bones 
but  can  occur  in  any  bone.  In  this  form  of  the 
disease  one  expects  multiple  sites  of  involvement. 
The  pathologist  finds  rather  normal-looking  bone 
and  cartilage  in  these  lesions,  as  a general  rule. 
At  times  he  may  find  a lesion  which  has  changed 
into  a malignant  chondrosarcoma. 

Stanley,  in  1849,  first  described  the  inheritant 
factor  in  these  bone  tumors  and  presented  cases 


in  three  generations.  One  would  expect  about 
fifty  per  cent  of  the  offspring  from  such  a family 
to  be  troubled  with  these  tumors,  however,  in  the 
family  we  studied  the  per  cent  was  much  higher. 
It  is  thought  that  an  unaffected  father  does  not 
transmit  the  condition,  but  an  unaffected  mother 
can  transmit  this  condition  to  her  offspring.  In 
the  literature,  males  are  supposed  to  be  more 
affected  by  the  bone  tumors  than  are  females; 
however,  in  the  family  which  we  studied  there 
were  more  females  involved.  The  predominance 
of  this  family  consisted  of  females. 

This  is  a rather  easy  diagnosis  to  make  from 
the  x-ray  standpoint  and  when  such  diagnosis  is 
made,  it  seems  interesting  and  of  value  to  x-ray 
other  members  of  the  family  to  see  if  one  can 
trace  this  disease  to  the  family  tree.  It  is  also 
probably  advisable  to  keep  these  cases  under 
close  observation  as  a certain  number  of  these 
lesions  undergo  malignant  change.  • 

REFERENCES 

1 Bennett,  G.  E.  and  Berkheimer,  G.  A. : Malignant  Degenera- 
tion and  a Case  of  Benign  Exostosis,  Surgery,  10:781,  1941. 

3 Ehrenfried,  A.:  Hereditary  Deformity  Deforming  Chondro- 
dysplasia, JAMA,  68:502,  1917. 

3 Ellis,  V.  H.  and  Taylor,  J.  G.:  Diaphysial  Aclasis,  Journal  of 
Bone  and  Joint  Surgery,  33:B100,  1951. 

4Jaffe:  Tumors  and  Tumorous  Conditions  of  the  Bones  and 
Joints,  Lea  and  Febiger. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 
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MATERNAL  MORTALITY 


The  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee0 and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 


7 


Case  30f 

This  patient  was  a 23-year-old  colored  para  0, 
gravida  III,  whose  expected  date  of  confinement  was 
January  31,  1962.  Past  history  was  negative  except 
for  two  spontaneous  abortions.  Initial  physical  ex- 
amination and  laboratory  findings  were  negative  ex- 
cept for  a severe  vaginitis  and  cervicitis.  Blood  pres- 
sure was  130/80.  Her  prenatal  course  was  compli- 
cated by  “mild”  preeclampsia  with  2 plus  albuminuria 
and  excessive  weight  gain  of  40  pounds.  The  patient 
was  seen  at  two  week  intervals  and  treated  with 
diuretics  and  anorexic  agents,  without  much  effect. 
Her  blood  pressure  remained  around  130/80  until 
the  38th  week  when  she  was  hospitalized  with  a pres- 
sure of  140/95  but  no  edema.  On  bed  rest,  the 
blood  pressure  fell  to  120/80.  Induction  of  labor  was 
unsuccessfully  attempted  on  two  occasions  during 
the  hospital  stay,  using  Syntocinon  5 units  in  1000  cc. 
of  5%  glucose  intravenously.  X-ray  pelvimetry  re- 
vealed adequate  measurements.  The  patient  was 
discharged  from  the  hospital  after  one  week  and 
followed  at  weekly  intervals  in  the  office.  She  con- 
tinued to  have  an  elevated  blood  pressure  of  about 
130/94  and  one  plus  albuminuria.  On  Jan.  30,  1962, 
the  patient  was  admitted  to  the  hospital  having  mild 
uterine  contractions  but  no  cervical  dilatation.  Mem- 
branes were  intact.  Syntocinon  5 units  in  1000  cc. 
5 % glucose  was  started  intravenously  but  was  discon- 
tinued because  of  infiltration  into  the  tissues.  Mem- 
branes ruptured  spontaneously  at  8:00  a.m.  on  Feb. 
1,  1962.  Uterine  contractions  continued  to  be  of 
poor  quality  and  Syntocinon  intravenous  infusion 
was  again  started  at  5:00  p.m.  The  contractions  im- 


t Previous  cases  reported  in  May,  September,  November, 
1960;  May,  November,  1961;  June,  December,  1962;  February, 
April,  May,  July,  August,  September,  1963;  February,  March, 
August,  1964;  May,  1965. 

* The  following  physicians  have  been  appointed  to  serve  on 
the  Maternal  Mortality  Committee,  a subcommittee  under 
Maternal  and  Child  Health:  Gerard  W.  del  Junco,  Chairman, 
George  M.  Homer,  James  R.  Patterson,  E.  Stewart  Taylor, 
William  B.  Goddard,  Louis  C.  Wollenweber,  Leo  J.  Nolan, 
L.  W.  Roessing,  E.  N.  Akers,  Claude  D.  Bonham,  Maxwell  A. 
Abelman,  all  of  Denver;  Harold  L.  Dyer,  Colorado  Springs; 
James  W.  McBumey,  Pueblo;  Sidney  Anderson,  Alamosa; 
Ronald  E.  Harrington,  Boulder;  Richard  R.  Hansen,  Ft. 
Collins;  Bruce  M.  Porter,  Grand  Junction;  Jack  Cooper,  Ft. 
Morgan;  Douglas  O.  Kern,  Greeley;  Sam  E.  Callaway, 
Durango;  James  D.  Hites,  Dolores;  Walter  Grund,  Littleton. 


proved  but  labor  progressed  slowly.  At  11:00  p.m. 
on  Feb.  1,  1962,  the  cervix  was  3 centimeters  dilated 
and  the  station  was  minus  1.  Blood  pressure  was 
130/110,  the  contractions  were  described  as  irregular 
and  of  poor  quality;  the  fetal  heart  tones  were 
regular.  At  2:00  a.m.  on  Feb.  2,  1962,  the  cervix 
was  five  centimeters  dilated  with  a station  of  0. 
At  this  time,  the  fetal  heart  tones  were  noted  to 
be  irregular.  Consultation  was  requested  and  a 
cesarean  section  was  recommended.  This  was  done 
at  4:30  a.m.  on  Feb.  2,  1962  and  a stillborn  male 
infant  was  delivered.  The  blood  loss  was  estimated 
at  700  cc.  and  consequently  two  units  of  blood  were 
given.  The  blood  pressure  remained  in  the  130/100 
range. 

The  patient  did  fairly  well  during  the  first  four 
postoperative  days  except  for  some  abdominal  dis- 
tention and  low  grade  fever  which  began  on  the  sec- 
ond postpartum  day.  The  bowel  sounds  were  de- 
scribed as  active.  The  patient  received  intramuscular 
Achromycin  from  day  of  surgery.  On  the  seventh 
postoperative  day,  she  suddenly  spiked  temperature 
to  104  degrees,  which  later  rose  to  107  degrees. 
Medical  consultation  was  obtained  on  the  twelfth 
postoperative  day  (Feb.  14,  1962),  and  examination 
revealed  a pelvic  abscess  which  was  incised  and 
drained.  The  patient  continued  to  have  abdominal 
distention  and  on  Feb.  22  began  passing  tarry  stools. 
Antibiotic  therapy  was  continued,  together  with 
supportive  therapy  with  3 blood  transfusions.  How- 
ever, the  patient  showed  little  or  no  improvement.  On 
Feb.  23  exploratory  celiotomy  was  done  and  72 
centimeters  of  gangrenous  small  intestine  was  re- 
sected. Two  hours  postoperatively,  while  still  in  the 
recovery  room  cardiac  arrest  occurred.  External 
cardiac  massage  was  ineffective  and  the  patient  ex- 
pired at  7:00  p.m.  There  was  no  autopsy. 

Comment 

This  death  was  classified  as  direct  obstetrical  and 
preventable  on  the  basis  of  procrastination  in  surgical 
therapy  and  delay  in  consultation.  No  mention  was 
made  of  daily  membrane  stripping  and  intermittent 
use  of  Pitocin  drip  to  produce  a favorable  cervix  for 
induction  for  toxemia  at  38  weeks. 

Records  available  to  the  committee  did  not  eluci- 
date the  electrolyte  status  or  therapy.  Certainly  there 
was  delay  in  performing  the  secondary  surgery  with 
too  much  dependence  upon  antibiotic  therapy.  Im- 
proper electrolyte  control  and  postoperative  acidosis 
and  anoxia  undoubtedly  were  primary  causes  of 
death  in  an  alrealy  depleted  patient. 


The  average  patient’s  hospital  stay  is  nearly 
half  as  long  today  as  it  was  25  years  ago.  The 
average  stay  in  1935  was  14  days  and  today  it 
is  7.7.  The  decline  is  attributed  to  better  medi- 
cines, new  equipment,  and  improved  treatment. 


54 


Rocky  Mountain  Medical  Journal 


Prescription: 

To  free  the  cash  you  have  tied  up  in 
transportation,  lease  a car  from  us  today! 

• You  get  a brand  new  car  at  regular  intervals. 

• Any  make  and  body  style-economy  or  prestige. 

• Whatever  extra/special  equipment  you  specify. 

• Drive  it  all  you  want — no  capital  invested. 

• Service  and  repair  bills  paid  anywhere  you  go. 

• Complete  insurance  coverage,  no  problems. 

• Prompt  attention,  respecting  your  busy  schedule. 

• You  may  save  on  taxes,  too! 

PLUS  free  pick-up  and  delivery,  loaner  and  24-HOUR 
EMERGENCY  ROAD  SERVICE  within  the  Metropolitan 
Denver  Area — priority  to  physicians! 

Closed-end  lease — including  license,  insurance,  main- 
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James  E.  Edwards,  M.D. 


for  June,  1965 


55 


Colorado  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr., 
1966;  District  No.  2 — John  Simon,  Englewood,  1965;  District 
No.  3 — Kenneth  E.  Gloss,  Colorado  Springs,  1967;  District  No. 
4 — James  G.  Price,  Brush,  1966;  District  No.  5 — William  S. 
Curtis,  Boulder,  1966;  District  No.  6 — Heman  R.  Bull,  Grand 
Junction,  1967;  District  No.  7— Tullius  W.  Halley,  Durango, 
1967;  District  No.  8 — Herman  W.  Reth,  Monte  Vista,  Chair- 
man, 1965;  District  No.  9 — Scott  A.  Gale,  Pueblo,  Vice  Chair- 
man, 1965. 

Grievance  Committee:  Joel  R.  Husted,  Boulder,  1965;  James 
A.  Henderson,  Englewood,  Assistant  Secretary,  1965;  Robert 
J.  Bliss,  Fort  Collins,  1965;  William  A.  Smedley,  Jr.,  Grand 
Junction,  1965;  H.  Harper  Kerr,  Pueblo,  1965;  Edward  E. 
Tennant,  Sterling,  1965;  John  B.  Griffith,  Aurora,  1966; 
Dwight  C.  Dawson,  Colorado  Springs,  1966;  Ray  G.  Witham, 
Craig,  Chairman,  1966;  Clayton  K.  Mammel,  Denver,  1966; 
Robert  B.  Richards,  Fort  Morgan,  1966;  Joseph  A.  Leonard, 
Lakewood,  Secretary,  1966. 

Delegates  to  the  American  Medical  Association:  I.  E. 
Hendryson,  Denver,  Dec.  31,  1965  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1965);  Harlan  E.  McClure,  Lamar, 
Dec.  31,  1965  (Alternate,  Walter  M.  Boyd,  Greeley,  Dec.  31, 
1965);  Kenneth  C.  Sawyer,  Denver,  Dec.  31,  1966  (Alternate, 
Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1966). 

Speaker,  House  of  Delegates:  Walter  C.  Herold,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver. 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Bradford  Murphey,  Denver. 

COUNCIL  ON  GOVERNMENTAL  RELATIONS:  Robert  G. 
Bosworth,  Jr.,  Denver,  Chairman,  1966;  Frank  E.  Stander, 
Pueblo,  Vice  Chairman,  1965;  Roger  G.  Howlett,  Golden, 
1965;  Jack  I.  Paap,  Colorado  Springs,  1965;  Phillip  Weaver, 
Greeley.  1965;  James  M.  Perkins,  Denver,  1966;  Ward  B. 
Studt,  Grand  Junction,  1966;  John  Wood,  Englewood,  1966. 

COMMITTEES  OF  THE  COUNCIL- 
DISASTER  MEDICAL  CARE  COMMITTEE:  James  M. 
Perkins,  Denver,  Chairman;  Robert  Collier,  Wheat  Ridge, 
Vice  Chairman;  Cyrus  W.  Partington,  Colorado  Springs; 
Robert  B.  Skinner,  Denver;  V.  E.  Wohlauer,  Denver. 
LEGISLATIVE  COMMITTEE:  Robert  E.  McCurdy,  Denver, 
Chairman;  H.  U.  Waggener,  Denver,  Vice  Chairman;  James 
J.  Pattee,  Colorado  Springs;  J.  Philip  Clarke,  Samuel  Haigler, 
Roger  S.  Mitchell,  McKinnie  Phelps,  all  of  Denver;  Walter 
J.  Grand,  Littleton. 

STATE  WELFARE  DEPARTMENT  AFFAIRS  COMMITTEE: 
Robert  B.  Richards,  Fort  Morgan,  Chairman;  Robert  McKenna, 
Denver;  John  M.  Wood,  Englewood. 

MILITARY  AFFAIRS  COMMITTEE:  Robert  S.  Liggett,  Den- 
ver, Chairman;  Leo  W.  Lloyd,  Durango;  Jackson  Sadler,  Fort 
Collins. 

WORKMEN’S  COMPENSATION  AFFAIRS:  Robert  F.  Bell, 
Chairman;  Harry  R.  Boyd,  Felice  A.  Garcia,  Elmer  M. 
Franz,  Raymond  Hammer,  William  Wierman,  all  of  Denver. 
COUNCIL  ON  MEDICAL  SERVICE:  I.  E.  Hendryson,  Denver, 
Chairman,  1966;  Joseph  B.  McCloskey,  Denver,  Vice  Chair- 
man, 1966;  Walter  E.  Vest,  Denver,  1965;  Kenneth  I. 
Maclnnes,  Colorado  Springs,  1965;  Arthur  Olsen,  Fort  Mor- 
gan, 1965;  Robert  Viehe,  Glenwood  Springs,  1965;  John  H. 
Amesse,  Denver,  1966;  Henry  W.  Toll,  Jr.,  Denver,  1966. 

COMMITTEES  OF  THE  COUNCIL- 
AGING  COMMITTEE:  Robert  H.  Hughes,  Denver,  Chairman; 
Jack  L.  Baughman,  William  E.  Hay,  Walter  E.  Vest,  all  of 
Denver;  Robert  Schilling,  Pueblo. 


REPRESENTATIVES  TO  BLUE  CROSS  BOARD:  Samuel  P. 
Newman,  Denver;  Heman  R.  Bull.  Grand  Junction. 

BLUE  SHIELD  ADVISORY  COMMITTEE:  William  B.  Condon, 
Denver,  Chairman,  1965;  A.  T.  Waski,  Akron,  1965;  James 
Price,  Brush,  1965;  Joseph  S.  Pollard,  Colorado  Springs,  1965; 
L.  L.  Hick,  Delta,  1965;  Leo  J.  Flax,  Denver,  1965;  Richard 
Herrmann,  Denver,  1965;  Ivan  E.  Hix,  Jr.,  Denver,  1965; 
Herbert  B.  Kennison,  Jr.,  Denver,  1965;  John  McAfee,  Den- 
ver, 1965;  H.  U.  Waggener,  Denver,  1965;  Gatewood  C. 
Milligan,  Englewood,  1965;  Harlan  E.  McClure,  Lamar,  1965; 
Wesley  Van  Camp,  Pueblo,  1965;  Leo  J.  Leonardi,  Salida, 
1965;  Lee  J.  Beuchat,  Trinidad,  1965;  William  A.  Merritt, 
Walsenburg,  1965;  William  M.  Martin,  Aurora,  1966;  Robert  E. 
Carlton,  Colorado  Springs,  1966;  Walter  E.  Herold,  Colorado 
Springs,  1966  (John  V.  Ambler,  Denver,  alternate  for  Dr. 
Herold);  Clifford  E.  Parmley.  Cortez,  1966:  D.  Eugene 
Cowan,  Denver,  1966;  Theodore  K.  Gleichman,  Denver,  1966; 
John  L.  Lightburn,  Denver,  1966;  Lex  L.  Penix,  Denver,  1966; 
Lloyd  V.  Shields,  Denver,  1966;  David  J.  Stephenson,  Denver, 
1966;  David  E.  Bates,  Eaton,  1966;  N.  Paul  Anderson,  Fort 
Collins,  1966;  Harlan  B.  Huskey,  Fraita,  1966;  Edward  E. 
Mueller,  Glenwood  Springs,  1966;  John  H.  Dahl,  Lakewood, 
1966;  Robert  D.  Pierce,  Pueblo,  1966;  Vernon  H.  Price, 
Steamboat  Springs,  1966;  Robert  B.  Bradshaw,  Alamosa, 
1967;  Raymond  C.  Beethe,  Burlington,  1967;  Henry  C.  Grabow, 
Canon  City,  1967;  James  V.  Carris,  Colorado  Springs,  1967; 
F.  A.  Garcia,  Denver,  1967;  John  Litvak,  Denver,  1967; 
Walter  J.  Longeway,  Denver,  1967;  Robert  E.  McCurdy, 
Denver,  1967;  Donald  E.  Newland,  Denver,  1967;  Leroy  Sides, 
Denver,  1967;  Chester  M.  Wigton,  Durango,  1967;  Leon  L. 
Gordon,  Lafayette,  1967;  William  R.  Sisson,  La  Junta,  1967; 
John  Peters,  Jr.,  Montrose,  1967;  Lloyd  W.  Surges,  Steamboat 
Springs.  1967;  Jack  L.  Mackey,  Sterling,  1967. 

COMMITTEE  ON  BLOOD:  William  A.  H.  Rettberg,  Chairman; 
John  M.  Nelson,  E.  P.  Elzi,  Robert  W.  Lackey,  Robert  W. 
Virtue,  all  of  Denver. 

INSURANCE  AND  PREPAYMENTS  PLANS  COMMITTEE: 

To  be  appointed. 

INSURANCE  REVIEW  COMMITTEE:  George  R.  Buck, 
Chairman;  E.  Bruce  Badger,  Charles  B.  McCrory,  all  of 
Denver. 

MEDICAL  ASPECTS  OF  SPORTS  COMMITTEE:  M.  L.  Gibson, 
Aurora,  Chairman;  Others  to  be  appointed. 

MEDICAL  FACILITIES  COMMITTEE:  To  be  appointed. 
COUNCIL  ON  PROFESSIONAL  RELATIONS:  Carl  W. 
Swartz,  Pueblo,  Chairman,  1966;  William  A.  Liggett,  Denver, 
Vice  Chairman,  1965;  Littleton  J.  Bunch,  Alamosa,  1965; 
Robert  B.  Richards,  Fort  Morgan,  1965;  W.  Kemp  Absher, 
Pueblo,  1965;  Claude  D.  Bonham,  Denver,  1966;  Richard  P. 
Saunders,  Grand  Junction,  1966;  Clare  C.  Wiley,  Longmont, 
1968. 

COMMITTEES  OF  THE  COUNCIL- 
REPRESENTATIVES  TO  THE  ADULT  EDUCATION  COUN- 
CIL: Lawrence  T.  Brown,  Denver;  Kenneth  C.  Sawyer,  Jr., 
Denver. 

ADVISORY  TO  THE  AUXILIARY:  Fred  A.  Humphrey,  Fort 
Collins,  Chairman;  V.  V.  Anderson,  Del  Norte;  Bradford 
Murphey,  Denver;  J.  Alan  Shand,  La  Junta. 

ADVISORY  TO  THE  COLORADO  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS:  C.  William  Vickers,  Colorado  Springs, 
Chairman;  Fordyce  McCabe,  Boulder;  Robert  V.  Elliott,  Den- 
ver; Robert  Redwine,  Pueblo. 

MEDICINE  AND  RELIGION  COMMITTEE:  Bernard  T. 
Daniels,  Denver,  Chairman;  Robert  O.  Beadles,  Colorado 
Springs;  Lewis  Barbato,  Denver;  Herman  I.  Laff,  Denver; 
Alfred  O.  Mazat,  Englewood. 

MEDICOLEGAL  COMMITTEE:  William  A.  Liggett,  Denver. 
Chairman,  1965;  Elmer  M.  Franz,  Denver,  1965;  James  E. 
Hutchison,  Denver,  1965;  Eugene  Penn,  Aurora,  1966;  Thomas 
Kennedy,  Denver,  1966;  Wilbur  Manley,  Denver,  1966. 
PROFESSIONAL  INSURANCE  ON  RETIREMENT  COMMIT- 
TEE: Frank  Gorishek,  Denver,  Chairman;  William  S.  Curtis, 
Boulder;  L.  L.  Hick,  Delta;  George  R.  Buck,  Denver;  Paul 
Stidham,  Grand  Junction. 

COUNCIL  ON  PUBLIC  HEALTH:  Roger  S.  Mitchell,  Denver, 
Chairman,  1965;  Ward  L.  Chadwick,  Denver,  Vice  Chairman, 
1966;  Kenneth  E.  Gloss,  Colorado  Springs,  1965;  L.  L.  Hick, 
Delta,  1965;  John  C.  Straub,  Limon,  1965;  Henry  B.  Strenge, 
Boulder,  1966;  Robert  K.  Brown,  Denver,  1966;  James  A. 
Stapleton,  Denver.  1966. 

COMMITTEES  OF  THE  COUNCII^- 
ADDICTIONS  COMMITTEE:  Edward  Delehanty,  Denver, 
Chairman;  Richard  L.  Conde,  Colorado  Springs;  Albert  E. 
Stock,  Colorado  Springs;  Ernest  G.  Ceriani,  Kremmling; 
J.  L.  Rosenbloom,  Pueblo. 

AUTOMOTIVE  SAFETY  COMMITTEE:  Horace  E.  Campbell, 
Denver,  Chairman;  C.  L.  Lusby  n,  Brush;  Thomas  J.  Hurley, 
Colorado  Springs;  E.  H.  Vincent,  Colorado  Springs;  Charles 
D.  Bloomquist,  Denver. 

HEALTH  EDUCATION  AND  SCHOOL  HEALTH  COMMIT- 
TEE: Ward  L.  Chadwick.  Denver,  Chairman;  Charles  E. 
Pennington,  Colorado  Springs;  Mildred  Doster,  Denver;  Ruth 
Gouge,  Englewood. 


INFECTIOUS  DISEASES:  Henry  Strenge,  Boulder,  Chairman; 
Maurice  Snyder,  Colorado  Springs;  Henry  Kempe,  Denver; 
Joseph  B.  McCloskey,  Denver;  Cecil  Mollohan,  Denver; 
James  Philpott,  Jr.,  Denver;  Ham  Jackson,  Fort  Morgan. 
MATERNAL  AND  CHILD  HEALTH:  Ben  C.  Williams,  Den- 
ver, Chairman;  Jean  M.  Bremers,  Jerry  A.  Freeman,  W.  Donald 
Woodard,  all  of  Denver;  Marcia  Curry,  Denver;  Donald  W. 
Schiff,  Littleton;  George  W.  Horst,  Glenwood  Springs. 
MENTAL  HEALTH  COMMITTEE:  Frederick  A.  Lewis,  Jr., 
Denver,  Chairman;  Richard  L.  Conde,  Colorado  Springs,  Vice 
Chairman;  V.  V.  Anderson,  Del  Norte;  Lewis  Barbato, 
Edward  Billings,  Laurence  M.  Currier,  Edward  Delehanty, 
John  N.  Hannum,  Alan  M.  Kraft,  William  W.  McCaw,  Charles 
A.  Rymer,  all  of  Denver. 

OCCUPATIONAL  HEALTH  AND  REHABILITATION:  Lewis 

C.  Benesh,  Denver,  Chairman;  Irving  Ohr,  Denver;  Charley 
J.  Smyth,  Denver;  James  A.  Stapleton,  Denver;  Hal  R.  Dildy, 
Golden;  John  S.  Young,  Lakewood. 

PULMONARY  DISEASE:  Robert  K.  Brown,  Denver,  Chair- 
man; Lorence  Kircher,  Colorado  Springs;  Milton  L.  Wiggins, 
Colorado  Springs;  Edward  Donovan,  Leroy  Elrick,  John 
Zarit,  all  of  Denver;  Lynn  A.  James,  Grand  Junction. 

RURAL  HEALTH  COMMITTEE:  V.  E.  Wohlauer,  Denver, 
Chairman;  Monroe  R.  Tyler,  Denver;  Edward  G.  Merritt, 
Dolores;  Henry  P.  Thode,  Jr.,  Ft.  Collins;  Richard  B. 
Saunders,  Grand  Junction;  Mason  M.  Light,  Gunnison;  Doris 
M.  Benes,  Haxtun;  Elmer  L.  Morgan,  Rocky  Ford;  Vernon 
Price,  Steamboat  Springs. 

WEEKLY  HEALTH  COLUMN  AND  HEALTH  ARTICLES 
COMMITTEE:  Joseph  Butterfield,  Denver,  Chairman;  L.  C. 
Lusby  II,  Brush;  Howard  A.  Bronson,  Stuart  G.  Dunlop, 
PhD,  David  B.  Roos,  Herbert  Rothenberg,  Giles  Toll,  all  of 
Denver;  Birger  E.  Peterson,  Longmont. 

COUNCIL  ON  SCIENTIFIC  EDUCATION:  Albert  Kukral, 
Denver,  Chairman,  1966;  Joseph  S.  Pollard.  Colorado  Springs, 
Vice  Chairman,  1965;  John  E.  McWilliams,  Colorado  Springs, 
1965;  Jess  H.  Humphries,  Denver,  1965;  William  W.  Waddell, 
Denver,  1965;  Gilbert  Balkin,  Denver,  1966;  E.  Paul  Sheridan, 
Denver,  1966;  Victor  A.  Crumbaker,  Grand  Junction,  1966. 

COMMITTEES  OF  THE  COUNCIL— 

AMA-ERF  COMMITTEE:  Kenneth  C.  Sawyer,  Jr.,  Denver, 
Chairman;  Samuel  H.  Brown,  Colorado  Springs;  T.  W.  Halley, 
Durango;  Rodger  Wotkyns,  Lakewood;  Robert  Ludwick, 
Sterling. 

CANCER  COMMITTEE:  N.  Paul  Isbell,  Denver,  Chairman; 
Claude  D.  Bonham,  John  S.  Bouslog,  R.  Neil  Chisholm,  B.  T. 
Daniels,  Raymond  W.  Hammer,  E.  A.  Hinds,  William  A.  Hines, 
Alexis  E.  Lubchenco,  R.  G.  Mitcheltree,  Marson  Morfit, 
Kenneth  C.  Sawyer,  all  of  Denver;  Lanning  Likes,  Lamar. 
MEDICAL  EDUCATION  COMMITTEE:  William  M.  Covode, 
Denver,  Chairman;  Joseph  H.  Holmes,  Denver,  Vice  Chair- 
man; L.  E.  Maurer,  Boulder;  Robert  Hawley,  Denver;  James 

D.  Hites,  Dolores;  William  Leitch,  Wheat  Ridge. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  George  P. 
Lingenfelter,  Denver,  Chairman,  1967;  Kenneth  A.  Platt, 
Westminster,  1966;  Frank  Gorishek,  Denver,  1965:  Gene  P. 
Ley,  Pueblo,  1968;  Carl  H.  McLauthlin,  Denver,  1969. 
REPRESENTATIVES  TO  COLORADO-WYOMING  SCIENCE 
FAIR:  Robert  Dillon,  Colorado  Springs,  1965;  H.  Calvin 
Fisher,  Denver,  1966. 

PROGRAM  COMMITTEE,  1965  MIDWINTER  CLINICAL 
SESSION:  Gilbert  Balkin,  Denver,  Chairman;  John  E. 
McWilliams,  Colorado  Springs;  L.  Joseph  Butterfield,  Jess  H. 
Humphries,  Marvin  E.  Johnson,  Albert  J.  Kukral,  E.  Paul 
Sheridan,  all  of  Denver;  Victor  A.  Crumbaker,  Grand 
Junction. 

PROGRAM  COMMITTEE,  1965  ANNUAL  SESSION:  Joseph 
S.  Pollard,  Colorado  Springs,  Chairman;  Otis  J.  King,  Jr., 
Colorado  Springs;  Edward  J.  Donovan,  John  A.  Humphreys, 
Albert  J.  Kukral,  Thomas  W.  Moffatt,  James  C.  Owens,  all  of 
Denver;  L.  C.  Wollenweber,  Jr.,  Lakewood. 

BOARD  OF  TRUSTEES  COMMITTEES 
EXECUTIVE  COMMITTEE:  Samuel  B.  Childs.  Denver,  Chair- 
man; Howard  T.  Robertson,  Denver;  J.  Robert  Spencer,  Den- 
ver; Myron  C.  Waddell,  Denver;  Kenneth  A.  Platt,  West- 
minster. 

FINANCE  COMMITTEE:  J.  Alan  Shand,  La  Junta,  Chairman; 
Paul  R.  Hildebrand,  Brush;  William  A.  Day,  Colorado 
Springs;  Samuel  B.  Childs,  Denver;  Carl  H.  McLauthlin, 
Denver. 

BUILDING  MANAGEMENT  COMMITTEE:  J.  Robert  Spencer, 
Denver,  Chairman;  Carl  H.  McLauthlin,  Denver;  Howard  T. 
Robertson,  Denver. 

COCHEMS  TRUST  FUND:  Samuel  B.  Childs,  Denver;  Paul 
R.  Hildebrand,  Brush;  Myron  C.  Waddell,  Denver. 

CODE  OF  COOPERATION  COMMITTEE:  John  S.  Bouslog, 
Denver,  Chairman;  Paul  R.  Hildebrand,  Brush;  Samuel  B. 
Childs,  Denver;  Clyde  E.  Stanfield,  Denver;  Mr.  Donald  G. 
Derry,  Denver. 

ORIENTATION  COURSE  COMMITTEE:  GUI  Brehm,  Sterling, 
Chairman;  Jack  D.  Durrance,  Denver;  Carl  H.  McLauthlin, 
Denver;  John  N.  Wilson,  Denver;  Robert  R.  Tipton,  Lake- 
wood. 


PUBLIC  RELATIONS  COMMITTEE:  Clyde  E.  Stanfield,  Den- 
ver, Chairman;  Marcus  B.  Bond,  Denver;  John  S.  Bouslog, 
Denver. 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary -Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary -Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  John  M.  Read,  Elko. 

President-elect:  Joseph  M.  George,  Jr„  Las  Vegas. 
Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  William  A.  O’Brien,  HI,  Reno. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal: Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS— 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmitt  M.  Jennings,  Roswell. 

Secretary -Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Omar  Legant,  Albuquerque. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward.  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A. : Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  Na- 
tional Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1964-65 — -Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City. 

President-elect:  L.  V.  Broadbent,  Cedar  City. 

Past  President:  Scott  M.  Budge,  Logan. 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City. 
Secretary  ’67 : Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  AMA:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  AMA:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

(Continued  on  page  58) 
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Wyoming  State  Medical  Society 

OFFICERS— 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne, Telephone  632-5525 


"P>io(eMcoHal  Service." 

TREE  SPRAYING  SPECIALIST 
900  So.  Clermont  Street 
DENVER,  COLORADO  80222 

Phone:  756-9436 


BROADMOOR 


for  the  pure  pleasure  of  it  all. 

t,"Broadmoor 

Colorado  Springs,  Colo. 


Condition 

^ PERFECT! 


...in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


• • • 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

13840  West  Braun  Drive 
Golden,  Colorado 

MEMBER 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital  JoHN  w Myers.  m.d„  Medical  Director 
20  acres  landscaped  grounds  Henri  t pEN1EY  Psychiatrist 
Favorable  year-round  climate 
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WANT  ADS 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TFB 


MEDICAL  SPACE  EXCLUSIVELY — Anywhere  in  Denver’s 
Metropolitan  area.  Ranging  from  the  older  established  to 
the  new  modern  medical  facilities.  Can  fit  space  to  your 
requirements.  Call  or  write  R.  E.  Rainey,  Agent,  Medical 
Dental  Space,  6200  So.  Broadway,  Littleton,  Colorado,  Phone 
794-7825.  3-10-5B 


GP — Catholic,  Denver  suburb.  Salary  first  year,  partnership 
possible.  Details  first  letter.  Box  3-7-TF,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver  18,  Colorado. 

3-7-TF 


AVAILABLE  JULY  1,  1965 — excellent  general  practice  open- 
ing in  Delta,  Colorado.  Present  physician  leaving  for  res- 
idency. Drawing  population  17,000;  presently  eight  physicians 
in  area.  Twenty-eight  bed,  well  equipped  General  Hospital 
with  open  staff  and  generous  surgical  privileges.  Reply  to 
Box  4-8-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  4-8-3 


HAVE  TWO  X-RAY  MACHINES.  Will  sell  one.  Lloyd 
Robinson,  MD,  Telephone  388-4178  (Denver).  6-8-2 


INTERNIST  wanted  to  join  Southwest  Denver  Medical  Group, 
established  in  this  location  for  8 years.  Must  be  board 
eligible.  Contact:  Harold  L.  Kayser,  MD,  1930  So.  Federal 
Blvd.,  Denver,  Colorado  80219.  Telephone  934-5591.  4-12-3 


WANTED — Ambitious,  well  qualified  physician  to  locate  in 
Seneca,  Kansas.  Modem  Hospital.  Productive  agricultural 
area.  Excellent  outdoor  activities.  Inquire  Seneca  Chamber  of 
Commerce.  4-3-3B 


OFFICE  SPACE  AVAILABLE  IN  GROWING  COMMUNITY. 

Opportunity  to  lease  space  and  own  stock  (optional)  in 
Aurora  Medical  Building.  Presently  occupied  by  20  doctors. 
Laboratory  and  x-ray  facilities  available.  Call  Vincent 
Schmitz,  825-1393.  3-12-4B 


WANTED:  General  Practitioner  to  associate  with  established 
General  Practitioner  in  Wyoming.  Modem  ideal  profes- 
sional facilities,  liberal  partnership  opportunity.  Details  first 
letter.  Strong  references  required.  Reply  to  Box  4-9-3,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver  80218. 

4-9-3 


ASSOCIATE  WANTED— Practice  established  17  years,  chal- 
lenging and  rewarding;  well-equipped  Clinic  Building  built 
1960;  60-bed  general  hospital;  ideal  place  for  young  doctor 
with  some  experience  or  some  residency  training  in  internal 
medicine  or  pediatrics;  arrangements  flexible.  Excellent  hunt- 
ing and  boating.  Wide  open  for  aggressive  man  willing  to 
accept  challenge.  Should  develop  to  three  man  group  in 
12-18  months.  He  will  replace  older  partner  leaving.  Reply 
to  Box  6-3-2,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  6-3-2 


EXCLUSIVELY 


NEIll 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


'] 
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MEDICAL  OFFICE— BROOMFIELD,  COLORADO.  1660  sq.  ft. 

modem  fully  equipped  suite  in  select  shopping  area  with 
adequate  parking  facilities.  Four  examining  rooms,  minor 
operating  room,  private  reception  area  and  doctor’s  office. 
Completely  air-conditioned.  Excellent  established  practice 
with  gross  $40-45,000.  Call  or  write  Dr.  Samuel  G.  Novak, 
Medical  Arts  Building,  No.  14  Garden  Center,  Broomfield, 
Colorado.  5-5-2B 


FOR  SALE,  JULY  1,  1965:  Examining  table,  suitable  for  any 
practitioner.  Almost  new.  B.  B.  Sanders,  MD,  5101  E.  Yale, 
Denver.  Telephone  756-3624.  6-5-1 


MEDICAL  SPECIALISTS — Board  eligible  or  certified  physi- 
cians in  various  fields  of  medicine  with  combined  residency 
and  experience,  to  develop  and  provide  authoritative  medical 
policies  and  opinions  with  regard  to  drugs  and  drug  prod- 
ucts. Five  day,  forty-hour  week.  Entrance  salary  $16,130. 
Periodic  increases  of  $490  after  first  year.  Advancement  op- 
portunities. Non-discrimination  in  employment.  Limited  pri- 
vate practice  permitted  and  academic  affiliation  and  mem- 
bership and  participation  in  professional  organizations  en- 
couraged. Liberal  benefits  of  Federal  employment  including 
life  insurance,  health  insurance,  and  excellent  sick  leave, 
vacation,  and  retirement  plans.  Major  costs  of  travel  and 
transportation  of  household  furniture  to  the  Washington, 
D.  C.  area  will  be  paid.  Send  complete  curriculum  vitae  to: 
Joseph  F.  Sadusk,  Jr.,  MD,  Medical  Director,  Food  and  Drug 
Administration,  Bureau  of  Medicine,  Washington,  D.  C. 
20204.  6-7-3B 


GENERAL  PRACTICE  collecting  $40,000.  Excellent  histories, 
physicals  and  records.  Sell  and  introduce.  $5,000.  5-7-TFB 


NORTHGLENN  PROFESSIONAL  BUILDING.  2 G.P.’s,  and 
O.B.,  and  a Surgeon  ready  to  occupy  the  building.  This  is 
the  only  professional  building  in  this  suburban  Denver  com- 
munity of  18,000.  Room  for  a dentist  and  other  medical 
specialties.  Should  be  particularly  good  for  ophthalmologist. 
Phone  Mr.  Hickam  at  777-2671.  5-1-TFB 


CONGENIAL  GROUP  OF  SIX  GP’S  desire  additional  mem- 
ber; salary  first  year,  then  partnership;  progressive  city 
near  mountains  and  recreational  areas,  hunting,  fishing,  golf, 
etc.  Wind  River  Medical  Group,  Riverton,  Wyoming.  5-10-3B 


NEW  PROFESSIONAL  BUILDING— Approximately  1,700 
square  feet.  Can  custom  finish  immediately.  The  building 
complete  except  for  this  portion.  Located  on  the  busy  Ralston 
Road  and  Dover  in  Arvada,  Colorado.  Ample  parking,  build- 
ing has  hot  water  heat  and  is  air  conditioned.  There  is  a 
possibility  of  participating  in  building.  Dr.  R.  Wayne  Winter, 
Dr.  Walter  H.  Winter,  424-4567,  424-1851.  6-1-3B 


FOR  SALE  OR  LEASE:  50  MA-90KVP  Continental  X-Ray, 
Flat  Top  Table  and  Bucky,  Floor  Controls  plus  other 
accessories.  Repossessed  in  very  good  condition.  Lease  terms 
if  desired.  Hartzell  Leasing  Company,  6320-D  Linn  Avenue 
NE,  Albuquerque,  New  Mexico.  Telephone  265-7841.  6-2-1B 


DESIRE  TO  RETIRE.  Forty  years  in  the  same  central  loca- 
tion. Reasonable  rent.  Two  examining  rooms,  consultation 
room,  secretary’s  office  and  laboratory.  Reasonable  price  for 
furnishings  and  equipment.  About  nine  thousand  complete 
case  histories  are  yours.  Will  remain  one  month  to  introduce. 
623-0813,  Denver,  or  Box  4-5-1,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  6-6-TF 


OFFICES  FOR  DENTISTS  AND  PHYSICIAN.  Rent  or  Lease. 

Air-conditioned.  Good  floor  plans.  Close  to  Wheat  Ridge 
Lutheran  Hospital  and  Medical  Center.  All  offices  on  ground 
floor.  Plenty  of  parking.  Reasonable.  Call:  R.  Lehman, 
333-2717;  evenings  355-9395  (Denver).  5-2-2B 


ENJOY  A SECOND  HOME  IN  COOL  SANTA  FE— mountain 
vacation  houses — fifteen  minutes  from  town  in  scenic  area 
— near  many  natural  and  tourist  attractions — opera  July  and 
August — Write  Drawer  B,  Santa  Fe,  New  Mexico,  or  call 
982-1407.  6-4-3B 
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TEXACO  PRODUCTS 
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Free  Delivery 
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PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE. 

-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

f ftker] 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 

NOW!  MEDICALLY  ACCREDITED 
(. NATIONAL  COUNCIL  for  the 
ACCREDITATION  of  NURSING  HOMES ) 

DENVER  CONVALESCENT  CENTER 


DENVER 

NURSING 

HOME 

GLADYS  ELLIS,  Adm. 

Phone:  388-9383 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  lit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


Announcing  . . . 

INCREASED  BENEFITS  PLANS! 

. . . now  up  to  $800.00  disability  income! 

The  Income  Protection  program  of  the  Colorado  Medical  Society  has 
been  improved  to  include  new  plans  offering  $700  a month  or  $800  a 
month  protection! 

All  members  under  age  55  in  full  time  practice  may  apply  for 
the  new  plans! 

return  the  coupon  for  full  details 
underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— Omaha,  Nebraska 

(3-4-5-6J 


VINCENT  ANDERSON  CO.,  INC. 

2nd  Floor,  R.R.  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection 
Plan  of  the  Colorado  Medical  Society. 

NAME 

ADDRESS  

CITY  STATE 
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solve  color  problems  in  minus  or  plus  H lenses— 


specify  FIUrRMCOTE, 

UNIFORM  COLOR  COATING  PROCESS 

provides  a uniform  light  filter  ^ 

FILTR-COTE  does  not  alter  the  correction  of  the 
original  lenses  . . . filters  light  very  closely  to  compa- 
rable colored  glass  lenses  . . . can  be  applied  to  any 
glass  lens  . . . little  or  no  additional  cost  over  colored 
glass  lenses. 

CHOICE  OF  GRAY  • GREEN  • TAN 

PROCESSED  BY  BENSON  CRAFTSMEN  IN  BENSON  LABORATORIES 


your  service-partners  , . . 


BENSON  OPTICAL  COMPANY 

imggjp  Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
~”~r~  specialists  in  prescription  optics  for  half  a century 
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10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 


Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


MOKNINGSlDc 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

. . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 
HENRY  COE,  Administrator 


11:47  pm  11:53  pm  12:06  am 
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TRADE-MARK  (g) 


things  go 

Coke 


64 


Philadelphia 


n in  is  iiiue 


Special 

Wyoming  Edition 


Celebrating 
75  Years  of  Statehood 


Rocky 

Mountain 

Medical 

Journal 


brary  of  thi 

|EGE  OF  physician; 

PHIL  £,  r~>  - • i . ^ 

Jtl'  8-1965 


Table  of  contents  page  2 

olume  62  • Number  7 


■n 


(diphenhydrar 

PAR 

To  Combat  Symptoms  oi 


»llei 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Antihistaminic-Tt- 
lieves  sneezing,  nasal  congestion,  itching,  and  lacrimation. 
A ntispasmodic— relieves  bronchial  and  gastrointestinal 
spasm.  Precautions:  Persons  who  have  become  drowsy  on 
this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  en- 
gage in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers, 
if  used  with  BENADRYL,  should  be  prescribed  with  cau- 
tion because  of  possible  additive  effect.  Diphenhydi 


has  an  atropine-like  action  wfc 
when  prescribing  BENADRYI 
tions,  commonly  associated  with  antihist 
and  generally  mild,  may  affect  the  ne 
and  cardiovascular  systems.  Most 
drowsiness,  dizziness,  dryness  of  the 
nervousness.  BEN 
mg.  and  Capsules  of  25 
ride.  The  pink  capsule  wi 
the  white  band  is  a trademark 
" Parke,  Davis  & ~ 
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H.W.&D.  BRAND  OF  SULFOBROMOPHTNALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 


Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg. /kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10's  and  25’s. 


BSP®  DISPOSABLE  UNIT 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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Our  Cover  Picture 

REGISTER  CLIFF 

About  three  miles  southeast  of 
Guernsey,  Wyoming,  a chalk  cliff 
bears  the  names  of  thousands  of 
pioneer  travelers  who  cut  a record  of 
their  passing  this  point.  Some  of 
those  who  died  on  the  way  were 
buried  near  the  base  of  the  cliff. 
About  700  inscriptions  remain  leg- 
ible; one  is  dated  1842.  The  meadow 
at  the  foot  of  Register  Cliff,  orig- 
inally called  Sand  Point,  was  the 
first  stopping  place  of  emigrants  west 
of  Fort  Laramie.  Near  the  cliff, 
Jules  E.  Coffey  operated  a stage  sta- 
tion, in  the  1850’s.  At  the  cliff's  sum- 
mit was  an  Indian  burial  ground. 
Time,  weather  and  circumstances 
have  each  lent  destructive  influence 
in  erasing  portions  of  this  irreplace- 
able relic-register.  Yet,  the  ghosts 
remain. 

PHOTO  & CREDIT:  Wyoming  Travel 
Commission 
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NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle, 
v Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

enTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
! delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20 ml.  and  in  bottles  ofSOml.with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  ThenfadiS  (brand  of  thenyldiamine),  and 
Zephiran  (brand  of  benzaikomum,  as  chloride,  refined),  trademarks  reg,  U.S.  Pat.  Off. 


Hay  fever. . . 
a summer  hazard 

prescribe 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


To  the  Editor: 

On  April  7,  at  noon,  30  physicians  of  a newly  or- 
ganized Physicians  for  Automotive  Safety  made  a 
“dignified  protest”  before  the  1965  International 
Automobile  Show  at  the  New  York  Coliseum.  Four- 
teen specific  objections  to  current  automobile  design 
were  indicated  on  the  placards  which  the  physicians 
carried.  Since  the  protest,  the  response  from  the 
public  and  our  fellow  physicians  reflects  sentiment 
that  our  action  was  long  overdue.  Despite  past  in- 
tensive programs  directed  at  control  of  the  environ- 
ment (the  highway)  and  the  host  (man),  little  at- 
tention has  been  directed  towards  preventive  coun- 
termeasures for  the  specific  agent  (the  automobile). 
Defective  automobile  design  is  responsible  for  much 
of  the  epidemic  injury,  disfigurements,  and  disabili- 
ties. 

All  the  previous  resolutions  of  the  American  Medi- 
cal Association  and  the  American  College  of  Sur- 
geons asking  that  the  industry  make  a safer  car  have 
been  almost  completely  ignored.  There  will  be  no 
conflict  with  the  regular  medical  organization  activi- 
ties on  automotive  safety,  and  the  Physicians  for 
Automotive  Safety  will  cooperate  to  reinforce  the 
mutual  objective. 

The  Physicians  for  Automotive  Safety,  as  a small- 
er and  more  flexible  organization,  will  direct  pro- 
grams specifically  to  effecting  occupant  protection  in 
motor  vehicles.  Physicians  for  Automotive  Safety 
represents  the  first  attempt  at  organization  of  the 
practicing  medical  profession  to  cope  with  a known 
mechanical  epidemiologic  agent.  The  nature  of  the 
present  epidemic  clearly  justifies  this  approach. 

Membership  inquiries  and  suggestions  for  future 
action  should  be  directed  to  Dr.  Arnold  Constad, 
Secretary-Treasurer,  527  Morris  Avenue,  Springfield, 
New  Jersey.  Basic  membership  fee  is  $5,  contributing 
membership  $15,  sustaining  membership  $25  per 
year.  Hopefully,  physicians  from  every  section  of 
the  country  will  join  to  give  meaningful  influence  for 
this  new  medical  group. 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geyskes, 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost  8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 


Seymour  Charles,  MD,  President 
Newark,  New  Jersey 

Leo  Mayer,  MD,  Vice-President 
New  York,  New  York 


0 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3516 
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good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygrotori  chlorthalidone  Geigy 


When  prescribed— Bennett’s  AP  series  makes 
air  IPPB  therapy  simple  and  efficient! 


They’re  easy  to  use.  Simple,  non-interacting 
controls  make  the  AP  ideal  for  patient  use 
at  home.  They’re  also  widely  used  in  doc- 
tors’ offices,  clinics  and  in  hospitals. 

Bennett’s  AP  units  are  therapeutically  ef- 
ficient. The  famous,  flow-sensitive  Bennett 
Valve — the  valve  that  “breathes”  with  the 
patient — gives  proper  control  of  pressure 
patterns.  The  Bennett/Twin  Nebulizer  (in- 
cluded with  all  AP  Models)  provides  opti- 
mum volume  and  particle  size  for  medica- 
tion and  humidification.  Oxygen  enrichment 
may  be  added  with  other  Bennett  accessories. 


Bennett  makes  two  AP  models-— the  reliable 
AP-5,  as  shown,  and  its  self-contained  port- 
able teammate,  the  AP-4  (inset).  Both  are 
electrically  operated,  quiet,  compact  and 
quality  built. 

Get  full  information  on  the  Bennett  AP 
Series  from  your  Puritan  representative. 
He’ll  also  tell  you  about  patient  rental  plans. 

Bennett  IPPB  equipment  is  sold  or  rented 
only  on  prescription  by  a physician  or  on 
order  of  a hospital  or  other  recognized  med- 
ical institution. 


Congratulations  on  Wyoming's  75th  Anniversary  of  Statehood  and  the 
Wyoming  State  Medical  Society's  Many  Years  of  Service  to  the 
State  of  Wyoming. 


1717  LOGAN  STREET,  DENVER,  COLORADO  80203  • TEL  255-0408 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests:  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stabilitv  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  sav  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren't  alike,  either. 


for  July,  1965 
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Obstetrical  Anesthesiology 

A course  in  Obstetrical  Anesthesiology  will  be  pre- 
sented in  the  3rd  Floor  Amphitheater  of  the  new 
University  of  Utah  Medical  Center,  July  31-August 
1,  1965.  The  course  should  prove  of  interest  to  anes- 
thesiologists, obstetricians  and  general  practitioners 
who  administer  anesthesia  for  obstetrics  frequently 
or  occasionally. 

A registration  fee  of  $35  will  include  a syllabus 
containing  information  presented  in  the  course  and 
bus  service  to  and  from  downtown  hotels. 

For  further  information  concerning  this  course, 
contact:  Chairman,  Division  of  Postgraduate  Med- 
ical Education,  107  Medical  Building,  University  of 
Utah  College  of  Medicine,  Salt  Lake  City  84112. 

First  Annual  Western  Slope  of  Colorado 
Seminar  on  Athletic  Injuries 

Delta  High  School  Gym  and  Cafeteria, 

Delta,  Colorado 

August  21,  1965 

9:00-9:30  a.m. 

Registration  and  Coffee 

9:40-10:30  a.m. 

Training — Max  Morton,  RPT,  Trainer, 

Denver  University 

10:40-11:10  a.m. 

Taping- — Mr.  Morton 

11:20-12:40  p.m. 

Head  and  Neck  Injuries — 

Harold  A.  Fenner,  Jr.,  MD,  Hobbs,  New  Mexico 

12:45-1:50  p.m. 

Lunch,  Panel  Discussion — Dr.  Fenner,  Mr.  Morton 
2:00-2:50  p.m. 

Conditioning — John  Burritt,  BA,  Former  Olympic 
Skier,  Delta,  Colorado 

3:00-3:50  p.m. 

Teeth  and  Mouth  Injuries — Roy  Lininger,  DDS, 
Englewood,  Colorado 

4:00-4:50  p.m. 

Emergency  First  Aid — Scott  Christensen,  MD. 
Grand  Junction,  Colorado. 

5:00-5:30  p.m. 

Panel  Discussion — Drs.  Lininger  and  Christensen, 
Mr.  Burritt 

5:45-????  p.m. 

Open  Pit  Bar-BQ  and  Chuck  Wagon  Dinner 


University  of  Colorado  School  of  Medicine 
Postgraduate  Calendar — 1965 

July  5-8  (Estes  Park,  Colo.) 

Ophthalmology 

July  18-24 

Eleventh  Annual  General  Practice  Review 

August  2-6  (Estes  Park,  Colo.) 

Pediatrics 

August  9-13  (Estes  Park,  Colo.) 

Internal  Medicine 

August  16-20  (Estes  Park,  Colo.) 

Medical  Audiology  Workshop 

October  11-13  (Estes  Park,  Colo.) 

(Rescheduled  dates) 

The  Hospital  Medical  Staff  Conference 

October  14-16  (Estes  Park,  Colo.) 

(Rescheduled  dates) 

Conference  on  Medical  Education  in  the 
Hospital 

November  1-5  (ACP  Course) 

Psychiatry  for  the  Internist 

November  10-12 

Fractures  and  Joint  Injuries 

December  6-7 

Symposium  on  Menstrual  Mechanisms 

Disaster  Medical  Care  Conference 

The  16th  National  Conference  on  Disaster  Medi- 
cal Care  will  be  held  at  The  Drake  Hotel  in  Chicago, 
Oct.  30-31. 

Four  symposiums — Care  of  the  Traumatized  Pa- 
tient, Disaster  Communications,  Disaster  Planning 
in  Industry,  Disaster  Medical  Resources — will  be 
held  during  the  two-day  period. 

For  additional  information  write:  Council  on  Na- 
tional Security,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 

Laryngology  and  Bronchoesophagology 

The  Department  of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at  the  Medical 
Center,  Chicago,  will  conduct  a postgraduate  course 
in  Laryngology  and  Bronchoesophagology  from  Sep- 
tember 20  to  October  2,  1965.  This  course  limited  to 
fifteen  physicians,  will  be  under  the  direction  of  Paul 
H.  Holinger,  MD,  and  will  be  held  at  the  new  Illinois 
Eye  and  Ear  Infirmary,  1855  West  Taylor  Street, 
Chicago.  Instruction  will  be  provided  by  means  of 
animal  demonstrations,  and  practice  in  bronchoscopy 
and  esophagoscopy,  diagnostic  and  surgical  clinics, 
as  well  as  didactic  lectures. 

Interested  registrants  will  please  write  directly  to 
the  Department  of  Otolaryngology,  College  of  Med- 
icine of  the  University  of  Illinois  at  the  Medical 
Center,  Post  Office  Box  6998,  Chicago,  Illinois  60680. 
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Postgraduate  Gastroenterology 

The  Annual  Course  in  Postgraduate  Gastroenterol- 
ogy of  the  American  College  of  Gastroenterology  will 
be  given  at  the  Americana  Hotel  in  Bal  Harbour, 
Fla.,  October  28,  29,  30,  1965. 

The  faculty  for  the  Course  will  be  drawn  from  the 
Medical  Schools  in  and  around  Florida.  The  subject 
matter  to  be  covered,  from  the  medical  as  well  as 
the  surgical  viewpoint,  will  be  essentially  the  diag- 
nosis and  treatment  of  gastrointestinal  diseases  and 
comprehensive  discussions  of  diseases  of  the  esopha- 
gus, stomach,  pancreas,  spleen,  liver  and  gallbladder, 
colon  and  rectum.  A clinical  session  will  be  held  at 
The  Mt.  Sinai  Hospital  in  addition  to  the  several 
individual  papers  to  be  presented. 

For  further  information  and  enrollment,  write  to 
the  American  College  of  Gastroenterology,  33  West 
60th  Street,  New  York,  N.Y.  10023. 

Rocky  Mountain  Medical  Journal 

Flying  Physicians  Association 

The  eleventh  annual  meeting  of  the  Flying  Physi- 
cians Association  will  be  held  at  the  Deauville  Hotel 
in  Miami  Beach,  from  August  22  through  the  27th. 
The  continuing  theme  for  the  scientific  portion  of 
the  program  will  be  the  over-riding  importance  of 
safety  as  it  relates  to  general  aviation  and  papers 
will  be  presented  by  many  outstanding  guest  speakers. 

The  association  was  established  in  1954  to  pro- 
mote general  aviation  safety.  Membership  is  open 
to  all  licensed  physicians  who  are  members  of  med- 
ical societies  approved  by  the  board  of  directors. 
Physicians  who  are  not  actually  pilots  but  who  have 
a genuine  interest  in  aviation  may  hold  associate 
membership  in  the  association.  Total  current  mem- 
bership now  exceeds  1,700  persons. 

American  College  of  Physicians’ 

Postgraduate  Course 

November  1-5, 1965 

University  of  Colorado  Medical  Center,  Denver,  Colo. 
Psychiatry  for  the  Internist 
Herbert  S.  Gaskill,  MD,  Director 

Requests  for  information  are  to  be  directed  to: 
Edward  C.  Rosenow,  Jr.,  MD,  Executive  Director, 
The  American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia,  Pa.  19104. 


Postgraduate  Education  Courses 
Sponsored  by 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

July  26-30,  1965 
Hahnemann  CVI  Building 

Interpretation  and  Therapy  of  Cardiac  Arrhythmias 
Leonard  S.  Dreifus,  MD,  Director 

Nov.  22-24, 1965 
Sheraton  Hotel 

15th  Hahnemann  Symposium 
Cancer  Chemotherapy:  Basic  and  Clinical 
Applications 

Isadore  Brodsky,  MD,  Director 

Dec.  8-10, 1965 

Sheraton  Hotel 

A Hahnemann  Symposium 

New  Concepts  in  Gynecological  Oncology 

George  C.  Lewis,  MD,  Director 

April  20-23, 1966 
Marriott  Motor  Hotel 
16th  Hahnemann  Symposium 
Arterial  Occlusive  Disease 
Albert  N.  Brest,  MD,  Director 

December,  1966 
Sheraton  Hotel 

17th  Hahnemann  Symposium 
Nutritional  Dysfunction 
Donald  Berkowitz,  MD,  Director 

Occupational  Health  for  Nurses 

A full-time,  five-day  course  in  occupational  health 
for  registered  professional  nurses  in  industry  will  be 
offered  beginning  Monday,  November  8,  1965  by 
the  department  of  environmental  medicine  of  New 
York  University  Medical  Center,  in  cooperation  with 
the  American  Association  of  Industrial  Nurses.  The 
course  is  limited  to  nurses  with  experience  of  five 
years  or  less  in  occupational  health. 

The  program  will  be  under  the  direction  of  Dr. 
David  H.  Goldstein,  professor  of  environmental 
medicine.  Sara  P.  Wagner,  RN,  will  serve  as  co- 
ordinator for  the  nurse  faculty.  This  is  the  tenth  con- 
secutive year  that  the  course  has  been  given.  Tuition 
will  be  $75.  Course  No.  484. 

Applications  should  be  sent  to  the  Office  of  the 
Recorder,  New  York  University  Post-Graduate  Med- 
ical School,  550  First  Avenue,  New  York,  N.  Y. 
10016. 


Write  to  your  “What  goes  on”  office,  1809  East  18th  Avenue,  Denver,  Colorado  80218, 
with  information  on  future  meetings,  or  if  you  wish  information  about  meetings. 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported.. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended.  j 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


ikfi  m § 3 m 

# Wallace  Laboratories  j Cranbury,  N.J. 
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ATTENTION  DOCTORS! 

Get  the  Executive  Accident  Policy,  a Natural  Thing 
for  the  Professional  Man 

Now  Up  to  a Quarter  of  a Million  Dollars  for 
Accidental  Death  and  Permanent  Disability 

THE  PREMIER  EXECUTIVE  ACCIDENT  POLICY 

Provides  These  Top  Advantages 

• Up  to  $250,000  for  accidental  death 
or  dismemberment.  Lump  sum  pay- 
ment. 

• Up  to  $250,000  for  permanent  total 
disability.  Lump  sum  payment. 

• Up  to  $5,000  for  medical  expense. 

May  be  written  full  coverage  or  on 
deductible  basis. 

• Modern,  easy-to-read  policy  in 
handsome  booklet  form. 

• Reasonable  cost. 

For  full  information  about  this  highly  desirable  coverage 

write  today  to: 

ED  MURRAY  & SONS 

INSURANCE  ADVISORS 

Wyoming's  First  Insurance  Agency 
Box  845 

Cheyenne,  Wyoming 


Rocky  Mountain  Medical  Journal 


Offers  These  Key  Coverages 

1.  Loss  of  life  accident  indemnity 

2.  Specific  loss  accident  indemnity 

3.  Total  disability 

4.  Physician,  surgeon,  hospital  and 
nurse  expense 


understanding. . . precedes  development 


at  Merck  Sharp  & Dohme... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethus acquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Rena!  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 


Omerck  sharp  & dohme 


Division  of  Merck  & Co..  Inc.,  West  Point.  Pa. 


where  today’s  theory  is  tomorrow’s  therapy 


for  July,  1965 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

The  American  Medical  Association  warned  Con- 
gress that  passage  of  the  medicare  bill  could  lead 
eventually  to  the  troubles  encountered  in  nations 
that  have  centralized  government  medical  plans. 

“The  American  system  of  medicine  for  genera- 
tions has  been  a system  of  quality  medicine,  prac- 
ticed through  a voluntary  relationship  between  pa- 
tients and  physicians,  with  doctors  free  to  make 
decisions  based  on  the  patient’s  specific  needs  and 
nothing  else,”  Dr.  Donovan  F.  Ward,  AMA  Presi- 
dent, told  the  Senate  Finance  Committee. 

“Yet  we  have  seen  the  trying  problems  in  other 
lands  and  the  results  engendered  by  centralized  gov- 
ernment programs  to  provide  health  care  for  a large 
segment  of  the  population,”  Dr.  Ward  declared. 
“Long  waits,  poor  equipment  and  facilities,  short, 
impersonal  examinations,  and  lots  of  record  keeping 
appear  to  be  the  major  accomplishments  of  national- 
ized health  systems.  Can  we  hope  the  American  plan 


will  be  so  different  as  to  negate  all  these  adverse 
factors?” 

He  continued: 

“We  think  not.  Forget  for  a moment  the  stagger- 
ing, though  unpredictable,  cost  of  the  pending  pro- 
gram. Ignore  the  administrative  problems  that  it 
would  create,  and  the  burden  it  means  for  wage 
earners  at  the  low  end  of  the  income  scale. 

“Look  only  at  the  intrusion  of  government  in  the 
field  of  medicine,  which  cannot  be  avoided  if  this 
measure  is  adopted.  With  the  quantity  of  care  thus 
restricted  for  the  sake  of  controlling  costs,  the  qual- 
ity must  deteriorate.  The  patient  is  the  ultimate  suf- 
ferer. But  his  disillusionment  is  shared  by  those  who 
serve  him.  With  the  advent  of  state  medicine,  pro- 
fessional discontent  appears  to  be  the  rule  rather 
than  the  exception.  Look  again  at  the  experience  of 
the  foreign  programs. 

“This  may  be  our  last  chance  to  ask  you  to  write 
legislation  which  will  meet  the  nation’s  needs  and 
at  the  same  time  avoid  the  pitfalls  of  a government- 
financed,  government-controlled,  and  government-ori- 
ented health  care  system.  This  may  be  your  last  chance 
to  weigh  the  consequences  of  taking  the  first  step 
toward  establishment  of  socialized  medicine  in  the 
United  States,”  Dr.  Ward  concluded. 

* * * 


Continuing  emphasis  on  vaccination  against  small- 
pox in  the  United  States  was  urged  by  the  AMA. 
Following  announcement  that  a case  of  the  disease 
had  been  discovered  in  Washington,  D.  C.,  the  AMA 
declared  that  there  was  no  basis  for  panic  or  alarm, 
and  said  that  there  was  no  need  for  emergency,  mass 
vaccination  campaigns. 

The  AMA  said  the  effectiveness  of  endeavors  of 
the  American  Medical  Association,  local  medical 
societies,  physicians,  hospital  administrations,  and 
government  health  agencies  to  raise  the  level  of 
immunity  to  smallpox  through  vaccination  were  chal- 
lenged with  the  first  case  of  smallpox  reported  in 
this  country  in  20  years. 

“Because  of  the  hazard  of  such  importations  of 
smallpox,  a disease  which  can  kill  or  maim,  the  AMA 
and  others  have  advocated  continuing  vaccination 
programs  in  this  country,”  the  AMA  said.  “The 
danger  was  particularly  emphasized  over  two  years 
ago  by  Dr.  Raymond  L.  White,  director  of  the  Divi- 
sion of  Socio-Economic  Activities  of  the  AMA.  Dr. 
White  pointed  out  the  need  for  ‘defense  in  depth' 
through  ongoing  intensive  vaccination  programs  for 
those  who  are  apt  to  contact  international  travelers, 
and  those  who  meet  or  treat  the  sick,  in  addition  to 
the  general  public  programs.” 

* * * 


The  Food  and  Drug  Administration  has  proposed 
that  foods  intended  to  regulate  the  intake  of  fats 
be  accurately  labeled  to  show  the  amounts  and  classes 
of  fatty  acids,  including  polyunsaturates,  contained 
in  them. 

❖ * * 

The  Supreme  Court  held  that  Connecticut’s  1879 
law  forbidding  use  and  prescription  of  contraceptives 
is  unconstitutional. 

The  majority  in  the  7-2  opinion  said  that  “a  gov- 
ernmental purpose  to  control  or  prevent  activities 
constitutionally  subject  to  state  regulation  may  not 
be  achieved  by  means  which  sweep  unnecessarily 
broadly  and  thereby  invade  the  area  of  protected 
freedom.” 

The  challenge  to  the  Connecticut  law  was  made 
by  the  State’s  Planned  Parenthood  League.  It 
stemmed  from  the  conviction  of  Mrs.  Estelle  T. 
Griswold  and  Lee  Buxton,  M.D.,  on  charges  of  vio- 
lating the  law  by  operating  a birth  control  clinic. 

An  attempt  to  challenge  the  law  was  made  in 
1961,  but  the  Supreme  Court  refused  to  consider  the 
issue  then  because  no  arrests  had  been  made. 

“Would  we  allow  the  police  to  search  the  sacred 
precincts  of  marital  bedrooms  for  telltale  signs  of 
the  use  of  contraceptives?”  the  opinion  said.  “The 
very  idea  is  repulsive  to  the  notions  of  privacy  sur- 
sounding  the  marriage  relationship.” 


Each  C.V.P.  capsule,  or  5 cc. 

(approx.  1 teaspoonful)  syrup  provides: 


Each  duo-C.V.P. 
capsule  provides: 


CITRUS  BIOFLAVONOID 

COMPOUND  .....  100  rug. 


200  mg. 


ASCORBIC  ACID 

(vitamin  C) 100  mg. 


200  mg. 


capsules— bottles  of  100  and  500 
syrup— bottles  of  4 oz.,  16  oz.  and  gallon 


bottles  of  50,  100 
and  500 


samples  and  literature  from 

u.  s.  vitamin  & pharmaceutical  corp. 

800  Second  Avenue,  New  York,  New  York  10017 


C.V.P.  and  duo-C.V.P.  are  believed  to  act  by  decreasing 
abnormal  permeability  and  fragility  of  capillaries,  and  thereby 
reducing  bleeding  or  diapedesis  from  these  vessels. 

C.V.P.  and  duo-C.V.P.  provide  the  original  and  exclusive 
bioflavonoid  compound  from  citrus,  which  is  a 
specially  processed  concentrate  of  the  biologically 
active  water-soluble  factors. 


GAS  AIR  CONDITIONING?  YES 


Gas  air  conditioning  keeps  your  house  comfortably  cool 
all  summer — pleasantly,  evenly  warm  when  blizzards 
blow.  Filters  and  freshens  the  air  in  every  room — reduces 
dust  and  pollen — keeps  humidity  under  control — at  home- 
office — business. 

"GAS  MAKES  THE  BIG  DIFFERENCE 
COSTS  LESS  TOO" 

WYOMING  GAS  COMPANY 

Serving  in  the  Big  Horn  Basin 


"The  measure  of  a bank  lies  not  so  much  in 
its  ability  to  serve  the  community  . . . but, 
rather,  in  its  willingness  to  do  so." 

A.  H.  TRAUTWEIN 
President 


hey e line  National  Bank 


MEMBER  F.D.I.C. 

16th  and  Capitol  Ph.  634-3527 

"GROWING  WITH  WYOMING" 


A Story  of  Quality ! 

Plains  Dairy  had  its  beginning  in  1907  when  Chris  Christensen  started  it  on  a homestead  east  of 
Cheyenne.  In  addition  to  offering  opportunity  for  the  future,  the  dairy  served  to  keep  Chris’s  seven  youngsters 
out  of  mischief. 


Chris  built  the  first  modern  dairy  barn  in  the  community.  His  was  one  of  the  first  dairies  to  dispense 
milk  in  steam-sterilized  glass  bottles  . . . and  he  had  one  of  the  first  milking  machines  in  the  Cheyenne  area. 
When  milk  was  first  tested  for  bacteria,  Plains  Dairy  had  the  lowest  count . . . only  20,000  compared  with  some 
as  high  as  6,000,000. 

In  1923,  the  eldest  son  Val  and  his  wife  Martha  assumed  ownership  of  the  dairy.  Six  years  later  they 
established  a modern  pasteurizing  and  bottling  plant  in  town. 

In  1936,  Plains  Dairy  was  given  the  first  Grade  A rating  in  the  entire  Rocky  Mountain  region  by  the 
U.S.  Public  Health  Service.  It  was  at  this  time  that  the  name  was  changed  to  Plains  Dairy  System  to  include 
the  producing  farmers  who  had  also  met  all  requirements  for  Grade  A milk. 

Now,  under  the  ownership  of  grandson  Jim  and  his  wife  Janet,  Plains  Dairy  System  continues  to  main- 
tain the  highest  standards  of  production  with  completion  of  a magnificent  new  plant  in  June  1965  . . . and 
Plains  Dairy  products  continue  to  enjoy  a high  degree  of  public  acceptance. 


909  E.  21st  St. 
Cheyenne 


Telephone 

634-3378 
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Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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MEDICINE  CHEST 

"Health  is  our  Business" 

548  Broadway 
864-3132 

Thermopolis,  Wyoming 


Hitching  Post 
Inn 

Western  Hospitality 
At  Its  Best 
For 

Finest  Accommodations 
Gracious  Dining 


1600  W.  Lincolnway 
Cheyenne,  Wyoming 
Ph.  638-3301 


CITY  "REXALL" 
DRUG 

541  Broadway 
864-2312 

Thermopolis,  Wyoming 


CORNER  DRUG 

Walgreen  Agency 
444  Broadway 
864-3150 

Thermopolis,  Wyoming 


CONGRATULATIONS 

For  your  efforts  in  com  bating 


and  service  to  the  people  of 

WYOMING 


C.  N.  Bell 


Ted  Eberly 

Cheyenne,  Wyoming 
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There's  nothing 
like  a vacation* 
for  relaxing  stress-induced 
smooth  muscle  spasm 


*&jr 


nothing,  that  is,  except  the 

sedatlve-antispasmodic  action  of 


Prescribed  by 
more  physicians 
than  any  other 
antispasmodic 
—well  over  5 
billion  doses! 


Bv  its  combination  of  natural  belladonna  alkaloids  with  phenobarbetal,  Don  natal 
provides  potentiated  antispasmodic  action  unsurpassed  in  its  record  of  depend- 
able efficacy  and  safety. 

Contraindications:  Glaucoma,  advanced  renal  or  hepatic  disease,  or  hypersen- 

teaif'ii§f»dleflit.  Precautions:  Himlwster  with  caution  to  patients  with 
'iflcipiant  glaucoma  or  urinary  bladder  neck  obstruction  as  in  prostatic  hyper- 
trophy. Side  Effects:  f tarred  vision,  difficult  aritiaBort,  or  flushing  and  dryness 
of  fit  Ikfo  may  occur  at  higher  dosage  ieteis,  rarely  at  the  usual  dosage. 


"This  one  at  Navajo  Loop  Trail, 

Bryce  Canyon  National  Park,  Utah 

In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.1037  mg.  ,.,.,,,,..,..„,;hypseyamine  sulfate  .0.3111  mg. 
0.0194  mg.  atropine  sulfate  .S058S  mg, 

0.0065  mg,  hyoscine  tiydrobiromlds  0.0195  mg. 

16,2  mg.  gr,L phenobarbitat  ..  (%  gr.)  48.6  mg. 

IWar  riil.nty,  1 tfflf  f fer?  IftaMi  iDfirflfiifi  J 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


to  assure  pain  relief  in  relaxant  therapy 

In  painful  skeletal  muscle  spasm,  relief  of  pain  does  not  always  follow  relaxant  therapy, 
as  in  the  presence  of— 

Provocative  pain,  when  muscle  spasm  is  triggered  by  some  underlying  musculo- 
skeletal defect. 

Residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree  of  myalgia 
that  continues  to  cause  discomfort. 

Severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence  of  symptoms 
in  spite  of  relaxant  therapy. 

Emotionally  aggravated  pain,  when  anxiety  or  agitation  creates  tensions  that 
undermine  the  efficacy  of  relaxant  medication. 

For  decisive  relief— lest  persistent  pain  overshadow  the  benefits  of  relaxant  therapy— many  physi- 
cians prescribe  Robaxisal  or  Robaxisal-PH. 


Synergistic  double  action 

In  Robaxisal  the  potent  action  of  the  well-recog- 
nized skeletal  muscle  relaxant  Robaxin  (methocarba- 
mol)1,2’3'4,5’6’8  is  accompanied  by  the  time-tested  anal- 
gesia of  aspirin.  This  “rational  therapeutic  combina- 
tion”7 proves  especially  effective,  since  clinical  studies 
have  attested  that  the  concurrent  ingestion  of  metho- 
carbamol and  aspirin  produces  higher  salicylate  lev- 
els than  equivalent  doses  of  aspirin  alone7. . .with 
“gratifying  relief”  of  pain  as  well  as  spasm.7 


Supplementary  sedation 
In  Robaxisal-PH,  the  relaxant  Robaxin  is 
combined  with  the  analgesic-sedative  ingre- 
dients of  the  popular  Phenaphen  formula, 
for  use  when  emotional  tensions  aggravate 
the  spasm-pain  syndrome.  Anxiety  is  eased 
by  the  phenobarbital  component,  which  also 
enhances  analgesic  effects;  and  any  tendency 
to  gastric  upset  is  minimized  by  hyoscyamine 
in  the  formulation. 


INDICATIONS:  Strains  and  sprains,  painful  disorders  of  the 
back,  “whiplash”  injury,  myositis,  pain  and  spasm  associated 
with  arthritis,  torticollis,  and  headache  associated  with  muscu- 
lar tension. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  one  of  the 
components. 

SIDE  EFFECTS:  Lightheadedness,  slight  drowsiness,  dizziness 
and  nausea  may  occur  rarely  in  patients  with  unusual  sensitiv- 
ity to  drugs,  but  usually  disappear  on  reduction  of  dosage. 


References:  1.  Carpenter,  E.  B.,  South.  M.J.  51:627, 
1958.  2.  Crookshank,  J.  W.:  J.  Louisiana  State  Med. 
Soc.  1 14:272,  1962.  3.  Feinberg,  I.,  et  al.:  Am.  J.  Ortho- 
ped.  4:280,  1962.  4.  Fitzgerald,  W.  J.:  Miss.  Valley  M.J. 
82:146,  1960.  5.  Forsyth,  H.  F.:  J.A.M.A.  167:163, 
1958.  6.  Meyers,  G.  B.,  and  Urbach,  J.  R.:  Penna.  M.J. 
64:876,  1961.  7.  Truitt,  E.  B.,  Jr.,  Morgan,  A.  M.,  and 
Nachman,  H.  M.:  South.  M.J.  54:318,  1961.  8.  Weiss, 
M.,  and  Weiss,  S.:  J.  Am.  Osteopath.  Assn.  62:142, 
1962. 


ROBAXISAL  E 

Each  pink-and-white  laminated  Tablet  contains: 


Robaxin®  (methocarbamol,  Robins) 400  mg. 

U.  S.  Pat.  No.  2770649 

Aspirin  (5  gr.) .325  mg. 


ROBAXISAL-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin®  (methocarbamol,  Robins) 400  mg.  Hyoscyamine  sulfate 0.016  mg. 

Phenacetin  (VA  gr.)  97  mg.  Phenobarbital  (Vs  gr.) 8.1  mg. 

Aspirin  (114  gr.)  ...........................  81  mg.  (Warning:  May  be  habit  forming.) 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Laramie's  Home-Owned  Bank 

BANK  of  LARAMIE 

Providing  Every 
Modern  Banking  Service 
to  Wyoming's  Doctors 


Prescription: 

To  free  the  cash  you  have  tied  up  in 
transportation,  lease  a car  from  us  today! 

• You  get  a brand  new  car  at  regular  intervals. 

• Any  make  and  body  style— economy  or  prestige. 

• Whatever  extra/special  equipment  you  specify. 

• Drive  it  all  you  want— no  capital  invested. 

• Service  and  repair  bills  paid  anywhere  you  go. 

• Complete  insurance  coverage,  no  problems. 

• Prompt  attention,  respecting  your  busy  schedule. 

• You  may  save  on  taxes,  too! 

PLUS  free  pick-up  and  delivery,  loaner  and  24-HOUR 
EMERGENCY  ROAD  SERVICE  within  the  Metropolitan 
Denver  Area— priority  to  physicians! 

Closed-end  lease — -including  license,  insurance,  main- 
tenance and  all  necessary  service— low  as  $100  a month. 
Open-end  leases  start  as  low  as  $65  a month. 

Call  without  obligation:  JOHN  BOWERS,  364-7465 


For  comparable  arrangements  in  CHEYENNE, 
contact  our  Agent,  WALTON  MOTOR  CO., 
19th  & Pioneer— Jim  Foreman,  638-3337 

CONGRATULATIONS  TO  WYOMING 
on  its  75;h  Birthday— best  wishes  to  its  doctors! 


You  Can  Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  within  15 
days  after  date  of  publication.  Min- 
imum charge  applies  for  100 
copies  or  less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver  18,  Colorado 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE.-TiL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


x-ray 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning : May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HC1  (Warning : May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning : May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Carden  City,  New  York  phenacetin,  and  32  mg.  caffeine. 

♦U.s.  Pats.  2,628,185  and  2,907,768 
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Keeping  an  eye  on  the  scales  may  be  an  avoca- 
tion with  some  people,  but  it  is  a full-time  occu- 
pation for  Lilly  employees  who  determine  the 
weight  of  filled  tubes  of  medication.  First,  a 
random  sampling  of  empty  tubes  is  taken,  and 
the  average  weight  is  calculated.  Then,  the 
amount  of  ingredient  is  added  to  this  figure  to 
determine  the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample — about  one  out  of  every 


four  hundred — is  weighed  and,  checked  against 
the  standard.  The  weights  are  plotted  on  a 
graph.  A variation  of  three  consecutive  points 
in  either  direction  indicates  a trend  away  from 
the  standard,  and  the  machine  is  adjusted.  Tol- 
erances are  kept  to  less  than  5 percent.  An  extra 
step  . . . but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  assure 
the  highest  quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana 

50Q6gS 
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ith  this  issue,  Wyoming  doctors  salute 
the  75th  Anniversary  of  Statehood  of  their  home. 
It  also  inaugurates  a policy  of  state  sponsorship 
of  certain  publications  of  the  Journal.  Thus,  two 
milestones  are  reached.  We  hope  that  our  col- 
leagues over  the  mountain  area 
enjoy  this  issue  and  regard  it  as  a 
new  and  warm  fraternal  bond  in 
our  efforts  to  care  for  the  best  peo- 
ple in  the  world — our  patients! 

Many  thanks  are  due  Governor  Hansen,  the 
contributing  editorialists  and  authors.  May  I add 
a special  note  of  gratitude  to  the  Wyoming  adver- 
tisers whose  help  allowed  us  to  present  a some- 
what enlarged  edition? 

At  our  annual  meeting  in  1904,  one  of  the 
doctors  gave  a paper  on  “The  Influence  of  Ty- 
phoid Fever  on  the  Nervous  System.”  Typhoid 
was  a common  disease  then  and  the  doctor  strong- 
ly advised  that  “application  of  cold  baths  is 
dangerous  to  the  nervous  system  and  should  not 
be  practiced.” 

We  think  we  have  made  some  progress — we 
hope  that  you  agree. 

F.A.B.,  Wyoming  Editor 


A Note  of 
Thanks — 


I 


N the  April  22  issue  of  the  New  England 
Journal  of  Medicine  I noted  where  the  University 
of  Pennsylvania  School  of  Medicine,  the  oldest 
medical  school  in  the  country,  was  celebrating  the 
two  hundredth  anniversary  of  its  founding.  Medi- 
cal Schools  have  flour- 


Medical Education 
In  Wyoming 


ished  so  that  today 
there  are  only  four 
states  among  the  48 
adjacent  states  who  do 
not  have  either  a two  or  four  year  medical  cur- 
riculum. These  four  states  are  Montana,  Idaho, 
Nevada  and  Wyoming. 

In  1963  the  Mountain  States  Medical  Education 
Study  was  sponsored  by  the  Western  Interstate 
Commission  on  Higher  Education  (WICHE)  to 
undertake  the  study  of  the  needs  of  medical  educa- 
tion of  the  region  of  Montana,  Idaho,  Nevada  and 
Wyoming.  This  was  to  determine  the  best  way 
these  needs  could  be  fulfilled  now  and  in  the  fu- 
ture. 

The  number  of  young  people  seeking  medical 


education  is  growing  faster  than  the  number  of 
first-year  places  available  in  American  medical 
schools.  With  the  number  of  resident  applicants 
increasing  in  states  with  medical  schools,  Wyo- 
ming students  are  finding  it  increasingly  difficult 
to  gain  admission.  This  is  becoming  apparent 
despite  the  gracious  cooperation  given  Wyoming 
Students  by  the  University  of  Colorado  School  of 
Medicine. 

Because  of  long  distances,  sparse  population, 
paucity  of  manufacturing  income,  the  four  states 
mentioned  above  are  handicapped  in  their  efforts 
to  meet  their  health  needs.  A four-year  school  lo- 
cated within  the  four-state  region  is  not  practical. 
To  support  a four-year  school  of  medicine  a Uni- 
versity Hospital  of  approximately  450  beds  in  a 
community  of  100,000  and  a University  Center 
would  be  required.  These  criteria  cannot  be  met 
now  nor  does  it  seem  likely  that  they  would  in  the 
foreseeable  future  in  any  of  the  four  states. 

Dr.  Frank  Barrett  of  Cheyenne  who  has  served 
as  a Wyoming  Commissioner  to  WICHE  and  as  a 
member  of  the  past  and  present  Medical  Advisory 
Committees  has  suggested  a solution  for  the  State 
of  Wyoming. 

Dr.  Barrett  feels  that  Wyoming  should  plan 
now  to  develop  a one-year  School  of  Medicine  at 
the  University  of  Wyoming.  Neither  money  nor 
clinical  facilities  to  support  a two-  or  four-year 
school  are  available  in  Wyoming,  but  development 
of  a one-year  school  is  well  within  the  realm  of 
possibility. 

Wyoming  students  would  have  less  trouble  in 
transferring  to  vacant  second-year  places  in  other 
medical  schools.  This  would  also  lessen  the  burden 
on  surrounding  schools  to  supply  first-year  places 
for  Wyoming  students  as  they  have  in  the  past. 

By  expanding  the  graduate  science  departments 
necessary  to  support  the  first  year  of  medicine, 
students  in  other  branches  of  science  would  be 
benefited  and  the  University  and  the  State  of 
Wyoming  would  benefit  indirectly. 

Knowing  Wyoming’s  response  to  educational 
challenges,  I feel  sure  that  this  proposal  will  re- 
ceive prime  consideration  and  that  one  day  in 
the  near  future  Wyoming  will  admit  its  first  class 
of  medical  students. 

HOWARD  P.  GREAVES,  MD,  President 
Wyoming  State  Medical  Society 


25 


Education  through  the  ages  has  been  one  of 
the  chief  concerns  of  the  human  race.  In  the  dawn 
of  civilization,  education  was  the  responsibility 
of  the  family.  Later,  the  tribe  assumed  some  re- 
sponsibility, then  the  church,  and  finally  a com- 
bination of  these  with  the  state. 
The  result  has  been  the  de- 
velopment in  the  United  States 
of  a very  effective  system  of 
education,  supported  chiefly 
by  state  funds  and  in  a lesser  way  by  religious 
and  private  funds. 

Medical  education  cannot  be  overemphasized 
in  a national  system  of  education  since  a strong 
nation  must  have  citizens  who  are  strong,  virile, 
and  free  from  malnutrition  and  disease.  And, 
medical  education  deserves  special  consideration 
because  its  costs  are  so  great.  The  resources  for 
supporting  medical  education  are  derived  from 
city,  state,  and  federal  governments  and  private 
foundations  and  individuals. 

Almost  14  years  ago  the  western  states  formed 
a compact  whereby  the  states  with  medical  schools 
would  share  their  facilities  with  states  lacking 
medical  schools.  The  compact  provided  for  estab- 
lishment of  the  Western  Interstate  Commission 
for  Higher  Education.  The  compact,  through 
WICHE,  has  made  possible  innumerable  higher 
education  benefits  in  professional  fields  to  its 
young  people  and  untold  indirect  benefits  to  the 
citizenry  of  Idaho,  Montana,  Nevada,  and  Wyo- 
ming, where  no  medical  schools  exist.  Although  the 
agreement  covers  the  professional  field  of  medi- 
cine, it  has  become  increasingly  difficult  in  recent 
years  for  our  students  to  gain  admission  to  the 
medical  schools  in  the  West.  At  the  request  of  the 
four  western  states  without  a medical  school, 
WICHE  recently  secured  funds  for  a medical 
education  study.  As  a follow-up  to  the  study,  a 
Medical  Advisory  Council  on  Medical  Education 
under  WICHE  was  established.  The  Council’s 
objective  is  to  devise  ways  and  means  to  place 
medical  students  from  the  four-state  area  and  to 
examine  all  possibilities  for  establishing  one  or 
more  medical  schools  in  the  area.  The  cost  of 
medical  education,  the  sparsity  of  population,  and 
the  lack  of  large  cities  in  these  states  make  it 
doubtful  if  any  one  of  the  states  can  construct, 
equip,  and  support  a medical  school. 

The  projected  population  increase  in  the  four- 
state  area  suggests  that  present  WICHE  arrange- 
ments will  not  be  adequate  in  1970  and  complete- 
ly inadequate  by  1975  for  furnishing  medical 


A Problem 
Worthy  of  a 
Solution 


education  opportunities  for  their  students.  To 
maintain  the  national  average  of  133  physicians 
to  a population  of  100,000  persons,  the  State  of 
Wyoming  alone  will  need  an  additional  276  physi- 
cians by  1975.  Because  of  anticipated  increased 
needs  for  doctors  in  all  states,  the  four-state  region 
cannot  expect  to  obtain  needed  additional  physi- 
cians through  migrant  doctors.  Immediate  mea- 
sures must  be  taken  to  assure  us  of  adequate  med- 
ical services.  Outside  sources  of  revenue  for  con- 
struction of  facilities  cannot  be  overlooked.  Bills 
pending  in  Congress,  if  passed,  will  help  in  solv- 
ing our  problem,  but  doctors,  nurses,  educators, 
politicians,  and  informed  citizens  must  be  active 
advocates  for  additional  medical  facilities. 


GEORGE  D.  (DUKE)  HUMPHREY,  PhD 
President  Emeritus,  University  of  Wyoming 
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Medicare’ s 
Challenge 


o one  who  has  followed  the  press  and  news 
media  was  surprised  at  the  passage  of  the  Medi- 
care Bill  by  the  House  of  Representatives.  How- 
ever, I think  it  would  be  correct  if  one  were  to 
say  that  most  members  of  the  medical  profession 
were  disappointed.  Perhaps  by 
the  time  this  is  in  print,  the 
Bill  will  have  passed  the  Sen- 
ate with  or  without  amend- 
ments, but  surely  it  will  be- 
come law  very  soon. 

American  medicine  will  again  be  placed  in  the 
political  spotlight  come  July  1,  1966,  when  this 
act  goes  into  effect.  Doctors  should  start  immedi- 
ately to  plan  how  they  can  provide  the  best  care 
for  the  elderly,  whether  it  be  as  a bed  patient  or 
as  an  outpatient.  Certainly  if  there  is  over-treat- 
ment, an  excess  of  hospitalization  where  not 
necessary  creating  a shortage  of  beds,  or  an 
excessive  use  of  drugs  and  special  treatment,  there 
will  be  a public  hue  and  cry  that  will  be  much 
louder  than  the  shot  from  the  cannon  that  was 
“heard  around  the  world.” 

The  taxpayers  apparently  want  this  type  of 
program  and  if  it  costs  too  much  or  if  the  costs 
increase  too  rapidly,  it  is  obvious  that  it  will  be 
the  American  doctor  that  will  be  the  whipping 
boy.  Perhaps  this  is  right.  Maybe  the  doctor  will 
not  be  as  vigilant  and  forthright  in  the  economies 
of  treating  his  patients  as  he  should  be  when  he 
is  paid  by  a government  program. 

Certainly  it  behooves  every  hospital  staff  to  have 
the  strongest  utilization  committee  for  both  ad- 
mittances and  discharges  and  to  control  all  abuses 
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by  both  bed  patients  and  outpatients.  Historically, 
we  read  that  in  almost  every  country  in  the  world 
health  programs  have  been  expanded  and  have 
become  more  costly  and  less  effective  over  the 
years.  To  prevent  this  from  happening  in  our 
country,  the  doctors,  who  admit  and  treat  patients, 
have  a great  and  almost  insurmountable  individual 
responsibility  to  provide  excellent  medical  care 
without  costly  frills  such  as  custodial  care,  bed 
rests,  convenience  items,  prolonged  hospital  stays 
and  using  inpatient  beds  when  outpatient  services 
would  be  adequate. 

It  has  been  said  that  we  get  the  kind  of  govern- 
ment that  we  deserve.  Let  it  not  be  said  that  we 
get  socialized  medicine  because  we  didn’t  care. 
Physicians,  the  care  you  exercise  may  be  the  pro- 
gram you  deserve! 

If  the  American  doctor  is  responsive  to  his 
moral  and  ethical  training  and  steps  up  and  takes 
his  proper  place  in  society  and  ministers  to  the 
aged  sick  with  integrity,  he — not  the  government 
— will  mold  the  destiny  of  Medicare. 

ARTHUR  R.  ABBEY 

Executive  Secretary 

Wyoming  State  Medical  Society 


Jr  oliticians  and  bureaucrats  dominate  the  af- 
fairs of  the  entire  world  to  a greater  extent  and 
degree  every  year.  This  nation  is  not  exempt  from 
this  trend,  nor  is  medicine. 

Medical  and  hospital  care  are  the  best  in  his- 
tory, and  the  most  expensive. 
Many  demand  payment  of  the 
expenses  by  industry  or  the 
state— by  anyone  but  them- 
selves directly.  In  addition,  in 
the  name  of  medical  and  hospital  care,  many 
demand  related  benefits  in  the  nature  of  board 
and  room  and  care  and  comfort  for  the  aged, 
mentally  disturbed,  alcoholic,  unloved,  lonesome, 
unwanted  and  infirm.  They  want  from  doctors  and 


Medicine  and 
Politics 


government  what  they  no  longer  can  or  will  ob- 
tain themselves  or  from  their  families;  and,  this 
they  demand  as  a right,  not  charity. 

There  will  be  medical  and  hospital  legislation 
this  year,  next  year  and  the  years  after  that. 
Recent  legislative  actions  show  the  ineffectuality 
of  efforts  to  convince  that  the  political  philosophy 
thereof  is  unsound.  A politician  knows  he  knows 
what  people  think  they  want.  What  he  wants  to 
know  is  how  to  fulfil  their  wants  by  a bill  he  will 
introduce  or  vote  for.  If  doctors  will  not  tell  what 
would  be  more  nearly  effective  for  the  ends 
desired  and  least  harmful,  then  the  politician  will 
learn  from  bureaucrats,  labor  unions,  lay  experts, 
and  perhaps  quacks  and  charlatans. 

Doctors  and  politicians  and  bureaucrats  don’t 
understand  one  another  very  well.  Each  wants  the 
best  possible  medical  and  hospital  care  and  any- 
thing else  which  will  contribute  to  the  comfort  and 
well-being  of  everyone.  They  all  act  in  good  faith. 
Doctors  should  understand  that  the  only  useful 
politician  is  in  office  or  is  reasonably  certain  to  be 
in  office  soon,  in  person  or  by  proxy.  All  others 
are  amateurs  or  has-beens.  Politicians  are  eager 
to  receive  reliable  information;  however,  to  a 
politician,  information  received  from  a political 
enemy  is  seldom  considered  reliable  or  acceptable. 
Politicians  always  do  what  they  believe  is  best 
for  the  common  good.  However,  they  all  believe  it 
absolutely  essential  for  the  common  good  that  they 
remain  in  office.  Therefore,  the  rules  of  the  game 
allow  the  ideal  to  be  modified  in  the  interests  of 
political  survival. 

For  these  reasons,  the  organized  political  ac- 
tivity of  doctors  as  a group  must  be  kept  com- 
pletely free  from  any  but  very  temporary  align- 
ment with  political  parties.  Organized  medicine 
should  furnish  understandable  answers  to  prob- 
lems which  politicians  propound,  and  not  have 
the  appearance  of  questioning  their  motives  and 
(Continued  on  page  64) 


Special  Thanks 

The  Wyoming  Pharmaceutical  Association  and  the  Wyoming  Hospital  Association  both 
have  contributed  the  equivalent  of  full  page  ads  in  this  Journal  towards  the  expense  of  publica- 
tion of  this  special  issue.  They  have  done  this  in  lieu  of  ads  in  order  to  allow  us  to  use  the  full 
amount  towards  the  successful  publication  of  all  of  the  scientific  articles.  We  wish  to  express 
our  thanks  for  this  kind  expression  of  cooperation. 


for  July,  1965 
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CLIFFORD  P.  HANSEN 

GOVERNOR 


To  Rocky  Mountain  Doctors: 

It  is  a distinct  pleasure  for  me  to  have  the  opportunity 
to  congratulate  the  members  of  the  medical  profession  of 
the  State  of  Wyoming  for  their  sponsorship  of  this  issue  of 
the  Rocky  Mountain  Medical  Journal,  particularly  since 
this  is  the  year  of  our  7 5th  Anniversary  of  Statehood. 

The  State  of  Wyoming  has  received  the  support  of 
Wyoming  residents  in  many  fields,  but  the  efforts  of  the 
medical  profession  through  the  years  have  been  particularly 
outstanding  and  I would,  at  this  time,  like  to  acknowledge 
the  gratitude  of  all  Wyoming  for  the  efforts  of  its  doctors , 
past  and  present. 

It  also  is  a real  pleasure  for  me  to  extend  to  all  the 
readers  of  this  Journal  a most  warm  and  hearty  welcome  to 
visit  us  here  in  the  "Cowboy  State"  in  this,  our  anniversary 
year. 

Almost  every  Wyoming  Community  is  making  an  all-out 
effort  to  present  an  interesting  look  at  Wonderful  Wyoming 
through  special  celebrations  which  help  call  attention  to 
our  Diamond  Jubilee.  We  think  you  would  find  a visit  to 
our  friendly  state  interesting  and  most  enjoyable. 

The  latchstring  is  always  out  in  Wyoming  — come  by  for 
a visit! 


Sincerely 


Clifford  P.  Hansen 
Governor  of  Wyoming 
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Monitored  exercise — tolerance  testing 

in  coronary  disease 


Brendan  Phibbs,  MD,  Casper,  Wyoming 


Is  coronary  artery  disease  present,  or  is  it  not? 
This  may  be  one  of  the  grimmest  and  most  diffi- 
cult diagnostic  questions  the  physician  faces.  A 
negative  error  in  diagnosis  may  cost  the  patient 
his  life;  a positive  error,  or  over-diagnosis,  may 
make  a “cardiac  cripple”  out  of  a healthy  indi- 
vidual. Symptoms  are  often  so  bizarre  as  to  defy 
clinical  diagnosis:  the  physician  is  forced  to  lean 
heavily  on  laboratory  techniques  to  diagnose  cor- 
onary disease. 

In  patients  with  varying  degrees  of  angina  pec- 
toris, the  electrocardiogram  at  rest  is  very  often 
normal.  It  is  only  when  physical  stress  is  applied, 
so  that  the  oxygen  demands  of  the  myocardium 
cannot  be  met  through  the  diseased  arteries, 
that  changes  will  be  seen  in  the  electrocardio- 
gram. Some  type  of  exercise  tolerance  test  is  al- 
most a necessity  if  the  physician  is  to  diagnose 
coronary  artery  disease  with  acceptable  accuracy. 

The  Master  Two-Step  procedure  represented 
the  first  attempt  to  put  stress  testing  on  a scien- 
tific quantitative  basis.  In  the  Master  test,  the 
patient  mounts  a standard  set  of  steps  a specified 
number  of  times  based  on  age  and  weight;  the 
electrocardiogram  is  recorded  immediately  after 
completion  of  exercise,  and  at  intervals  during 
the  postexercise  state.  The  test  is,  of  course,  halt- 
ed if  the  patient  describes  symptoms  suggestive 
of  angina  pectoris.1 

The  success  of  the  Master  test  has  encouraged 
further  research  into  means  of  recording  the  EKG 
during  actual  performance  of  exercise.  Formerly, 
muscle-potentials  would  make  the  EKG  useless 
if  the  patient  were  moving.  However,  several 
methods  have  been  found  to  circumvent  this  dif- 
ficulty. 

Beilet2’  3 perfected  a radio  transmitting  instru- 
ment which  is  strapped  to  the  patient’s  chest. 


The  EKG  is  transmitted  to  a remote  recorder, 
and  tracings  of  excellent  quality  can  be  recorded 
during  exercise.  This  system  has  two  drawbacks: 
it  is  very  expensive,  and  it  permits  a recording  of 
only  one  lead  of  the  EKG  at  a time. 

Further  refinements  in  technique  now  make  it 
possible  to  monitor  the  EKG  during  exercise  with 
ordinary  equipment  in  any  physician’s  office.  Spe- 
cial electrodes  which  can  be  taped  firmly  to  the 
skin  are  the  key  to  this  method.  These  electrodes 
are  designed  to  minimize  the  electric  potential 
generated  when  the  electrode  moves  against  the 
skin.  Some  can  be  attached  to  the  end  of  a con- 
ventional EKG  cable.  In  others,  the  electrodes 
are  part  of  a special  light  cable  which  replaces 
the  usual  lead  cable  of  the  EKG.  The  light,  very 
flexible  lead  wires  of  these  special  cables  offer  a 
further  advantage  in  minimizing  artefact,  since 
they  do  not  drag  or  pull  on  the  electrodes. 

The  electrodes  can  be  attached  in  any  of  a 
number  of  positions.  A common  combination  is 
RL  lead  to  forehead;  LA  lead  to  left  mid-axillary 
line;  RA  lead  to  right  mid-axillary  line;  RF  lead 
to  dorsal  spine;  V lead  to  V4  or  V6  position. 

The  physician  can  then  vary  the  lead  with  the 
lead  selector  on  his  machine  so  that  the  entire  elec- 
trical field  of  the  heart  can  be  monitored  during 
exercise.  When  the  ordinary  direct  writing  EKG 
is  used,  it  can  be  run  intermittently  while  the 
patient  mounts  and  descends  the  standard  Master 
Two-Step  apparatus:  (the  patient  walks  up  the 
steps  and  then  backs  down  to  avoid  turning  and 
tangling  wires). 

More  complicated  electronically  sophisticated 
arrangements  can  be  set  up  with  surprisingly 
little  difficulty,  to  permit  multiple  channel  record- 
ing, and  oscilloscopic  monitoring  throughout  the 
test. 
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Several  questions  arise.  Does  monitoring  the 
EKG  during  stress  increase  the  accuracy  of  the 
test?  In  other  words,  will  changes  be  detected 
during  exercise  which  would  have  disappeared 
during  the  time  required  to  move  the  patient  to 
a bed  and  reconnect  the  cables  in  the  usual  man- 
ner? Does  monitoring  the  EKG  during  exercise 
increase  the  safety  of  the  test?  Will  the  physician 
detect  EKG  change  before  the  patient  is  aware  of 
anginal  symptoms?  Will  changes  appear  before 
the  patient  completes  the  standard  Master  exer- 
cise? 

The  writer  is  carrying  on  a study  to  attempt 
to  answer  these  questions.  Study  of  the  prelim- 
inary data  accumulated  so  far  are  strongly  sugges- 
tive of  positive  answers  to  the  above  questions. 

Method 

Two  methods  of  testing  have  been  used  in  this 
study.  In  one,  the  patient  rides  an  electrically 
loaded  bicycle  ergometer  with  monitoring  elec- 


trodes taped  to  forehead,  sternum,  and  V4  and 
V6  positions.  A three  channel  direct  writing  ma- 
chine is  the  recording  device:  two  oscilloscopes 
are  used  for  continuous  viewing  of  various  leads 
during  exercise.  In  the  second  type  of  test,  stan- 
dard Master  steps  are  used:  the  recording  device 
is  a two  channel  direct  writing  machine  with  os- 
cilloscopic  monitor. 

Subjects  exercise  until  change  is  detected  in 
one  or  more  of  the  leads  being  monitored,  or  until 
obvious  anginal  symptoms  appear.  In  the  absence 
of  pain  or  EKG  change,  exercise  equivalent  to  at 
least  a double  Master  test  is  completed.  Prone 
tracings  are  recorded  two  and  five  minutes  after 
exercise. 

Results 

One  hundred-twenty  “positive”  exercise  toler- 
ance tests  have  been  studied  in  this  series.  Recog- 
nizable EKG  change  preceded  symptoms  of  an- 
gina pectoris  in  22,  or  18%.  (Fig.  1.) 
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Fig.  2.  Exercise  tolerance  recording  illustrating  tran- 
sient nature  of  EKG  change.  Numbers  at  top  of 
tracing  refer  to  seconds.  In  (a)  the  EKG  change 
which  is  pronounced  in  top  and  middle  leads  has 
almost  disappeared  by  the  end  of  the  strip  (12  sec- 
onds). In  (b)  at  the  end  of  15  seconds  from  beginning 
of  (a)  the  tracing  has  returned  to  normal. 

Recognizable  EKG  change  appeared  with  no 
symptoms  of  any  kind,  either  during  or  after  the 
test,  in  28,  or  23% . 

EKG  change  of  transient  nature  lasting  less 
than  15  seconds  was  detected  in  14,  or  11.7%. 
(Fig.  2.)  In  other  words,  in  these  cases  the  test 
was  “positive”  during  exercise  but  “negative” 
when  post-exercise  prone  tracings  only  were  con- 
sidered. 

EKG  change  appeared  only  in  the  prone  post- 
exercise tracings  in  10,  or  8.3%.  In  these  cases, 
the  test  was  “negative”  during  exercise,  and  “pos- 
itive” when  the  prone  post-exercise  record  was 
taken. 

Significant  arrhythmias  appeared  in  three  cases, 
causing  the  test  to  be  halted.  (Figs.  3 and  4.) 

In  35,  or  29%,  changes  were  limited  to  one  or 


Fig.  3.  Arrhythmia  appearing  during  monitored  ex- 
ercise: ventricular  bigeminy  appeared  abruptly  with 
no  symptoms  noted  by  patient:  note  striking  ST  de- 
pression in  sinus  beats.  The  patient  experienced  no 
pain  or  other  recognizable  anginal  symptoms  during 
this  test. 


Fig.  4.  Wenckebach  type  of  second-degree  heart 
block  appearing  suddenly,  with  no  symptoms,  during 
exercise-tolerance  performance  on  bicycle  ergometer. 
A-V  conduction  was  entirely  normal  before  the  test: 
block  had  disappeared  two  minutes  after  this  tracing 
was  recorded.  Note  ischemic  S-T  depression. 

two  of  the  three  leads  monitored,  the  remaining 
lead  or  leads  showing  no  significant  change. 

In  only  28%  of  the  cases  studied,  the  patient 
used  the  words  “pain,”  “hurt,”  or  “ache”  to  de- 
scribe anginal  symptoms.  In  the  great  majority 
of  cases,  the  patient  described  some  form  of  par- 
esthesia, such  as  burning  in  the  substernal  region, 
burning  over  the  carotid  distributions,  sense  of 
pressure  in  the  ears,  sense  of  fullness  in  the  chest, 
sense  of  tingling  and  “crawling  across  the  chest,” 
and  so  on.  The  commonest  sensation  described 
when  acute  EKG  change  was  observed  on  the  os- 
cilloscope and  in  the  tracings  was  a very  severe 
degree  of  dyspnea,  far  beyond  the  patient’s  usual 
experience.  The  combination  of  severe  dyspnea 
with  a sense  of  apprehension  seems  much  the 
commonest  single  manifestation  of  acute  induced 
myocardial  ischemia.  In  22%  of  the  cases  stud- 
ied, the  patient  experienced  absolutely  no  dis- 
comfort of  any  kind  at  the  time  acute  EKG 
changes  were  taking  place. 

Discussion 

In  the  standard  Master  Two-Step  test,  the 
physician  is,  to  a degree,  “blind.”  He  must  rely 
on  the  patient’s  description  of  anginal  symptoms, 
or  on  the  completion  of  a given  amount  of  exer- 
cise as  his  guides  to  the  amount  of  stress  to  be 
imposed.  The  results  of  this  study  seem  to  indi- 
cate that  these  two  criteria  are  not  really  safe: 
significant  EKG  change  often  appears  long  be- 
fore any  symptoms  are  noticed,  at  a time  when 
the  patient  has  completed  only  a fraction  of  a 
standard  Master  test.  The  potentially  dangerous 
arrhythmias  illustrated  also  appeared  early  in 
( Continued  on  page  41) 
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Hiatus  hernia  and  massive  upper 
gastrointestinal  bleeding 

Francis  A.  Barrett,  MD  and  Walter  E.  Reckling,  MD,  Cheyenne,  Wyoming 


Speaking  of  the  frequent  discovery  of  hiatus 
hernia,  N.  R.  Barrett1  of  Britain  said:  “It  is  not 
clear  to  me  why  all  people  do  not  develop  a slid- 
ing hiatus  hernia.”  Although  this  hernia  is  very 
common,  not  often  complicated,  and  usually  man- 
aged quite  handily — this  paper  is  about  a “horse 
of  a different  color” — esophageal  hiatus  hernia 
with  coexisting  or  recent  massive  upper  gastroin- 
testinal bleeding — uncommon,  complicated,  hard 
to  handle. 

During  the  last  twelve  years,  100  patients  have 
been  seen  in  consultation  for  evaluation  and  treat- 
ment of  hiatus  hernia.  Of  these,  14  cases  had 
coexisting  or  recent  massive  upper  gastrointes- 
tinal bleeding.  (See  Table  1.)  Contained  in  this 
group  were  10  males,  4 females,  with  a range  of 
duration  of  symptoms  from  2 months  to  20  years. 
Their  average  age  was  56  years  with  a range  from 
47  to  67  years. 

If  these  patients  are  to  be  treated  successfully, 
well  recognized  principles  in  the  management  of 
upper  gastrointestinal  hemorrhage  must  be  fol- 
lowed: early  and  adequate  blood  replacement, 
intensive  medical  care,  planned  operation  in  the 
event  of  continuous  or  recurrent  bleeding.  There 
are,  however,  certain  other  aspects  of  treatment 
that  are  pertinent  to  the  care  of  patients  with 
both  hiatus  hernia  and  hemorrhage.  This  paper 
is  presented  to  emphasize  these  aspects  of  sur- 
gical management. 

The  importance  of  early  diagnosis 

When  a surgeon  is  faced  with  the  treatment  of 
an  exsanguinated  patient  who  is  bleeding  seri- 
ously from  the  alimentary  tract,  there  is  one 
thing  he  hopes  to  discover  before  he  must  oper- 
ate— the  source  and  nature  of  the  hemorrhage. 
Without  it,  his  approach  is  empiric,  the  search 
difficult  and  time  consuming.  Compound  this  with 
the  presence  of  a large  unrecognized  hiatus  her- 
nia, unyielding  in  a hidden  position  by  its  very 
nature,  possibly  containing  the  bleeding  site,  and 


one  can  readily  appreciate  the  magnitude  of  the 
problem.  Thus,  the  knowledge  of  the  presence  of 
hiatus  hernia  and  the  location  of  the  bleeding  site 
are  almost  a necessity.  As  soon  as  the  patient  is 
able  to  tolerate  examination,  early  roentgen  study 
must  be  done.  This  study  usually  suffices  to  estab- 
lish the  source  of  bleeding  but  esophagoscopy  is 
frequently  a necessary  adjunct. 

Early  roentgen  studies  do  not  worsen  the  pa- 
tient’s condition,  nor  increase  the  mortality.  On 
the  contrary,  the  information  gained,  especially 
the  knowledge  of  the  presence  of  a hiatus  hernia, 
in  addition  to  possible  identification  of  the  bleed- 
ing site,  is  invaluable. 

Relationship  between  hernia  size  and 
serious  complications 

Although  there  are  patients  with  “small”  hiatal 
hernias  and  accompanying  serious  and  progressive 
pathology  that  demand  surgical  care,  our  conten- 
tion is  that  the  vast  majority  of  these  patients  do 
quite  well  with  medical  care  and  that  operation 
should,  in  general,  be  reserved  for  the  patients 
with  large  hernias.  This  important  relationship 
between  hernia  size  and  criteria  for  operation  is 
considered  in  detail  in  another  report.2  Among 
the  aspects  of  this  consideration  is  the  relationship 
between  hernia  size  and  per  cent  of  patients  oper- 
ated. This  was  thought  meaningful  since  those 
operated  had  more  serious  complications  and 
were  more  resistant  to  conservative  treatment  than 
the  patients  treated  successfully  by  medical 
means.  Of  the  100  patients  in  this  series,  58  were 
operated  and  42  treated  medically.  Figure  1 illus- 
trates the  relationship  between  the  hernia  size 
in  centimeters  and  the  per  cent  of  patients  oper- 
ated. 

The  rise  in  per  cent  of  patients  operated  cor- 
responding to  the  increase  in  hernia  size  indicates 
the  likelihood  that  the  larger  hernias  carry  the 
more  serious  pathology.  For  the  patient  with  her- 
nia and  bleeding,  an  appreciation  of  the  prog- 
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nostic  significance  of  large  size  is  particularly  im- 
portant since  their  sizes  average  8.3  cm.  with 
a range  of  5 to  14  cm. 

In  addition,  the  likelihood  of  operation  was 
studied  by  reviewing  the  100  cases,  dividing  them 
into  two  groups,  those  with  hernias  less  than  8 
cm.  in  diameter,  those  with  larger  hernias,  and 
determining  the  per  cent  treated  by  either  sur- 
gical or  medical  means.  In  Table  2 it  is  noted  that 
of  60  patients  with  hernias  less  than  8 cm.  in 
diameter,  45  per  cent  (27)  were  operated  and 
55  per  cent  (33)  were  treated  medically.  On  the 
other  hand,  of  the  40  cases  with  hernias  8 cm. 
or  larger,  80  per  cent  (32)  were  operated  and 
20  per  cent  (8)  managed  by  medical  care. 

Thus,  as  hernia  size  increases,  so  does  the 
probability  of  operation  because  of  progressively 
serious  complications.  An  illustration  most  per- 
tinent to  the  relation  between  size  and  bleeding 
is  that  of  the  14  patients  with  hiatus  hernia  and 
bleeding,  1 1 had  hernias  that  were  directly  asso- 
ciated with  the  cause  of  the  hemorrhage  and  of 
this  group,  7 had  hernia  sizes  8 cm.  or  larger. 
Furthermore,  10  of  these  11  patients  were  oper- 
ated. 

Causal  relationship  between  type  of 
hernia  and  bleeding 

The  “sliding”  or  “esophagogastric”  hernia  is 
the  “garden  variety”  of  hernia  seen  in  the  vast 
majority  of  patients.  Even  in  selected  series,  the 
preponderance  of  “sliding”  versus  “parahiatal”  (or 
paraesophageal  or  rolling)  hernia  is  significant, 

i.e.  in  the  range  of  90  per  cent  to  10  per  cent.  In 
this  series,  there  were  12  paraesophageal  hernias 
and  88  esophagogastric. 

The  paraesophageal  hernia  is  generally  recog- 
nized to  be  associated  with  more  serious  compli- 
cations— so  much  so  that  many  surgeons  feel  its 


presence  is,  in  itself,  an  indication  for  operation. 
A pointed  illustration  of  this  tendency  to  serious 
complications  is  that  of  the  14  patients  with  her- 
nia and  bleeding,  11  patients  had  hemorrhage 
directly  related  to  the  hernia  and  of  these  4 or 
36  per  cent  had  parahiatal  hernias.  Furthermore, 
3 of  these  patients  bled  from  gastric  ulcers  in  the 
hernia  and  the  fourth  incurred  gangrene  of  the 
strangulated  gastric  pouch. 

There  appear  to  be  four  prime  sources  of 
bleeding  directly  related  to  hiatus  hernia. 

1.  Reflux  Esophagitis  and  Ulceration  Due  to 
Sliding  Hiatus  Hernia 

The  incompetence  of  the  esophagogastric 
sphincter  associated  with  the  anatomic  disrup- 
tion at  this  level  that  accompanies  the  develop- 
ment of  a sliding  or  esophagogastric  hernia  allows 
easy  reflux  of  gastric  contents  upon  the  lower 
esophagus.  This  in  turn  leads  not  only  to  esoph- 
agitis, but  ulcer  formation,  and  on  occasion,  se- 
vere bleeding. 

2.  Mallory-W eiss  Syndrome  and  Hiatus  Hernia 

Lacerations  of  the  cardia  were  first  described 
by  Mallory  and  Weiss  in  1929. 3 These  lesions 
occasionally  extend  across  the  esophagogastric 
juncture  onto  the  esophagus  and  are  frequently 
associated  with  massive  and  continuous  bleeding. 
The  role  of  hiatus  hernia  in  the  production  of  this 
syndrome  is  not  generally  recognized.  However, 
Fleischner4  feels  that  it  is  a “fair  assumption  that 
a hiatal  hernia  is  a pre-requisite  of  Mallory-Weiss 
lacerations.”  He  states  that  retching  and  vomit- 
ing in  the  presence  of  hiatus  hernia  leads  to  “an 
interaction  of  forces  that  may  cause  either  mu- 
cosal lacerations  or  complete  esophageal  rupture.” 
In  addition  to  hernia  repair,  gastrostomy  and  di- 
rect suture  of  the  tears  are  necessary  if  bleeding 
persists. 

3.  Incarceration  and  Gangrene 

Gangrene  due  to  incarceration  and  strangula- 
tion of  a “caught”  hernial  segment  is  rare.  Bosher5 
found  1 7 prior  cases  and  reported  two  of  his  own 
with  gangrene  or  perforation.  Of  these,  10  were 
traumatic  in  origin,  9 were  non-traumatic.  Of 
these  latter,  5 were  parahiatal,  2 combined  hiatal 
and  parahiatal,  and  2 through  a defect  in  the 
Foramen  of  Bochdalek.  Only  2 were  through  the 
right  leaf  of  the  diaphragm.  Our  case  is  that  of 
a 62-year-old  male  with  a large  parahiatal  hernia 
and  gangrene  of  about  50  per  cent  of  the  fundus 


for  July,  1965 


33 


of  his  stomach.  A resection  of  the  gangrenous 
part  and  hernia  repair  were  successful.  Although 
gangrene  is  rare,  incarceration  with  resultant  “gas- 
tritis,” ulceration  and  bleeding  from  obstructed 
venous  channels  is  not  uncommon. 

4.  Gastric  Ulcer  in  the  Hiatus  Hernia 

The  occurrence  of  gastric  ulcer  in  the  herniated 
segment  deserves  special  mention.  The  first  re- 
corded case  of  hiatus  hernia  by  Richard  Bright6 
in  1836  described  the  case  of  an  emaciated  19- 
year-old  girl  whose  entire  stomach  had  herniated 
into  her  thorax.  She  suffered  repeated  hemor- 
rhages and  at  necropsy  “two  or  three”  chronic 
calloused  ulcers  were  found  on  the  lesser  curva- 
ture of  her  stomach. 

The  occurrence  of  gastric  ulcer  in  hiatal  hernia 
is  quite  uncommon.  In  a review  of  1,212  roentgen 
studies,  Ochsner7  reported  15  instances  of  gastric 
ulcer  in  hiatal  hernia.  One  of  his  cases  had  incar- 
ceration, bleeding,  obstruction  and  intrathoracic 
perforation. 


Although  the  causal  relationship  between  hiatus 
hernia  and  gastric  ulcer  within  the  herniated  seg- 
ment is  unsettled,  the  appearance  of  the  ulcer 
apposing  an  incarcerating  crural  ring,  as  was  the 
case  in  three  of  our  patients,  is  most  suggestive. 

Selection  of  approach  and  procedure 

Table  1 lists  the  different  types  of  operation 
used  in  13  of  the  14  cases.  The  variance  in  both 
approach  and  procedure  indicates  the  need  for 
individualization  in  the  surgical  care  of  combined 
hernia  and  bleeding. 

There  are  three  considerations  of  particular  im- 
portance in  choosing  between  abdominal  or  tho- 
racic approach  and  selection  of  one  of  the  avail- 
able procedures: 

1.  Which  method  offers  the  best  avenue  to 
successful  hernia  repair  and  control  of  the  bleed- 
ing site? 

2.  Which  method  will  allow  the  best  exposure? 

3.  Which  method  will  allow  a safe  resection 
of  a high  lying  source  of  bleeding? 


TABLE  1 

HIATUS  HERNIA  AND  MASSIVE  UPPER  GASTROINTESTINAL  BLEEDING 
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TYPE  HERNIA 

HERNIA 

SIZE 

(CMS.) 

ASSOCIATED 

diseases 

BLEEDING 

site 

TREATMENT 

1.  Paraesophageal 

8 cm. 

Coronary  A.H.D., 
Emphysema 

Gastric  ulcer  in  hernia 

Transthoracic  repair,  partial 
gastrectomy 

2.  Paraesophageal 

12  cm. 

Coronary  A.H.D. 

Gastric  ulcer  in  hernia 

Transthoracic  repair,  partial 
gastrectomy 

3.  Paraesophageal 

14  cm. 

Coronary  A.H.D. 

Gastric  ulcer  in  hernia 

Transthoracic  repair,  partial 
gastrectomy 

4.  Paraesophageal 

10  cm. 

None 

Gangrene,  Hernia 

Transthoracic  repair,  partial 
gastrectomy 

5.  Sliding 

8 cm. 

None 

Esophagitis 

Pyloroplasty 

6.  Sliding 

8 cm. 

None 

Esophagitis 

Transthoracic  repair 

7.  Sliding 

8 cm. 

Cirrhosis 

Esophagitis 

Transthoracic  repair,  Vagotomy, 
Gastroenterostomy 

8.  Paraesophageal 

8 cm. 

Coronary  A.H.D. 

Pyloric  ulcer 

Abdominal  repair,  Gastrectomy 

9.  Sliding 

5 cm. 

None 

Gastric  mid.  less,  curve 

Abdominal  repair,  Gastrectomy 

10.  Sliding 

6 cm. 

None 

Esophagitis 

Medical  treatment 

11.  Sliding 

6 cm. 

Alcoholism 

Esophageal,  Mallory-Weiss 

Transthoracic  repair 

12.  Sliding 

8 cm. 

None 

Esophagitis 

Abdominal  repair,  Vagotomy, 
Pyloroplasty 

13.  Sliding 

7 cm. 

None 

Esophagitis 

Abdominal  repair,  Vagotomy, 
Pyloroplasty 

14.  Sliding 

9 cm. 

None 

Duodenal  ulcer 

Abdominal  repair,  Vagotomy, 

Hemigastrectomy 


34 


Rocky  Mountain  Medical  Journal 


TABLE  2 

TREATMENT  USED  AS  RELATED 


TO  HERNIA  SIZE  (100  CASES) 

LESS  THAN  8 CM. 

8 CM.  OR 

LARGER 

Surgical 

45%  (27) 

80% 

(32) 

Medical 

55%  (33) 

20% 

( 8) 

Case  report  (Fig.  2) 

This  55-year-old  white  female  (R.  K.)  entered 
the  hospital  in  September  of  1955  with  a two 


Fig.  2 


week  history  of  epigastric  pain,  melena,  progres- 
sive weakness.  Bleeding  intensified  and  multiple 
transfusions  were  necessary  to  combat  shock.  Ra- 
diologic studies  diagnosed  a large  paraesophageal 
hernia  containing  a gastric  ulcer.  This  patient  had 
undergone  some  eight  different  operative  pro- 
cedures in  the  prior  year  because  of  perforated 


diverticulitis,  generalized  peritonitis  and  multiple 
abscess  formations,  including  a right  subphrenic 
abscess.  She  was  operated  through  the  trans- 
thoracic approach,  a bleeding  gastric  ulcer  re- 
sected from  high  on  the  anterior  fundus  and  the 
hernia  repaired.  She  made  a good  recovery. 

Comment:  This  case  illustrates  the  importance 
of  early  diagnosis  and  selection  of  proper  ap- 
proach. The  massive  intra-abdominal  adhesions 
would  have  made  the  abdominal  route  nearly  im- 
passable. Similarly,  the  high  location  of  the  bleed- 
ing ulcer  was  much  more  accessible  via  the  tho- 
racic route. 

Summary 

The  “double  malady”  of  hiatus  hernia  and 
bleeding  occurs  most  commonly  in  the  older  pa- 
tient with  a large  hernia.  Early  diagnosis  to  ex- 
pose the  presence  of  the  hernia  and  to  determine 
the  bleeding  site  is  invaluable  to  the  surgeon. 

The  four  prime  sources  of  bleeding  that  may 
be  causally  related  to  hiatus  hernia  are  esophagitis 
and  ulceration  related  to  the  sliding  hernia  with 
reflux  esophagitis,  longitudinal  esophageal  tears 
of  the  Mallory-Weiss  syndrome  associated  with 
sliding  hernia,  gangrene  or  gastritis  usually  seen 
with  parahiatal  or  combined  incarcerated  hernia- 
tion, and  gastric  ulcer  contained  within  the  para- 
hiatal or  combined  hernia. 

The  ideal  in  successful  management  is  hernia 
repair  and  control  of  hemorrhage.  The  approach 
and  procedure  will  vary  with  individualized  appli- 
cation of  the  precepts  of  surgical  care.  • 
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Sadusk— New  Hope  of  FDA 

Patients  would  be  safer  if  we  could  return  to  our  old  symbiotic,  give-and-take  relation  with  the  FDA, 
and  recent  activity  on  the  part  of  its  new  medical  director,  Joseph  F.  Sadusk,  Jr.,  M.D.,  seems  to 
indicate  strongly  that  there  is  indeed  hope  that  this  may  be  accomplished. — Editorial  in  Pennsylvania 
Medical  Journal,  68:2,  (Feb.)  1965. 
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Diffuse  polyposis  of  the  colon 

A family  study 

George  M.  Knapp,  MD,  Casper,  Wyoming 


Diffuse,  familial  polyposis  of  the  colon  is  a 
well  known  disease  entity  which  has  been  re- 
ported in  the  world  literature  for  more  than  eighty 
years.  Early  reports  were  of  isolated  cases  and  it 
was  not  until  1930  that  Dukes1  described  the  he- 
reditary and  genetic  factors  involved.  Since  then, 
the  literature  has  been  filled  with  articles  concern- 
ing this  disease  and  dealing  with  its  genetics,  fre- 
quency, management,  and  relationship  to  carci- 
noma of  the  colon  and  rectum.2’  3>  5 The  purpose 

of  this  study  is  to  present  findings  in  a large  family 
seen  in  private  practice  and  to  cast  doubts  on 
some  widely  held  ideas  concerning  the  disease. 
Points  the  author  refutes  may  be  summarized 
as  follows:  First  that  polyps,  in  this  disease,  are 
necessarily  more  common  in  the  right  than  in  the 
left  colon.  Secondly  that  colonic  polyposis  pro- 
duces symptoms  at  an  early  age.2  Third  that  polyps 
remaining  in  the  rectum  tend  to  regress  after  sub- 
total colectomy  because  of  ileal  content  effect.3 
And  finally  that  total  colectomy  is  the  procedure 
of  choice  in  the  management  of  diffuse  polyposis. 

As  may  be  seen  in  figures  1,  2 and  3,  there  is 
no  constant  or  even  near  constant  distribution  of 
polyps  in  familial  polyposis.  Figures  1 and  2 show 
greater  distribution  in  the  right  colon  and,  indeed, 
in  figure  1 it  may  be  noted  that  polyps  are  con- 
spicuously absent  in  the  left  colon.  In  figure  3 the 
distribution  is  predominantly  on  the  left  and  in 
other  colons  from  this  series,  not  shown,  predomi- 
nant location  has  been  found  to  be  quite  variable. 

Regression  of  polyps  remaining  in  the  rectum 
after  sub-total  colectomy  has  not,  in  this  series, 
been  remarkable.  When  it  has  occurred  it  has 
seemed  more  a function  of  age  rather  than  of 
ileal  content  effect.  Three  of  the  younger  members 
of  this  series  have  demonstrated  marked  and  pro- 
longed regression  whereas  three  of  the  older  mem- 
bers have  developed  carcinoma  of  the  rectum  fol- 
lowing the  procedure. 

The  mean  age  for  the  development  of  symptoms 
has  been  stated  by  Dukes2  to  be  twenty.  The  mean 


age  in  this  series  at  the  time  of  discovery  has  been 
thirty-one  and  of  these  only  three  were  sympto- 
matic at  the  time  of  diagnosis. 

Total  colectomy  for  this  disease  is  the  best  pro- 
cedure only  if  one  considers  treatment  as  prophy- 
laxis against  the  almost  certain  development  of 
cancer  in  these  patients.  It  carries  with  it  a con- 
siderably higher  morbidity  and  mortality  than  sub- 
total colectomy  but  more  importantly  it  may  pro- 
duce profound  psychological  changes.  Condemn- 
ing an  otherwise  young,  healthy  individual  to  a 
lifetime  with  a permanent  ileostomy  is  something 
one  should  not  do  lightly.  No  matter  how  carefully 
one  explains  its  necessity,  the  most  modern,  best 
cared  for  ileostomy  appliance  can  scarcely  be  re- 
garded as  other  than  an  object  of  repugnance  by 


Fig.  1 . There  is  conspicuous  absence  of  polyps  in  the 
left  colon. 
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Fig.  2.  Showing  much  greater  distribution  of  polyps 
in  the  right  colon. 


Fig.  3.  Predominance  of  polyps  is  shown  in  the  left 
colon. 


marital  partners  of  either  sex.  The  one  member 
in  this  study  so  treated  (elsewhere)  has  remained 
introverted  and  anti-social  for  seventeen  years. 

The  family  is  shown  in  figure  4.  The  matriarch 
of  the  first  generation  emigrated  from  Scotland  at 
an  early  age  and  nothing  is  known  of  her  contem- 
poraries or  antecedents.  In  her  large  family  three 
males  and  three  females  developed  polyposis  and 
of  these,  two  had  already  died  of  cancer  of  the 
colon  and  one  had  cancer  of  the  sigmoid  when  the 
entire  family  was  first  investigated  in  1948.  Several 
points  of  interest  are  apparent  as  one  studies  this 
family  tree.  The  first  is  the  variation  in  the  strength 
of  the  mutated  gene.  Two  members  of  the  second 
generation  produced  seven  off-spring  all  of  whom 
developed  polyposis  whereas  four  others  produced 
only  one.  Next  it  is  noted  that  this  disease  seems 
to  limit  itself  since  fifty-four  per  cent  of  the  second 
generation  developed  it  as  compared  to  thirty-five 


per  cent  of  the  third  and,  so  far,  only  seven  per 
cent  of  the  fourth.  Also,  one  sees  that  in  this 
series,  as  in  several  other  published  series,  there 
are  no  skipped  generations.  Perhaps  most  striking, 
however,  is  the  matriarch  who,  although  she  passed 
the  disease  on  to  her  children,  did  not  herself  de- 
velop it  until  after  her  seventieth  year.  She  was 
studied  by  the  author  at  age  seventy  and  polyposis 
was  specifically  looked  for  and  was  not  found 
either  on  proctoscopy  or  double  contrast  enema 
but  four  years  later  she  developed  cancer  of  the 
rectum  and  at  operation  was  found  to  have  poly- 
posis as  well. 


Fig.  4.  The  family  in  1964. 


The  diagnosis  of  diffuse  polyposis  is  readily 
made  with  the  proctoscope.  None  of  the  patients  in 
this  series  was  aware  of  the  presence  of  the  dis- 
ease until  proctoscopy  was  carried  out.  Interest- 
ingly enough,  two  had  been  previously  hospitalized 
for  x-ray  studies  and  one  had  had  a hemorrhoi- 
dectomy because  of  rectal  bleeding  but  in  none  of 
the  three  had  the  proctoscope  been  employed. 
The  diagnosis  may  be  confirmed  by  double  con- 
trast enema  although,  in  no  instance,  has  poly- 
posis of  the  colon  been  found  when  it  was  absent 
in  the  rectum.  Symptoms  have  not  been  reliable. 
None  of  this  group  exhibited  anemia,  weight  loss 
or  electrolyte  imbalance  nor  had  any  sought  med- 
ical advice  because  of  diarrhea. 

Treatment,  in  this  group,  with  one  exception 
noted  above,  has  been  either  one  or  two  stage  sub- 
total colectomy  with  end-to-end  ileo-proctostomy. 
There  have  been  no  fatalities.  The  surgery  has 
been  supplemented  by  many  repeated  fulgurations 
of  polyps  remaining  in  the  rectal  segment  and  in 
three  instances  it  has  been  necessary  to  do  re- 
section because  of  the  development  of  carcinoma 
below  the  line  of  anastomosis.  Of  these  three,  one 
(Continued  on  page  62) 
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A survey  of  the  literature  reveals  that  only  31 
cases  of  parathyroid  cyst  were  reported  up  to  and 
including  1963.  The  lesion  is  very  unusual  and  is 
rarely  diagnosed  preoperatively.  The  first  case — 
a large  solitary  Parathyroid  cyst  was  reported  by 
Goris  in  1906. 

The  parathyroid  cyst  is  usually  diagnosed  as  an 
adenoma  or  solitary  cyst  of  the  thyroid.  At  opera- 
tion however,  the  lesion  is  easily  identified,  since 
it  usually  lies  near  the  lower  pole  of  the  thyroid 
gland,  is  discrete,  although  closely  adherent.  It  is 
rarely  seen  in  the  midline  and  can  be  distinguished 
from  a cystic  hygroma  operatively  since  it  can  be 
removed  with  relative  ease  from  the  surrounding 
tissues.  The  cyst  ordinarily  contains  a thin  trans- 
lucent fluid  which  has  no  pathological  significance. 
The  wall  has  typical  parathyroid  glands  and  this 
makes  the  pathology  diagnosis  relatively  simple. 
Patients  generally  have  no  symptoms  relative  to 
parathyroid  or  thyroid  disease,  but  the  operation 
is  commonly  scheduled  because  of  the  possibility 
of  a malignancy  of  the  thyroid.  In  some  cases  dif- 
ficulty in  swallowing  or  hoarseness  due  to  pres- 
sure on  the  recurrent  laryngeal  nerve  has  been 
reported. 

Case  report 

L.  T.,  53-year-old  white  female,  had  been  seen 
in  our  clinic  for  several  years  and  a small  lesion 
on  the  left  side  of  the  neck  had  been  noted  pre- 
viously. The  patient  stated  that  she  had  had  this 
lump  for  twenty  years.  However,  during  the  six 
months  preceding  operation,  the  mass  increased 
to  about  one  and  one  half  times  its  former  size. 
It  was  non-tender,  easily  moveable  and  caused 
some  difficulty  in  swallowing.  In  fact,  she  had 
avoided  solid  foods  because  of  the  feeling  of 
“pressure”  on  her  throat. 

Examination  was  essentially  negative  except  for 
a firm,  three  centimeter  in  diameter,  mass  in  the 
region  of  the  right  lobe  of  the  thyroid.  It  was  non- 


The  parathyroid  cyst 

Review  of  literature  and  case  report 

B.  Gitlitz,  MD,  FICS,  Thermopolis,  Wyoming 

fluctuant  and  non-tender  but  patient  complained 
of  pain  on  pressure  over  this  area.  A diagnosis  of 
solitary  nodule  of  the  thyroid — possible  adenoma 
— was  made.  Pre-operative  routine  laboratory 
work  including  protein  bound  iodine  studies,  were 
within  “normal”  range. 

Patient  was  operated  under  intratracheal  anes- 
thesia. A collar  incision  was  made  in  the  usual 
position  above  the  clavicle.  The  mass  appeared  to 
be  cystic  and  apparently  contained  a clear  fluid. 
The  thyroid  gland  was  superior  and  anterior  to  the 
cyst  which  extended  posteriorly  and  laterally  and 
was  separated  completely  from  the  thyroid  gland. 
A frozen  section  was  made  at  time  of  surgery,  but 
the  pathologist  could  not  make  a definite  diag- 
nosis. The  operation  was  completed  in  the  usual 
manner. 

The  pathology  report:  Specimen  consists  of  a 
cystic  structure  measuring  three  by  two  and  one 
half  centimeters.  The  cyst  has  a thin  grey  wall 
with  islands  of  greyish  white  tissue  in  its  substance 
in  some  places.  The  cyst  is  filled  with  clear  yellow 
fluid. 

“Multiple  sections  through  the  cystic  stucture 
revealed  a wall  composed  of  fibrous  and  areolar 
tissue.  At  two  points  in  the  wall  of  the  cyst  are 
some  islands  of  what  appear  to  be  parathyroid 
tissue.  This  tissue  is  composed  of  islands  of  poly- 
hedral cells  having  a clear  cystoplasm  with  small 
basophilic  nuclei.  These  islands  of  cells  are  in- 
terspersed with  small  vascular  channels.  The  cyst 
described  is  lined  with  a layer  of  pink  staining 
hyalinised  material.  The  lining  is  of  varying  thick- 
ness. At  one  point  there  is  a small  island  of 
striated  muscle  in  the  wall  of  the  cyst.  Also  present 
in  the  wall  of  the  cyst  are  some  small  islands  of 
lymphocytes.”  (See  Fig.  1 and  Fig.  2 — Low  and 
High  power  view  of  cyst  wall.) 

Patient  had  an  uneventful  postoperative  course 
and  was  discharged  on  the  fifth  day.  She  has  been 
followed  since  and  has  had  no  symptoms  referable 
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CASE  REPORTS 


INDICATIONS 

AUTHOR  SEX  AGE  LOCATION  OF  CYST  SIZE  FOR  OPERATIONS 


1. 

Goris,  1906 

M. 

22 

2. 

Anzilotti,  1909 

M. 

25 

3. 

D.  C.  Quervain,  1925 

F. 

55 

4. 

Nylander,  1929 

M. 

16 

5. 

Welti,  1946 

F. 

53 

6. 

Welti,  1946 

F. 

36 

7. 

Welti,  1946 

F. 

28 

8. 

Welti,  1946 

F. 

35 

9. 

McKnight,  1946 

M. 

17 

10. 

Black  & Watts,  1949 

F. 

32 

11. 

Black  & Watts,  1949 

M. 

30 

12. 

Cooley  & McGoon, 
1951 

M. 

66 

13. 

Cooley  & McGoon, 
1951 

F. 

49 

14. 

Cooley  & McGoon, 
1951 

F. 

43 

15. 

Green  et  al.,  1952 

F. 

38 

16. 

Maxwell  et  al.,  1952 

F. 

39 

17. 

Maxwell  et  al.,  1952 

F. 

33 

18. 

Maxwell  et  al.,  1952 

F. 

29 

19. 

Crile  et  al.,  1953 

F. 

34 

20. 

Crile  et  al.,  1953 

M. 

56 

21. 

Crile  et  al.,  1953 

F. 

69 

22. 

Crile 

et 

al.,  1953 

F. 

32 

23. 

Crile 

et 

al„  1953 

F. 

79 

24. 

Beahrs  & Devine,  1956 

M. 

56 

25. 

Fisher  & Gruhn,  1957 

F. 

33 

26. 

Fisher  & Gruhn,  1957 

M. 

60 

Lower  left  pole  of  thyroid 

Right  inferior  parathyroid  gland 
Anterior  superior  mediastinum 
- — left 

Between  sternomastoid  and 
angle  of  mandible,  right 
Left  inferior  parathyroid 


Lower  left  thyroid  lobe 
Left  inferior  pole  of  thyroid 
Right  superior  thyroid  lobe 


Right  inferior  parathyroid 

Right  inferior  parathyroid 

Left  inferior  parathyroid 

Right  side  of  neck  displacing 
trachea 

Region  of  left  thyroid 
Right  inferior  thyroid  lobe, 
inferior  and  posterior 
Right  lower  thyroid  lobe 
Left  lower  pole  of  thyroid 
Left  side  of  neck  not  connected 
with  thyroid 

Right  lower  neck  extending  into 
mediastinum 


Region  of  left  thyroid  lobe 
Near  left  lobe  of  thyroid 


Near  right  lobe  of  thyroid 

Left  lobe 
Right  lobe 


Three  closely 

Mass  in  neck — Goiter 

applied  cysts 

“Egg  sized” 

Branchial  cleft  cyst 
Substernal  thyroid 
adenoma 

“Goose  egg 

Branchial  cyst 

size'’ 

Goiter 

“Orange” 

“Mandarine” 

“Golf  ball” 

Goiter 

4 cm. 

Goiter 

1 cm. 

Hyperparathyroid- 
cured  after  removal 
of  adenoma  of  200 
mg.  left  superior 
parathyroid 

4x2x2  cm. 

Hyperthyroidism  with 
adenomatous  left  lobe 

5 cm.  diam. 

Goiter  of  right  lobe 

3x4  cm. 

Goiter  of  left  lobe 

9x5  cm. 

Cyst  of  thyroid  gland 
hypoparathyroidism — 
3 wk. 

7x3  cm. 

Goiter 

9x4x3  cm. 

Mass  in  right  side 
of  neck 

1.2  x 1 x 9 cm. 

Thyroid  nodule 

2.5  cm. 

Adenoma  left  thyroid 

7 cm. 

Carcinoma  of  thyroid 
causing  respiratory 
symptoms 

3x6  cm. 

Intrathoracic  goiter 
or  metastatic  car- 
cinoma to  neck  caus- 
ing respiratory  symp- 
toms from  paralysis 
of  right  vocal  cord 

3x4  cm. 

Left  thyroid  adenoma 

6 x 1.5  x 1 cm. 

Hemorrhage  into 
thyroid  cyst  with 
respiratory  symptoms; 
aspiration  revealed 
onocytes  from  cysts 

10  x 12  cm. 

Hoarseness — tightness 
in  neck — mass  right 
side  of  thyroid 

2.5  x 2 x 1 

Mass  in  neck — 
Hoarseness 

4 cm. 

Mass  in  neck 
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AUTHOR 

SEX 

AGE 

LOCATION  OF  CYST 

SIZE 

INDICATIONS 

FOR  OPERATIONS 

27. 

Keynes  et  al.,  1956 

F. 

40 

Left  lower  lobe  of  thyroid 

5x4  cm. 

Nodular  goiter 

28. 

Perdue,  Garland  & 
Martin,  1959 

F. 

44 

Left  lower  lobe  of  thyroid 

3x2x2  cm. 

Solitary  nodula  of 
adenoma 

29. 

Arnaud  et  al.,  1961 

F. 

69 

Left  lower  lobe 

1.5  cm.  in  diam. 

Symptoms  primary — 
Hyperthyroidism 

Nodule  in  region  of 
left  lobe  of  thyroid 

30. 

Jonassen,  1961 

F. 

44 

Right  lower  lobe 

3 cm.  in  diam. 

Mass  in  right  lower 
lobe  of  thyroid 

31. 

Rosenbaum,  1963 

F. 

27 

Right  side  of  neck 

Size  of  lemon 

Hemorrhagic  para- 
thyroid cyst 

to  parathyroid  or  thyroid  disease.  Postoperative 
serum  calcium  and  phosphorus  levels  have  been 
within  “normal”  range. 

Review  of  literature 

In  reviewing  the  31  reported  cases,  we  find  that 
22  of  the  patients  were  female  and  9 male.  Ages 
varied  from  16  to  79  years.  In  18  cases,  the  left 
side  of  the  neck  was  involved  and  in  13  cases,  the 
right.  The  cysts  varied  from  one  centimeter  to  a 
“goose  egg”  in  size,  but  were  usually  about  three 
to  seven  centimeters  in  diameter.  In  most  cases 
the  only  significant  finding  was  a mass  in  the  neck 
found  during  examination  or  reported  by  the  pa- 
tient. In  only  eight  cases  were  there  any  signs  of 
dyspnea,  hoarseness,  dysphasia  or  paralysis  of  the 
cord.  A review  of  the  literature  is  reported  by 
Fisher,  et  al.,  in  1957  and  by  Jonassen  in  1961. 
These  articles  itemized  a total  of  27  cases.  We  are 
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adding  four  cases  reported  in  1959,  1961  and 
1963,  in  addition,  we  add  our  own  case. 

A great  deal  of  discussion  has  arisen  relative 
to  the  etiology  of  these  cysts  but  no  theory  ade- 
quately explains  the  condition.  Forsyth  in  1906 
first  indicated  that  he  thought  the  cyst  was  a result 
or  retained  secretions.  Jonassen  in  his  article,  states 
that,  “It  is  clear  that  no  single  theory  explains 
fully  the  presence  of  microscopic  parathyroid 
glandular  tissue  in  the  cyst  wall.  The  cervical  area 
is  subject  to  many  biological  aberrations  from  mal- 
developments  of  pharyngeal  pouches.  Perhaps 
cysts  in  the  region  of  the  parathyroid  gland  are 
of  multiple  origin.  Those  with  parathyroid  tissue 
in  the  walls  arise  from  expansion  of  colloid  cysts 
where  as  those  without  parathyroid  tissue  are 
residual  from  the  3rd,  4th,  or  5th.  pharyngeal 
pouches.”  Rosenbaum  and  Morad  in  their  article 
indicate  that  “in  one  group  the  cysts  may  be  de- 
rived from  vestigeal  remnants  from  third  and 
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fourth  branchial  clefts.”  Fisher  and  Gruhn  in  1957 
found  many  glycogen  granules  in  the  protoplasm 
of  the  lining  cells  of  the  cyst.  They  conclude  that 
“Although  this  material  may  be  observed  within 
many  normal,  as  well  as,  neoplastic  epithelia,  it 
is  of  some  significance  that  it  is  a normal  constit- 
uent of  parathyroid  epithelium  particularly  of  the 
clear  chief  cell  variety.  Such  a finding  tends  to 
minimize  the  objection  that  these  lining  cells  are 
not  specific  and  therefore  these  cells  are  of  para- 
thyroid origin.”  Fisher  and  Gruhn  conclude  from 
their  cases  that  the  cysts  are  probably  derived 
from  parathyroid  parenchyma  rather  than  vesti- 
geal  structures. 

Summary 

A case  of  parathyroid  cyst  occurring  in  a 53- 
year-old  woman  is  reported  and  a review  of  the 


previous  31  cases  is  made  thus  bringing  the 
material  up  to  date.  Some  discussion  relative  to 
the  origin  of  the  parathyroid  cyst  is  also  included 
but  no  definite  conclusions  can  be  reached. 

It  is  of  interest  to  note  that  this  rare  lesion  was 
seen  in  a relatively  small  town  in  a sparsely  popu- 
lated state.  • 
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Monitored  Exercise  cont.  from  page  31 


the  course  of  the  test,  when  the  patient  had  only 
exercised  briefly:  in  none  of  the  three  cases  did 
the  patient  notice  any  symptoms.  Even  when 
leading  questions  were  asked  during  the  period  of 
ventricular  bigeminy,  the  patient  denied  any  un- 
usual sensation.  It  is  obvious  that  if  the  tracings 
were  not  being  monitored,  serious  difficulty  could 
have  arisen. 

Individuals  subjected  to  exercise  tolerance  test- 
ing will  often  have  significant  coronary  disease: 
in  many  cases,  this  disease  will  be  known  to  exist, 
and  the  test  will  be  carried  out  for  purposes  of 
work  classification.  Stress  must  therefore  be  ap- 
plied with  caution,  and  with  careful  supervision: 
only  continuous  monitoring  really  provides  this 
kind  of  supervision. 

In  a significant  number  of  cases,  the  fleeting 
character  of  the  EKG  change  makes  it  likely  that 
it  would  have  been  missed  entirely  had  the  trac- 
ing not  been  continuously  monitored.  Finally,  the 
absence  of  symptoms,  or  the  atypical  character 
of  symptoms  during  acute  EKG  changes  empha- 
size the  unreliability  of  subjective  experience  in 
diagnosis  of  coronary  insufficiency. 

Summary  and  conclusions 

One  hundred-twenty  cases  of  “positive”  mon- 
itored exercise  tolerance  tests  are  summarized.  In 
these  studies,  continuous  oscilloscopic  monitor- 
ing of  bicycle  ergometer  or  Master  Two-Step  ex- 
ercise was  used  to  detect  acute  EKG  change.  The 
results  indicate  that  continuous  monitoring  during 


stress  testing  increases  the  safety  and  the  accuracy 
of  stress  testing  for  the  following  reasons: 

1.  EKG  change  precedes  anginal  symptoms 
and  occurs  at  energy  levels  much  below  the  stan- 
dard Master  exercise  in  a significant  number  of 
cases.  Continuous  monitoring  therefore  allows  the 
test  to  be  halted  at  an  earlier  and  presumably 
safer  time. 

2.  EKG  changes  are  often  so  transient  that 
only  continuous  monitoring  will  detect  them  in 
many  cases:  conventional  means  may  produce 
“false  negative”  tests. 

3.  Potentially  dangerous  arrhythmias  appeared 
without  symptoms  during  stress  testing  at  energy 
levels  well  below  the  standard  Master  exercise 
test:  continuous  monitoring  appears  to  be  the 
only  means  of  detecting  them. 

4.  Absence  of  symptoms  or  atypical  symptoms 
during  acute  myocardial  ischemia  make  it  unwise 
to  rely  on  the  patient’s  description  of  his  sensa- 
tions as  a means  of  conducting  stress  testing. 

It  is  emphasized  that  continuous  monitoring 
during  exercise  tolerance  testing  is  a simple  pro- 
cedure which  can  be  carried  out  in  any  physician’s 
office  with  ordinary  EKG  equipment,  and  it  is 
recommended  that  all  physicians  working  in  this 
field  familiarize  themselves  with  the  technique.  • 
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Blunt  liver  injuries 


Stab  and  gunshot  wounds  of  the  liver  are  ob- 
viously urgent  injuries.  The  drama  of  the  violation 
of  cutaneous  integrity  and  the  visible  wound  tend 
to  stimulate  appropriate  surgical  repair.  The  symp- 
tomatic but  intact  abdominal  wall  in  a patient  hav- 
ing suffered  a blunt  injury  to  the  upper  abdomen 
may  appear  considerably  less  urgent.  It  is  this  latter 
type  injury,  however,  that  bears  an  impressively 
high  mortality  rate  or  imposes  serious  prolonged 
morbidity.  A recent  paper  by  Brittain  states  that 
principles  of  treatment  elucidated  during  World 
War  II  resulted  in  a marked  decrease  in  the  mor- 
tality of  penetrating  wounds  of  the  liver  but  “one- 
third  or  more  of  the  patients  who  suffer  blunt 
hepatic  trauma  and  who  survive  to  reach  the  hos- 
pital will  eventually  succumb  to  their  injuries.”1 

The  most  common  etiologic  agent  of  blunt  liver 
trauma  is  the  rapidly  moving  automobile.  How- 
ever, of  the  three  cases  reported  here,  one  involved 
a small  boy  crushed  by  a five  inch  steel  pipe, 
another  a cowboy  whose  horse  rolled  upon  him, 
and  the  third,  a housewife  who  fell  from  a bicycle. 
Any  trauma  to  the  upper  abdomen  may  damage 
the  liver,  and  as  with  the  spleen  on  the  opposite 
side,  fractured  ribs  increase  the  chance  of  liver 
laceration. 

Surgeons  in  small  communities  will  only  occa- 
sionally encounter  severe  liver  injuries,  but  even 
the  busy  surgeon  in  a medical  center  will  not  en- 
counter a sufficient  number  of  cases  to  develop  a 
wide  experience.  Poulos  estimates  a frequency  of 
massive  liver  wounds  of  the  order  of  three  a year 
in  Dallas.2  However,  application  of  sound  surgical 
principles  with  use  of  the  existing  facilities  in  a 
small  community  hospital  will  allow  the  salvage  of 
a good  portion  of  these  patients. 

Delay  in  surgical  treatment  should  not  occur. 
When  reasonable  indications  of  abdominal  hemor- 
rhage are  present,  the  patient’s  abdomen  should  be 
explored.  The  principles  of  immediate  surgery  for 
a ruptured  spleen  are  well  established,  but  not  so 
for  ruptured  liver.  One  of  the  cases  reported  here 
illustrates  the  prolonged  morbidity  and  potential 
danger  that  can  result  from  delayed  laparotomy. 
The  other  two  cases  illustrate  the  massive  and 
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lethal  wounds  that  may  be  hidden  behind  the  intact 
abdominal  wall.  Immediate  surgical  treatment  may 
give  the  only  chance  for  survival. 

The  patient  with  obvious  massive  intra-abdom- 
inal hemorrhage  is  usually  not  a diagnostic  prob- 
lem. It  is  the  patient  with  unsuspected  liver  or 
other  visceral  injury,  and  those  with  probable,  but 
not  obvious  liver  injury  that  create  a problem.3 
Repeated  examinations  at  short  intervals  are  es- 
sential. Serial  hematocrit  determinations  are  sim- 
ply performed  and  serve  as  an  invaluable  gauge. 
A Levin  tube  to  decompress  the  stomach  and  a 
catheter  to  empty  the  bladder  will  not  only  help 
assess  other  injuries,  but  will  help  prepare  the  pa- 
tient for  surgery. 

It  is  a medical  aphorism  that  any  disease  for 
which  a multitude  of  treatments  has  been  recom- 
mended is  a disease  for  which  there  is  no  single 
reliable  treatment.  The  recommendations  for  con- 
trol of  liver  hemorrhage  over  the  years  have  been 
many  and  varied:  included  are,  suture  ligatures, 
various  types  of  mattress  sutures  with  various 
suture  materials,  tamponade  with  gelatin  sponges,4 
split  thickness  skin  grafts,  liquid  nitrogen,  and 
most  recently  a plastic  adhesive  compound  (East- 
man-910 monomer).5  Others  have  shown  tem- 
porary compression  of  the  hepatic  artery  for  vary- 
ing lengths  of  time  to  be  possible  without  damag- 
ing the  liver  cells.  Ligation  of  the  hepatic  artery 
on  the  heart  side  of  the  gastroduodenal  artery  has 
been  mentioned.  Hepatic  lobectomy  with  total  re- 
moval of  the  damaged  liver  tissue  has  been  shown 
to  be  effective.  In  some  cases  anatomic  dissection 
and  ligation  of  the  involved  arterial,  venous,  and 
biliary  tree  has  been  possible.6 

Adequate  exposure  is  essential.  For  left  lobe  in- 
juries, incision  limited  to  the  abdomen  is  usually 
sufficient.  For  right  lobe  injuries  involving  the 
superior  surface  it  is  essential  to  extend  the  ab- 
dominal wound  into  the  right  hemithorax.  Ade- 
quate debridement  and  hemostasis  go  hand-in- 
hand  and  complete  removal  of  the  injured  lobe  is 
the  purest  demonstration  of  these  principles.  Sur- 
gery of  lesser  degree  may  well  be  successful  when 
used  with  judgment.  Adequate  drainage  of  the 
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peritoneum  to  remove  blood,  bile,  and  necrotic 
tissue  is  essential. 

In  addition  to  drainage  of  the  peritoneal  cavity 
with  multiple  drains,  preferably  sump  drains,  it 
is  certainly  logical  to  decompress  the  biliary  tree. 
Intraperitoneal  collection  of  bile  leads  to  sepsis  and 
chemical  and  bacterial  peritonitis.  A cholecystos- 
tomy  or  choledochostomy  tube,  possibly  with  a 
slight  degree  of  suction  attached,  will  minimize 
escape  of  bile  from  open  biliary  radicles  in  the 
injured  liver.  It  has  been  suggested  that  biliary 
decompression  alone  may  maintain  peritoneal 
cleanliness.7  However,  multiple  drains  in  the  right 
sub-phrenic  and  sub-hepatic  spaces  further  pro- 
tect the  patient  and  reassure  the  surgeon. 

Case  1 

An  11 -year-old  white  boy  was  at  play  on  some 
pipes  about  5 inches  in  diameter  and  thirty  feet  in 
length.  He  fell  on  his  abdomen  to  the  ground,  and  a 
pipe  rolled  from  the  rack  across  his  back.  Two  men 
lifted  the  pipe  off  the  boy.  The  first  physician  ex- 
amined the  lad  about  noontime  and  obtained  a blood- 
pressure  of  90/60  and  felt  he  was  severely  injured. 
He  was  transferred  to  the  nearest  hospital,  some 
fifteen  miles  away  and  upon  arrival,  about  1 hour 
post-injury,  no  blood  pressure  was  obtainable.  The 
patient  was  obviously  in  shock  and  the  abdomen 
silent  and  firm  but  not  rigid.  There  was  slight  tender- 
ness in  the  left  upper  quadrant.  A hematocrit  at  2 
p.m.,  two  hours  after  injury,  was  37%.  The  patient 
was  given  10  mg.  “desoxyn”  and  500  cc.  of  6%  Dex- 
tran  intravenously  and  his  blood  pressure  became 
obtainable  at  90/60  with  a pulse  rate  of  160.  X-ray 
of  the  chest  was  normal,  and  flat  plate  of  the  abdo- 
men not  remarkable.  At  3 p.m.  the  hematocrit  was 
25%.  The  child  remained  pale,  shocky,  but  awake 
and  cooperative. 

A urethral  catheter  obtained  300  cc.  of  clear  urine. 
A levin  tube  with  nasogastric  suction  produced  nor- 
mal gastric  contents.  A diagnosis  of  probable  rup- 
tured spleen  was  made  and  at  4 o’clock  a general 
anesthetic  administered  in  surgery. 

A huge  amount  of  fresh  and  clotted  blood  present 
in  the  peritoneal  cavity  was  evacuated.  The  spleen 
was  found  to  be  normal.  During  exposure  of  the 
spleen,  it  was  noted  that  the  left  lobe  of  the  liver  lay 
in  an  unnatural  askew  position.  A laceration  ex- 
tended through  the  entirety  of  the  liver  at  the  junc- 
tion of  the  right  and  left  lobes.  To  obtain  exposure, 
the  left  triangular  ligament  of  the  liver  was  divided. 
As  the  left  lobe  was  retracted  it  was  found  to  be  com- 
pletely free  in  the  operator’s  hand.  A tremendous  and 
continuous  flow  of  blood  came  from  the  region  of 
the  diaphragm.  With  pressure  over  a laparotomy 
pad,  the  bleeding  was  controlled,  and  as  the  pad  was 
gradually  removed  it  was  evident  that  the  vena  cava 
was  torn  across  flush  with  the  diaphragm.  At  this 
point,  the  anesthetist  reported  absent  pulse  and  BP. 
The  next  several  minutes  were  occupied  with  open- 


ing the  left  chest,  direct  heart  massage,  electricial 
defibrillation,  and  finally  closure  of  the  large  ab- 
dominal and  thoracic  wounds  on  the  dead  patient. 

Comment 

This  patient  should  have  been  explored  more 
promptly.  About  two  hours  was  taken  to  confirm  a 
severe  catastrophe  within  the  abdomen.  When  the 
situation  was  diagnosed  it  could  not  be  corrected. 
The  left  lobe  of  the  liver  had  served  as  a natural 
tamponade  to  the  torn  vena  cava,  and  with  the  re- 
moval of  the  lobe  the  situation  immediately  pro- 
gressed to  a fatal  end,  a hopeless  case  from  the  be- 
ginning. 

Case  2 

A 43-year-old  white,  small,  wiry,  cowboy  was  in- 
jured about  10  a.m.  when  his  horse  fell  and  rolled 
over  on  him.  Two  hours  later  in  the  hospital  emer- 
gency room  the  patient  complained  of  severe  pain  in 
the  right  upper  quadrant  of  the  abdomen.  His  blood 
pressure  was  104/80  and  pulse  rate  68.  The  RUQ 
was  rigid  and  tender.  Peristaltic  sounds  were  absent. 
There  was  tenderness  over  the  right  lower  ribs  lat- 
erally. The  hematocrit  was  43%.  X-rays  of  the  chest 
and  abdomen  were  normal.  A catheter  placed  in  the 
bladder  produced  clear  urine  and  a naso-gastric  tube 
showed  no  blood  in  the  aspirate.  The  patient  re- 
ceived 500  cc.  of  6%  dextran,  500  cc.  of  whole  blood, 
and  500  cc.  of  normal  saline  during  the  next  5 
hours.  His  pulse  remained  between  72  and  80  and 
his  blood  pressure  above  112/70  when  determined 
at  one  half  hour  intervals.  At  5 o'clock,  some  seven 
hours  after  injury,  the  hematocrit  was  26%.  At  6 
p.m.  a general  anesthetic  was  administered  to  the 
patient. 

Laparotomy  through  a right  upper  abdominal 
rectus  muscle  retracting  incision  revealed  a deep 
laceration  of  the  under  surface  of  the  right  lobe  of 
the  liver,  and  manual  exploration  revealed  a corre- 
sponding laceration  of  the  superior  surface.  The  ab- 
dominal wound  was  extended  into  the  7th  inter- 
costal space  and  the  diaphragm  split  radially  to  bring 
the  abdominal  and  right  thoracic  cavities  into  con- 
tinuity. The  right  half  of  the  right  lobe  of  the  liver 
was  found  to  be  nearly  completely  severed.  By  blunt 
dissection  with  scalpel  handle,  the  division  of  this 
portion  of  the  liver  was  completed.  A large  finger 
sized  branch  of  the  hepatic  vein  was  visible  on  the 
torn  liver  surface.  Multiple  branches  from  this  were 
clamped  and  ligated.  Multiple  branches  of  the  hepatic 
artery  were  treated  in  a similar  fashion,  as  were  4 
large  open  bile  ducts.  The  exposed  raw  surface  of 
the  liver  measured  roughly  7 x 18  cm.  Multiple 
sheets  of  absorbable  gauze  were  laid  over  this  oozing 
surface. 

A No.  20  F Foley  type  catheter  was  used  as  a 
cholecystostomy  tube  to  decompress  the  biliary  tree. 
A No.  36  F thoracotomy  tube,  attached  to  water- 
seal  drainage,  was  placed  in  the  right  pleural  space. 
A large  mushroom  catheter  and  two  large  soft  rubber 
drains  were  placed  in  the  right  sub-phrenic  space. 
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The  abdominothoracic  wound  was  then  closed  in 
layers. 

535  gm.  or  1.2  pounds  of  liver  tissue  were  re- 
moved. During  operation  and  the  ensuing  6 hours, 
the  patient  received  3,500  cc.  of  blood  and  during 
the  next  two  days  another  2,000  cc.  His  postoperative 
course  was  remarkably  benign.  He  was  discharged  3 
weeks  following  surgery  with  all  drains  removed,  the 
operative  wound  well  healed,  and  a battery  of  normal 
liver  function  tests.  He  has  returned  to  his  usual 
occupation. 

Comment 

During  the  first  several  hours  after  injury  this  pa- 
tient’s vital  signs  showed  remarkably  little  distur- 
bance from  the  severe  degree  of  injury  and  blood  loss 
suffered.  Extensive  debridement,  accurate  hemos- 
tasis, decompression  of  the  biliary  tree,  and  extensive 
use  of  drains  facilitated  his  recovery.  To  the  operat- 
ing surgeon,  this  case  provided  a revelation,  once 
again,  of  the  remarkable  tenacity  of  the  human  or- 
ganism to  resist  destruction,  if  it  only  be  aided  with 
basic  surgical  care. 

Case  3 

A 43-year-old  housewife  and  schoolteacher  was 
admitted  to  the  hospital  after  falling  from  a bicycle 
and  incurring  lacerations  of  the  face,  a bruise  of  the 
right  anterior  chest  and  abrasions  of  the  legs.  X-rays 
failed  to  show  any  rib  fracture  despite  persistent 
pain  over  the  right  lower  ribs  laterally.  Seventeen 
days  later,  after  a hospital  course  marked  by  con- 
tinuous upper  abdominal  pain,  anemia  with  repeated 
transfusions,  persistent  fever,  tachycardia,  and  leu- 
cocytosis,  the  patient  was  referred  to  the  surgeon  and 
explored  with  a diagnosis  of  sub-capsular  hematoma 
of  the  liver.  A fractured  1 1th  rib  was  found  with  a 
laceration  of  the  lateral  surface  of  the  right  lobe  of 
the  liver  about  10  cm.  in  length.  There  was  300- 
400  cc.  of  old  blood  and  bile  in  Morrison’s  pouch. 
The  liver  laceration  had  been  sealed  by  a loop  of 
ileum  which  was  densely  adherent  to  the  liver  and 
markedly  obstructed  at  the  site  of  the  adhesions. 
Sharp  dissection  was  required  to  liberate  the  ab- 
herent  bowel,  and  it  was  necessary  to  resect  a small 
section  of  the  cicatriced,  obstructed  ileum.  The 
postoperative  course  was  only  slightly  less  stormy 
than  the  preoperative  course.  The  patient  was  dis- 


charged two  weeks  following  operation  and  required 
another  month  of  recuperation  at  home  before  she 
could  resume  teaching. 

Comment 

This  case  is  reported  to  illustrate  the  prolonged 
morbidity  that  can  result  from  timid  and  dilatory 
management  of  a liver  injury.  There  were  several 
extraneous  circumstances  that  contributed  to  the 
delay  in  exploration  and  definitive  treatment.  None- 
theless, this  patient  languished  for  17  days  before 
accurate  surgical  definition  of  the  injury  was  made, 
and  debridement  and  drainage  performed  so  that 
healing  might  occur.  Prolonged  fever  of  1-2  degrees, 
persistent  leucocytosis  above  15,000,  continued  blood 
loss,  and  unremitting  pain  and  tenderness  in  the  right 
upper  abdomen  should  have  stimulated  operative 
intervention  much  sooner. 

Summary 

Blunt  injuries  of  the  liver  carry  a much  higher 
rate  of  mortality  and  morbidity  than  do  penetrat- 
ing injuries  of  that  organ.  The  infrequent  occur- 
rence of  such  injuries  virtually  prohibits  any  one 
surgeon  from  collecting  a wide  experience.  Use 
of  basic  surgical  principles  of  avoidance  of  delay, 
adequate  exposure,  hemostasis,  debridement, 
drainage,  and  biliary  tree  decompression  will  save 
many  patients,  even  in  small  community  hospitals. 
Hepatic  lobectomy  is  the  ultimate  in  debridement 
and  hemostatic  techniques  and  may  be  lifesaving. 
Three  cases  of  blunt  liver  injury  are  presented 
with  comments  on  their  management.  • 
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Announcement 

The  Colorado  Society  of  Internal  Medicine  is  offering  its  services  in  an  attempt  to  assist  in- 
ternists seeking  locations  for  practice  in  Colorado. 

Such  internists  as  well  as  those  who  know  of  opportunities  in  the  state  are  invited  to  contact 
the  Colorado  Society  of  Internal  Medicine,  1809  E.  18th  Avenue,  Denver,  Colorado  80218. 
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Head  injury  and  gastro-duodenal  hemorrhage 


Claude  O.  Grizzle,  MD,  MS,  Cheyenne,  Wyoming 


In  keeping  with  the  spirit  of  this  issue  of  the 
Rocky  Mountain  Medical  Journal,  it  does  seem 
appropriate  to  outline  some  of  our  current  case 
material  and  management  practices  as  a mark  in 
the  medical  history  of  the  State  of  Wyoming  to 
which  this  issue  commemorates  the  75  th  Anniver- 
sary of  our  Statehood. 

During  the  past  four  years  the  author  has  had 
experience  with  210  head  injury  problems  re- 
quiring hospitalization.  A general  survey  of  these 
cases  revealed  a number  of  acute  gastroduodenal 
hemorrhages  occurring  during  the  early  manage- 
ment phase  and  this  aspect  of  the  head  injury 
problem  serves  as  the  primary  focus  of  this  re- 
port. 

Case  Material:  Among  the  210  patients  with 
head  injuries,  106  (about  half)  were  closed,  with 
or  without  skull  fracture,  but  all  sustained  a period 
of  unconsciousness  and  a post-traumatic  amnesia 
period  ranging  from  less  than  one  hour  to  six 
weeks’  duration.  There  were  no  fatalities,  nor  clin- 
ical indication  of  acute  gastroduodenal  bleeding 
in  this  group,  except  for  one  patient  who  had  a 
mild  cerebral  concussive  episode  in  conjunction 
with  a fracture  dislocation  of  the  cervical  spine. 
She  had  reactivation  of  a known  duodenal  ulcer 
with  brisk  hemorrhage  requiring  4,500  cc.  whole 
blood  replacement  with  resolution  of  her  bleeding. 

A separate  group  of  66  patients  (31%)  with- 
out decerebrate  rigidity  were  managed  surgically 
because  of  depressed  skull  fractures,  intracranial 
hematomas  or  intracranial  missile  injuries.  None 
of  these  patients  had  clinical  alimentary  tract 
bleeding.  Of  the  58  survivors,  nearly  all  have  made 
satisfactory  adjustments  and  have  resumed  their 
former  way  of  life  or  have  changed  occupations. 
There  were  5 deaths  from  brain  injury;  one  death 
from  pulmonary  embolization  from  associated  ex- 
tremity injuries.  Another  patient  in  this  group 
expired  from  fat  emboli  distributed  to  the  retinae, 
lungs  and  brain.  One  patient  died  three  years  after 
injury  in  a drowning  accident. 


A final  group  of  39  patients  (18%  of  the  total) 
suffered  head  injuries  and  decerebrate  rigidity.  Of 
these,  30  cases  had  no  upper  gastrointestinal 
bleeding,  and  21  survived  and  have  returned  to 
community  living.  There  were  three  fatal  gunshot 
brain  injuries;  5 others  expired  from  their  injuries, 
and  one  died  of  aspiration  pneumonia. 

The  primary  group  with  which  we  are  con- 
cerned contains  the  remainder,  9 patients  with 
severe  head  injuries,  decerebrate  rigidity  and  com- 
plicating gastroduodenal  hemorrhage.  Of  these, 
four  had  basal  skull  fractures  and  cerebrospinal 
fluid  otorrhea,  three  survived  and  there  was  one 
death.  Of  the  survivors,  one  was  a child  who  re- 
quired 500  cc.  blood  replacement  and  two  were 
youths  who  each  required  1,000  cc.  blood  replace- 
ment. An  upper  G.I.  series  on  one  of  the  youths 
with  persistent  abdominal  complaints  of  several 
months’  duration,  did  not  reveal  an  ulcer  crater, 
but  delayed  pyloric  emptying  time.  A 19-year-old 
female  with  a basal  skull  fracture,  died  nine  days 
after  injury  from  probable  coalescence  of  intra- 
cerebral hemorrhages.  She  received  1,000  cc.  blood 
replacement. 

A child  with  a bifrontal  depressed  skull  fracture 
with  extension  of  the  fracture  to  the  pituitary 
fossa,  had  transient  gastric  hemorrhage  with  500 
cc.  blood  replacement.  A few  days  after  this,  he 
experienced  a series  of  seizures  and  then  a shock- 
like state  which  responded  to  steroid  therapy,  but 
without  reactivation  of  his  gastric  bleeding.  He  did 
have  periodic  abdominal  complaints  thereafter 
and  was  treated  medically.  An  upper  G.I.  series 
1 8 months  later  did  not  reveal  an  ulcer  crater,  but 
a scarred  duodenal  ulcer  was  noted  9 months  after 
this  at  autopsy,  after  he  had  succumbed  to  an  in- 
fectious illness. 

One  surviving  patient,  a 22-year-old  male,  with 
decerebrate  rigidity  and  associated  subdural  hem- 
atoma required  2,000  cc.  blood  replacement  ‘be- 
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fore  his  gastric  bleeding  stopped  with  medical 
treatment. 

An  elderly  male  with  bilateral  subdural  hema- 
tomas exsanguinated  3 days  postoperatively  from 
a 2 cm.  perforation  of  an  old  gastric  ulcer  and  in- 
traperitoneal  hemorrhage. 

Another  patient  of  this  group  expired  three 
years  after  evacuation  of  a fronto-occipital  epi- 
dural hematoma.  This  patient’s  gastrointestinal 
symptoms  began  after  his  head  injury  and  will  be 
the  subject  of  a separate  report.  His  death  resulted 
from  a bleeding  duodenal  ulcer.  Finally,  the  last 
patient  in  this  group  who  had  had  a massive 
gastroduodenal  hemorrhage,  was  of  interest  to  us 
since  his  bleeding  ulcer  was  treated  surgically 
while  he  was  still  decerebrate. 

Case  Report 

Memorial  Hospital  No.  81309.  A 16-year- 
old  white  male,  J.  O.,  sustained  a right  occipital 
head  injury  when  he  fell  from  a moving  tractor 
onto  a gravel  road.  He  was  unconscious,  and  fol- 
lowing basic  resuscitative  measures  he  was  trans- 
ferred to  our  neurosurgical  service,  a distance  of 
sixty  miles.  Upon  admission  he  was  still  uncon- 
scious with  bilateral  spasticity  and  Babinski  signs. 
Abrasions  of  the  head  and  extremities  were  pres- 
ent. He  had  a large  hematoma  of  the  left  thigh 
with  tire  marks  on  the  skin.  His  admission  rectal 
temperature  was  101  degrees  F.,  pulse  rate  80  and 
respirations  were  deep  at  24  per  minute.  His 
blood  pressure  was  140/60  mm.  Hg.  Neurological- 
ly,  his  eyes  had  skew  deviation  and  the  ocular  pu- 
pils were  small  at  2 mm.  each,  and  not  responsive 
to  light.  Funduscopically  the  media  was  clear  with- 
out retinal  hemorrhages.  His  ear  canals  were  clear 
without  blood  or  CSF  in  them  and  the  tympanic 
membranes  were  intact.  Examination  of  his  neck 
did  not  reveal  angulation  nor  apparent  deformity 
and  his  carotid  pulsations  were  present.  His  spas- 
ticity was  increasing  with  decerebrate  posturing. 
No  sensory  level  was  apparent  as  he  increased  his 
flexion-extension  spasms  in  response  to  pin  prick 
bilaterally.  His  abdominal  and  cremasteric  re- 
flexes were  absent. 

Initial  laboratory  data:  Blood — red  blood  count, 
5.85  million;  white  blood  count,  22,650;  hemo- 
globin, 14.4  grams;  and  hematocrit,  45  vol.  %. 
Scout  skull  and  cervical  spine  x-rays  did  not  re- 
veal fractures,  but  one  of  his  pelvic  region  did  re- 
veal a non-displaced  transverse  fracture  through 
the  right  obturator  ring. 

Working  impression:  Closed  head  injury  with 


brain  stem  contusion  and  decerebrate  state,  frac- 
ture right  obturator  ring  and  multiple  contusions 
and  abrasions. 

Course  and  treatment:  In  addition  to  basic  care 
for  the  unconscious,  he  was  treated  with  oxygen, 
surface  cooling,  chlorpromazine.  Four  and  a half 
hours  later  he  was  given  40  grams  of  intravenous 
urea  (30%  solution)  with  a prompt  diuresis.  This 
was  given  at  a time  when  he  was  considered  to 
have  increasing  cerebral  edema  and  not  an  ex- 
panding intracranial  hemorrhage.  Subsequent  to 
this,  his  rectal  temperature  was  maintained  with 
some  fluctuation  between  94-96  degrees  F.  His 
daily  fluid  intake  was  maintained  between  2,000- 

2.500  cc.  and  his  urinary  output  was  between  900- 
1,400  cc/24  hrs.  His  vital  signs  were  stable  for 
the  first  12  post-injury  days.  His  decerebrate  state 
was  marked  for  the  first  three  post-injury  days 
and  then  began  to  fluctuate  with  periods  of  less- 
ened spasticity  for  the  next  10  days.  On  the  8th 
post-injury  day  his  surface  cooling  was  tempo- 
rarily discontinued  with  a rise  of  his  rectal  temper- 
ature to  101  degrees  F.  and  return  of  his  decere- 
brate state.  He  was  recooled  again  with  lessening 
of  his  rigidity.  On  the  10th  post-injury  day  a naso- 
gastric tube  was  inserted;  clear  gastric  contents 
were  aspirated  and  tube  feedings  of  small  amounts 
of  skim  milk  and  water  were  administered  which 
he  tolerated  well.  Over  the  next  three  days  his  tube 
feedings  were  gradually  advanced  to  a modified 
standard  house  formula.  His  urinary  specific  grav- 
ity was  1 .009  and  his  hemoglobin  11.8  grams  with 
a 36  vol.  % hematocrit  on  the  12th  post-injury 
day.  Early  on  the  morning  of  14th  post-injury 
day,  he  became  pale  and  restless  with  a rapid 
pulse  rate  to  144/minute,  a blood  pressure  of 
90/50  mm.  Hg.  and  a respiratory  rate  of  20/min- 
ute. His  hemoglobin  was  6.5  gm.  with  20  vol.  % 
hematocrit.  He  was  given  1,000  cc/whole  blood 
and  medical  measures  begun  with  intermittent 
gastric  aspiration,  gastric  instillations  of  one  ounce 
of  Gelusil  every  3 hours,  as  well  as  ProBanthine 
15  mg.  and  Phenobarbital  60  mg.  every  6 hours. 
By  midnight  of  the  18th  post-injury  day  (4  days 
after  his  gastric  bleeding  began)  he  had  received 

7.500  cc.  blood  along  with  periodic  parenteral  cal- 
cium gluconate  and  aqua  mephyton.  For  18  hours 
his  bleeding  was  arrested  until  the  evening  of  the 
19th  post-injury  day  when  he  began  to  hemor- 
rhage again  briskly.  An  additional  2,000  cc.  of 
blood  were  administered  just  prior  to  and  through 
his  surgical  treatment  carried  out  shortly  there- 
after. Abdominal  exploration  had  been  planned 
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in  consultation  (F.A.B.  and  W.E.R.)  should  he 
hemorrhage  again.  At  laparotomy,  a pyloroplasty 
was  done,  suturing  an  acute  ulceration,  2 cm.  in 
diameter,  located  posteriorly  on  the  second  part 
of  the  duodenum.  It  was  bleeding  briskly  from  an 
artery  in  the  wall  of  the  ulcer.  The  next  morning, 
his  neurologic  status  regarding  the  degree  of  his 
decerebrate  rigidity  was  unchanged  and  he  did 
not  seem  to  be  worse  off  for  his  experience.  On  the 
24th  post-injury  day  his  urinary  output  exceeded 
his  fluid  intake  by  1 ,200  cc.  and  his  urine  specific 
gravity  was  1.004.  As  we  didn’t  wish  to  stress  him 
further  fluid-wise,  he  was  treated  with  5-10  pressor 
units  of  Pitressin  Tannate  in  Oil,  anticipating  dia- 
betes insipidus  over  a ten  day  period  at  the  end 
of  which  time  his  urinary  specific  gravity  ranged 
from  1.01-1.022  and  his  intake  exceeded  his 
output  thereafter  without  medication.  He  had  a 
ravenous  appetite  throughout  the  remainder  of  his 
hospital  stay  and  during  this  time,  continued  to 
improve.  He  began  communicating  by  writing 
awkwardly  on  the  34th  post-injury  day  with  his 
left  hand,  although  normally  right-handed.  He  be- 
gan talking  on  the  52nd  post-injury  day;  and 
walking  with  much  help  on  the  54th  post-injury 
day  although  he  had  marked  truncal  and  extrem- 
ity ataxia.  He  had  rehabilitative  training  regarding 
his  gait  and  dexterity.  His  speech  became  quite 
clear  although  punctuated  with  some  cerebellar 
scanning.  He  was  released  from  the  hospital  on 
the  75th  post-injury  day.  Subsequent  follow  up 
over  an  1 1 month  period  to  the  time  of  this  report 
reveals  residual  spasticity  of  the  right  arm  and  leg 
with  some  circumduction  of  the  right  leg.  He  is 
able  to  hop  smoothly  with  the  left  leg,  but  has 
some  propulsion  forwardly  and  with  the  right  leg 
he  hops  ataxically.  He  is  able  to  run  220  yards  in 
40  seconds.  He  has  minimal  diplopia  upon  down- 
ward and  rightward  gaze.  He  is  incoordinate  with 
the  right  hand  but  can  write  legibly  at  a rate  of  12 
words  a minute.  He  hasn’t  had  gastric  distress  for 
the  past  6 months,  but  he  is  still  on  mild  antispas- 
modic  medication. 

Discussion 

The  case  herein  presented  typifies  the  usual 
severe  head  injury  received  for  treatment.  He  was 
injured  some  distance  from  his  definitive  treat- 
ment locale  and  was  properly  resuscitated  by  the 
initial  attending  physician  in  that  his  airway  was 
patent,  he  was  not  in  shock  and  an  assessment  of 
the  patient  was  made  for  other  bodily  injuries 
which  might  require  treatment  first,  such  as  chest, 


abdominal  or  spinal  injuries,  hemorrhage,  etc.,  be- 
fore consideration  was  given  for  his  transport  for 
neurosurgical  care.  During  transport,  measures 
for  maintaining  an  adequate  free  airway  were  pro- 
vided including  portable  suction  apparatus  and 
oxygen. 

Scout  skull,  cervical  spine  and  chest  x-rays  were 
obtained  to  evaluate  possible  fractures  requiring 
immediate  attention,  otherwise  the  patient  wasn’t 
bothered  by  extensive  x-ray  studies  until  later 
when  his  condition  was  more  stable.  Baseline 
blood  studies  were  done  and  intravenous  fluids 
begun.  He  was  observed  for  several  hours  to  de- 
termine somewhat  the  general  course  he  was  to 
follow  and  to  detect  lateralizing  changes  neuro- 
logically  which  would  require  further  study  in  the 
way  of  angiography.  He  was  given  a small  amount 
of  intravenous  urea  at  a time  when  he  was  begin- 
ning to  become  restless  and  at  a time  when  we 
thought  he  might  begin  to  have  cerebral  edema.  It 
has  been  our  empiric  policy  not  to  give  urea  or 
mannitol  in  every  head  injury  case,  unless  cerebral 
edema  is  suspected  or  just  before  surgical  evacua- 
tion of  intracranial  hematomata  when  some  added 
intracranial  room  is  needed  to  reduce  respiratory 
embarrassment.  This  precaution  was  prompted  6 
years  ago  when  we  first  began  to  use  intravenous 
urea,  and  it  was  rather  painfully  brought  to  our  at- 
tention by  rapid  enlargement  of  an  epidural  hema- 
toma following  urea.  We  have  gradually  tempo- 
rized in  the  use  of  dehydrating  agents  since  meta- 
bolic changes  associated  with  dehydration  may  help 
to  confuse  the  clinical  picture  and  course  of  the 
patient.  It  is  easier  to  avoid  complications  than  to 
try  to  treat  them  in  a patient  who  may  be  chang- 
ing neurologically. 

Periodic  serum  electrolyte  guideposts  are  ob- 
tained which  help  in  intravenous  fluid  administra- 
tion. However,  we  still  follow  urinary  output 
and  clinical  appearance  of  the  patient  in  helping 
to  decide  how  much  and  what  kind  of  fluids  to 
administer.  We  haven’t  been  withholding  electro- 
lytes as  long  as  the  patient  has  a urinary  output  of 
1,000  cc.  or  over  per  24  hours;  generally  5% 
dextrose  in  .2%  NaCl  has  been  used  two  days 
with  supplemental  ascorbic  acid.  The  patient  is 
observed  for  signs  of  diabetes  insipidus.  The  he- 
moglobin concentration  and  corresponding  hem- 
atocrit values  are  followed.  Blood  replacement  is 
given  when  the  hemoglobin  is  below  12.0  gm. 
It  is  our  impression  that  the  oxygen  requirement 
for  the  brain  is  best  served  when  patient  receives 
oxygen  and  has  a hemoglobin  carrying  capacity 
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comparable  to  12.0  gm.  Many  times  we  have  ob- 
served the  clinical  improvement  of  patients  when 
the  hemoglobin  is  brought  up  to  this  level.  At  our 
elevation  of  6,200  feet  above  sea  level  and  a low 
relative  humidity,  special  precautions  to  avoid  in- 
creased insensible  water  loss  are  undertaken.  Many 
of  our  patients  with  severe  head  injuries  require 
tracheostomies,  particularly  those  with  copious 
oropharyngeal  secretions.  Some  of  these  patients 
have  hypothalamic  injuries  and  seem  to  have  a 
large  outpouring  of  thin  secretions.  Meticulous 
suctioning  is  required  and  our  nursing  staff  is 
dedicated  to  this  end,  but  frequent  supervision  by 
the  attending  surgeon  is  required  since  occasion- 
ally in  the  enthusiasm  to  clear  the  tracheal  secre- 
tions, the  nurse  may  forget  to  leave  the  Y tube 
open  before  the  actual  suctioning  is  done  and  may 
leave  the  tracheal  catheter  in  place  for  more  than 
a few  seconds,  thereby  depleting  the  patient’s 
available  oxygen  supply  even  further.  On  the  other 
hand,  considerable  drying  of  the  trachea  and  res- 
piratory passages  under  our  climatic  conditions  is 
more  frequent  with  inspissation  of  the  secretions. 
An  adapter  with  Mistogen  is  a rule  when  oxygen 
is  given  and  a moist  atmosphere  otherwise  is  pro- 
vided at  the  tracheotomy  ostium  when  oxygen 
isn’t  being  given.  Intermittent  positive  pressure 
breathing  is  generally  used  several  times  a day  to 
supplement  our  other  respiratory  measures.  Our 
suction  catheters  are  kept  in  an  antiseptic  solution 
and  kept  clean  or  fresh  catheters  are  used  to  pre- 
vent additional  contamination  of  the  upper  res- 
piratory passages.  Broad  spectrum  antibiotics  and 
periodic  culture  and  sensitivities  of  the  deep 
tracheal  secretions  are  obtained.  Generally,  on 
the  5th  or  6th  day  a nasogastric  tube  is  inserted  in 
preparation  for  nasogastric  supplemental  feedings. 
By  this  time,  the  patient  can  tolerate  small  tube 
feedings  when  protein  anabolism  is  felt  to  begin 
again.  Medications  may  be  used  also  in  this  man- 
ner. Certain  patients  may  have  post-traumatic 
seizures  in  the  absence  of  an  expanding  intra- 
cranial lesion.  In  an  effort  to  control  the  seizure 
state,  we  have  found  that  flushing  Na  Dilantin 
down  the  tube  is  an  effective  way  to  administer 
it,  if  parenteral  or  dilantin  suspension  is  not  avail- 
able. Also,  Milontin  suspension  may  be  used  in 
this  manner.  A modified  surface  cooling  program 
has  been  used  for  6 years.  This  is  not  done  so 
much  to  reach  deeper  hypothermic  levels,  but  to 
help  reduce  increased  insensible  water  loss  and  to 
lower  metabolic  needs.  We  have  generally  found  it 
best  and  least  disturbing  to  the  routine  of  the  gen- 
eral nursing  services  to  keep  the  patient  on  a cool- 


ing mattress  with  thermocouple  rectal  temperature 
readings  in  the  range  of  94-96  degrees  F.  This  is 
not  too  difficult  to  maintain  and  avoids  some  of 
the  complications  of  deeper  levels  of  hypothermia 
which  are  administratively difficultto handle.  Chlor- 
promazine  is  used  adjunctively  to  reduce  shiver- 
ing and  to  produce  some  vasodilation  and  as  well 
tends  to  counteract  general  restlessness.  Periodic 
use  of  rectal  aspirin  is  helpful  with  the  pyretic  re- 
sponse of  the  patient,  however,  we  avoid  overuse 
of  it  since  after  several  days  we  have  found  in- 
creasing tendency  of  the  mucous  membranes  to 
ooze,  particularly  the  tracheotomy  and  gastroin- 
testinal tract.  Prothrombin  times  obtained  reveal 
some  lowering  of  the  values  to  35%  normal  ac- 
tivity or  lower.  We  have  no  clear-cut  substantia- 
tion of  this  laboratory-wise,  but  clinically  the 
oozing  tends  to  cease  when  the  Prothrombin  times 
are  near  normal  after  the  aspirin  is  reduced.  Oc- 
casionally with  multiple  injuries,  the  fibrinogen 
level  may  fall  and  with  generalized  oozing,  if  the 
serum  fibrinogen  is  low,  administration  of  addi- 
tional fibrinogen  is  helpful.  In  patients  with  his- 
tory of  dyspepsia  or  known  ulcer  we  insert  the 
nasogastric  tube  earlier  to  follow  the  appearance 
of  the  gastric  contents.  Some  prophylactic  use  of 
antacids  is  begun,  and  with  the  appearance  of 
flecks  of  blood  we  have  been  starting  ProBanthine. 
This  has  been  withheld  early  because  of  mydriasis 
in  some  patients  which  alters  pupillary  signs.  Also, 
it  has  been  kept  to  a minimum  because  of  the 
further  drying  effect  of  the  medication  on  the  res- 
piratory mucosa.  The  case  presented  here  is  some- 
what unusual  since  it  is  the  first  in  9 decerebrate 
cases  that  we  have  had  to  explore  abdominally  for 
surgical  repair  of  the  bleeding  site.  The  others 
have  stopped  with  medical  management. 

Summary 

In  a personal  experience  with  210  head  injury 
problems  requiring  hospitalization,  there  were  10 
instances  of  associated  gastroduodenal  hemor- 
rhage. The  management  of  head  injury  cases  with 
particular  emphasis  on  the  care  of  patients  with 
associated  upper  gastrointestinal  bleeding  is  pre- 
sented. 

A case  presentation  emphasizes  that  successful 
operative  control  of  gastrointestinal  hemorrhage 
may  be  carried  out  even  in  a decerebrate  patient, 
and  finally,  that  with  careful  management,  near 
complete  rehabilitation  is  possible — even  after  the 
most  serious  intracranial  injury.  • 
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Widening  of  the  ankle  mortice  without 
disruption  of  the  tibiofibular  joint 


Ankle  injuries  are  a common  by-product  of 
modern  living.  Ankle  injuries  commonly  involve 
the  malleoli,  and  a major  disability  arising  from 
these  injuries  is  the  associated  widening  of  the 
ankle  mortice.  The  importance  of  adequately  treat- 
ing ruptures  of  the  tibiofibular  ligament  has  re- 
ceived wide  and  deserved  attention.  It  is  the  pur- 
pose of  this  report  to  stress  the  importance  of 
deltoid  ligament  injury  associated  with  certain 
fractures  of  the  distal  fibula  in  the  production  of 
increased  ankle  diastasis.  This  injury  complex  is 
a less  widely  recognized  cause  of  ankle  diastasis 
and  is,  therefore,  apt  to  be  mistreated. 

The  distal  ends  of  the  tibia  and  fibula,  together 
with  their  ligamentous  connections,  form  the 
mortice  on  which  the  foot  articulates  with  the  leg. 
The  integrity  of  these  ligaments  is  of  the  utmost 
importance  in  preventing  widening  of  the  mortice 
and  faulty  joint  function. 

Some  investigators  believe  the  ankle  mortice 
normally  widens  by  two  to  three  millimeters  on 
movement  of  the  foot  from  maximum  plantar  flex- 
ion to  maximum  dorsiflexion.  Contrarywise,  others 
state  there  is  no  increase  in  the  intermalleolar  dis- 
tance during  motion,  while  still  others  believe 
that  weight  bearing  alone  causes  the  mortice  to 
widen  from  two  to  three  millimeters.2 

The  deltoid  ligament  extends  over  the  medial 
aspect  of  the  foot  and  ankle.  It  is  composed  of 
four  strong  bands;  the  posterior  tibial,  the  anterior 
extension  between  the  talus  and  the  tibia,  the 
calcaneal-tibial  portion,  and  the  extension  be- 
tween the  navicular  bone  and  the  tibia. 

The  deltoid  ligament  may  be  ruptured  by  forces 
of  abduction  and/or  external  rotation.3  The  del- 
toid ligament  may  be  torn;  or  because  of  its  great 
strength,  the  medial  malleolus  may  be  avulsed. 
This  permits  lateral  displacement  of  the  talus. 
Continuation  of  the  force  commonly  disrupts  the 
inferior  tibiofibular  ligament,  and  if  the  force  is 
further  continued  the  fibula  fractures  at  its  weak- 
est point. 

On  occasion  fracture  of  the  fibular  malleolus 
occurs  without  rupture  of  the  inferior  tibiofibular 
ligament.  Isolated  ligamentous  injuries  permitting 
tibiofibular  diastasis  (that  is,  without  associated 
malleolar  fractures)  are  rare  injuries  due  to  force- 
ful eversion  of  the  foot.3  Widening  of  the  ankle 


A clinical  note 

Duane  M.  Kline,  Jr.,  MD,  Cheyenne,  Wyo. 

mortice,  or  diastasis,  occurs  secondary  to  disrup- 
tion of  the  deltoid  ligament  associated  with  low 
oblique  fracture  of  the  fibular  malleolus.  In  this 
instance  the  inferior  tibiofibular  joint  is  intact  and 
the  medial  cortical  segment  of  the  distal  fibula 
remains  in  its  anatomic  relation  to  the  sulcus  of 
the  tibia.  Thus,  widening  of  the  ankle  joint  un- 
associated with  rupture  of  the  inferior  tibiofibular 
joint  but  accompanied  by  rupture  of  the  deltoid 
ligament  occurs. 

The  clinical  picture  presented  at  the  time  of 
initial  examination  should  give  rise  to  suspicion 
that  more  than  a fracture  of  the  distal  fibula  has 
occurred.  A careful  history  of  the  mechanism  of 
injury  will  frequently  reveal  that  considerable 
force  was  involved.  Examination  will  reveal  that 
in  addition  to  swelling  and  pain  presented  over 
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the  lateral  ankle  in  association  with  the  fracture 
of  the  lateral  malleolus,  there  will  be  marked 
swelling  and  tenderness  over  the  medial  ankle.  In 
the  absence  of  fracture  of  the  medial  malleolus 
this  finding  alone  should  give  rise  to  the  suspicion 
that  the  deltoid  ligament  has  been  ruptured. 

Initial  x-ray  findings  frequently  mislead  the 
physician  as  to  the  seriousness  of  the  injury.  It  is, 
therefore,  of  utmost  importance  that  adequate 
follow-up  films  are  made  following  “conservative” 
treatment. 

The  early  treatment  of  these  injuries  is  well 
known  to  all,  i.e.  bed  rest,  elevation,  ice  caps, 
and  supporting  medication  to  relieve  pain.  Splint- 
ing may  precede  casting,  or  definitive  casting  may 
be  done  almost  immediately  if  edema  secondary 
to  hemorrhage  and  tissue  trauma  is  not  great.  The 
application  of  a walking  heel  to  the  plaster  cast 
should  be  avoided  in  treatment  of  this  injury. 

In  the  treatment  of  fractures  about  the  ankle  it 
is  frequently  stated  that  closed  reduction  should 
be  given  priority  over  surgical  reduction.1  How- 
ever, that  treatment  which  restores  the  situation 
most  nearly  to  normal  is  the  best,  as  the  more 
accurately  the  ankle  is  restored  the  more  satis- 
factory the  end  result  will  be. 

Open  reduction  of  medial  malleolar  fracture 


Fig.  2B 


Fig.  3 A 


Fig.  2 A 
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Fig.  4 

in  the  treatment  of  fractures  of  the  medial  malleo- 
lus. In  the  cases  to  be  demonstrated  in  this  paper 
this  approach  is  suggested  in  association  with  re- 
pair of  the  deltoid  ligament.  The  purpose  of 
treatment  is  restoration  of  normal  anatomic  rela- 
tions to  produce  a well  functioning,  stable,  and 
pain-free  ankle. 

Case  reports 

Case  I,  figure  1,  51  year  old  female:  The  illustra- 
tion demonstrates  the  minimal  x-ray  findings  typical 
of  the  injury  being  discussed.  A low  oblique  frac- 
ture of  the  fibula  is  evident.  The  ankle  mortice  is 
excellent.  This  is  the  appearance  that  misleads  the 
examining  physician  into  believing  that  he  is  dealing 
with  a relatively  minor  injury. 

Case  II,  figures  2a  and  2b,  x-rays  of  a 19  year  old 
male  injured  while  skiing:  This  patient  suffered  a 
fracture  of  the  left  fibula.  The  referring  physician 
said  there  was  no  obvious  injury  to  the  medial  side 
of  the  ankle.  One  week  following  his  admission  to 
the  hospital  and  the  application  of  a definitive  plaster 
cast  check  x-rays  revealed  widening  of  the  ankle 
mortice.  Had  the  check  x-ray  not  been  taken  this 
patient’s  serious  injury  would  have  gone  unrecog- 
nized and  a good  end  result  would  have  been  diffi- 
cult to  attain. 

Case  III,  figures  3a,  3b,  and  3c,  x-rays  taken  of  a 
(Continued  on  page  56) 


with  screw  fixation  is  widely  accepted.  Less  wide- 
ly discussed  is  open  reduction  of  fibular  fracture 
with  intramedullary  screw  fixation.  In  selected 
cases  such  fixation  of  lateral  malleolar  or  fibular 
fractures  should  be  undertaken  as  quickly  as  it  is 
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Control  of  an  outbreak  of  glomerulonephritis 

in  a rural  community 

Helen  A.  Moore,  MD,  Cheyenne,  J.  Thomas  Johnston,  MD,  Pinedale,  Wyo., 

and  James  T.  Ritter,  Cheyenne* 


Modern  epidemiologic  approach  is 
illustrated  in  this  detailed  report  of  control 
of  an  outbreak  of  contagious  disease 
in  a small  community. 

The  outbreak  of  streptococcal  disease  reported 
here  was  first  suspected  in  early  December,  1963, 
when  three  cases  of  acute  glomerulonephritis  were 
seen  in  relatively  rapid  succession  in  a small 
(pop.  990,  elev.  7200)  community  of  western 
Wyoming.  Two  of  the  patients  were  pupils  of  the 
Pinedale  (Sublette  County)  elementary  school, 
and  another  was  a teacher  in  the  same  school.  An 
investigation  was  promptly  undertaken  in  the 
school,  which  had  an  enrollment  of  279  students 
in  six  grades  in  a single  building.  The  amount  of 
absenteeism  was  tabulated,  and  the  younger  stu- 
dents were  inspected.  Throat  cultures  were  taken 
from  22  students  of  the  first  three  grades  who  had 
signs  of  current  or  recent  upper  respiratory  ill- 
ness. Of  those  cultured  10  were  found  to  be  har- 
boring beta-hemolytic  Group  A streptococci. 

Before  these  examinations  were  entirely  com- 
plete a fourth  case  of  nephritis  occurred  in  a class- 
mate of  the  immediately  preceding  case.  As  a 
consequence  materials  were  assembled  and  throat 
cultures  were  taken  from  all  available  students 
and  staff  members  at  the  school.  Immediately  fol- 
lowing, all  of  the  children  of  grades  I through  III 
were  given  injection  Bicillin  in  a dosage  appro- 
priate for  the  eradication  of  streptococcal  infec- 
tion. Pupils  of  grades  IV  through  VI  and  staff 
members  were  treated  only  when  their  cultures 
were  reported  positive  for  Group  A streptococci. 
These  procedures  were  completed  within  twelve 
days  following  the  first  recognition  of  the  out- 
break, despite  the  370  mile  distance  between  com- 
munity and  laboratory. 

New  cases  of  nephritis  continued  to  be  seen 

* Dr.  Johnston  is  Health  Officer  of  Sublette  County,  Pine- 
dale, Wyoming.  Dr.  Moore  is  Director  of  the  Division  of 
Preventive  Medicine,  and  Mr.  Ritter  is  Director  of  the  Divi- 
sion of  Laboratories,  Wyoming  State  Department  of  Health, 
Cheyenne. 

Three  tables  regarding  prevalence  of  streptococci  in  rela- 
tion to  sex,  grade,  residence,  and  relation  to  bus  routes  have 
been  deleted  because  of  space  limitations. 


for  ten  days  after  initiation  of  penicillin  therapy 
and  then  ceased.  An  attempt  was  made  to  secure 
a urine  examination  on  each  individual  found 
with  Group  A streptococci.  Two  mild  or  “missed” 
cases  were  found  in  this  way.  A summary  of  the 
clinical  features  of  the  twelve  cases  of  acute  hem- 
orrhagic nephritis  that  were  recognized  is  found 
in  Table  1. 

Culture  Methods 

All  throat  cultures  in  three  phases  of  the  investi- 
gation were  taken  with  a single  dry,  sterile  cotton 
swab.  The  swabs  were  immediately  rotated  upon  a 
small  (3  ml.)  slant  of  neopeptone  infusion  agar  or 
plain  blood  agar  base.  Slants  were  incubated  at  least  6 
hours  before  they  were  transported  to  the  public 
health  laboratory.  They  were  transported  cold  but 
were  protected  from  being  frozen  in  the  sub-zero 
temperatures  then  prevalent. 

On  arrival  at  the  laboratory  slants  for  immediate 
plating  were  reincubated  for  an  additional  4-6  hours, 
others  were  stored  at  4-6°C  until  wanted.  After  re- 
incubation all  growth  was  removed  from  the  slant 
and  suspended  in  1-2  ml.  of  sterile  distilled  water. 
One  loopful  of  the  suspension  was  transferred  to 
15  ml.  melted,  cooled  neopeptone  infusion  agar  base 
with  3 per  cent  sheep  blood  and  a plate  was  poured 
in  the  usual  manner. 

Plates  were  incubated  16-18  hours  and  if  they 
showed  beta-hemolytic  colonies  three  of  these  were 
picked  and  streaked  on  “pie”  plates  for  observation 
of  growth  characteristics  after  16-18  hours  incuba- 
tion. If  the  colonial  characteristics  of  hemolytic  strep- 
tococci were  observed,  growth  from  one  plate  seg- 
ment was  transferred  to  20  ml.  of  Todd-Hewitt 
broth.  This  culture  was  used  for  the  conventional 
microprecipitin  grouping  technique.1  Random  Group 
A strains  were  forwarded  to  the  Staphylococcus  and 
Streptococcus  Unit,  Laboratory  Branch,  Communi- 
cable Disease  Center.  Definitive  typings  were  con- 
tributed by  this  organization. 

Throat  Culture  Survey 

In  the  complete  throat  culture  survey  done  in 
the  15th  week  of  the  school  term,  34.7  per  cent 
of  all  pupils  were  found  to  be  harboring  Group  A 
streptococci.  Among  teachers  and  staff  11.8  per 
cent  were  positive.  Of  27  that  were  examined 
for  type,  24  were  Type  XII.  Three  strains  were 
not  typable,  and  it  is  interesting  that  two  of  the 
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* Hematuria  Median  interval  for  acute  cases  (where  determined) — 15  days; 

G = gross  mean — 14  days 

M = microscopic  only 

* * Highest  value  recorded 


three  cultures  were  obtained  from  siblings  newly 
entered  (4  days)  in  the  school  and  the  third  was 
from  the  same  classroom  as  one  of  the  new  arriv- 
als. Cultures  from  male  pupils  were  38.1  per  cent 
positive  and  from  females,  31.5  per  cent.  Little 
difference  was  noted  between  the  lower  and  the 
higher  grades.*  One  small  concentration  of  posi- 
tive cultures  was  observed  among  the  students 
who  were  transported  on  a particular  school  bus,* 
and  this  same  concentration  was  also  observed 
when  area  of  residence  was  examined,*  in  an 
area  of  relatively  poor  housing  on  the  fringe  of 
the  community  proper.  All  other  areas  served  by 
school  buses  were  actually  rural  ranch  country. 
The  rate  of  streptococcal  infection  among  these 
rural  children  was  relatively  low  (25  per  cent 
positive)  whereas  the  prevalence  was  39.7  per 
cent  for  the  entire  “urbanized”  area. 

Morbidity 

Morbidity  in  the  school,  as  reflected  by  absen- 
teeism was  particularly  low  from  the  opening  of 
school  in  September  until  early  November.  The 

* Tables  showing  complete  compilation  and  break-down 
of  these  throat  cultures  have  been  deleted  because  of  space 
limitations. 


weather  was  unseasonably  mild.  The  further 
course  of  absenteeism  is  seen  in  Fig.  1 . The  exces- 
sive rate  seen  after  mid-November  was  attributed 
by  the  staff  to  respiratory  illness.  However,  this 
wave  of  respiratory  disease  did  not  seem  to  reach 
the  entire  school.  Both  sections  of  the  first  grade 
were  involved  in  week  13  or  14  but  only  one 
classroom  of  the  second  grade  was  affected.  One 
classroom  each  of  the  third,  fourth  and  fifth  grades 
had  excessive  rates  of  absenteeism  in  week  12, 
13  or  14  but  attendance  was  relatively  good  in 
both  sections  of  the  sixth  grade  throughout  the 
entire  period. 

The  prevalence  of  Group  A streptococci  among 
children  in  classrooms  with  and  without  high  ab- 
senteeism in  weeks  13  and  14  is  seen  in  Table  2. 
Although  the  amount  of  morbidity  indicated  is 
quite  different  there  is  no  difference  between  the 
streptococcal  infection  rates  found  in  week  15. 
Despite  this  suggestion  that  the  wave  of  respira- 
tory illness  was  not  primarily  of  streptococcal 
origin  the  cases  of  glomerulonephritis  followed 
at  a very  appropriate  interval  (Fig.  1). 

In  Table  3 the  epidemiological  aspects  of  the 
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Fig.  1.  Rates  of  absenteeism  by  week  for  school  and  for  selected  grades  of  nephritis  outbreak,  Pinedale  school, 
October-December,  1963. 
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twelve  cases  of  nephritis  are  summarized.  It  will 
be  noted  that  the  six  cases  which  derived  from  the 
elementary  school  population  did  not  occur  in 
classrooms  with  above-average  streptococcal  prev- 


alence rates.  However,  5 of  6 did  occur  in  class- 
rooms with  high  morbidity  (absenteeism)  rates. 
Two  adults  in  addition  to  the  first  grade  teacher 
had  clinical  disease.  Each  had  one  or  several 


TABLE  2 

ABSENTEEISM  AND  PREVALENCE  OF  GROUP  A STREPTOCOCCI 
Rooms  with  High  Morbidity  Rooms  with  Lesser  Morbidity 


CLASSROOM 

PUPIL  DAYS 
MISSED— % 

CULTURED 

POSITIVE 

GROUP 

A 

% 

POSITIVE 

CLASSROOM 

PUPIL  DAYS 
MISSED— % 

CULTURED 

POSITIVE 

GROUP 

A 

% 

POSITIVE 

13th 

Week 

14th 

Week 

13th 

Week 

14th 

Week 

I 

A 

17.4 

8.7 

21 

9 

42.9 

II 

A 

2.5 

2.0 

19 

8 

42.1 

I 

B 

13.5 

13.1 

24 

9 

37.5 

III 

A 

4.8 

3.8 

20 

5 

25.0 

II 

B 

00 

12.4 

16 

3 

18.8 

IV 

A 

6.3* 

3.8 

14 

3 

21.4 

III 

B 

13.6 

15.5 

20 

6 

30.0 

IV 

B 

2.8 

0.0 

17 

9 

52.9 

V 

B 

17.7 

9.4 

16 

6 

37.5 

V 

A 

2.6 

1.1 

17 

8 

47.1 

VI 

A 

0.0 

1.2 

16 

6 

37.5 

VI 

B 

3.1 

3.8 

13 

2 

15.3 

TOTAL 

13.3 

11.9 

97 

33 

34.0 

TOTAL 

3.2 

2.2 

116 

41 

35.3 

* Room  with  12.5%  absenteeism  in  preceding  week. 


TABLE  3 

EPIDEMIOLOGICAL  SUMMARY  OF  TWELVE  CASES  OF  GLOMERULONEPHRITIS 

PINEDALE,  WYOMING 
1963 


CASE 

AGE 

SEX 

RESIDENCE 

SCHOOL  BUS 

SCHOOL  ROOM 

ABSENTEEISM 

HOUSEHOLD 

Number 

Infection 

Rate 

% 

Number 

Infection 

Rate 

% 

1.  T.  B. 

10 

m 

Town 

IV- A 

21.4 

High 

Brother  is  Case  No.  12 

2.  E.  R. 

41 

f 

Town 

Teacher 

I-B 

37.5 

Very  high 

Son  had  Pos.  culture  on  22  Nov. 

3.  C.  T. 

8 

m 

Town 

III-B 

30.0 

High 

4.  J.  K. 

7 

m 

County 

5 

33.3 

III-B 

30.0 

High 

No  respiratory  illness.  Pos.  culture 
on  6 Dec. 

One  sister  had  Pos.  culture  on  12  Dec. 
Another  sister  is  Case  No.  9 

5.  C.  J. 

15 

f 

County 

6 

21.4 

HS 

Sister  had  Pos.  culture  on  12  Dec. 

No  respiratory  illness  recorded 

Had  an  infection  in  a surgical  wound 

X 

vd 

6 

f 

Town 

III-A 

25.0 

Below 

Average 

Pos.  culture  on  26  Nov. 

2 siblings  Positive  on  12  Dec. 

7.  T.  D. 

8 

m Town 

III-B 

30.0 

High 

8.  G.  M. 

36 

f 

Town 

Child  Positive  on  12  Nov. 

Another  Positive  on  6 Dec. 

First  Positive  again  on  12  Dec. 

Grades  IV-B  and  II-B 

9.  C.  K. 

14 

f | County 

5 

33.3 

HS 

Sister  of  Case  No.  4 

10.  K.  A. 

41 

m 

County 

Daughter  in  Grade  I-B,  Bus  No.  5, 
had  Positive  culture  on  6 Dec. 

11.  H.  S. 

13 

m 

County 

6 

21.4 

HS 

Brother,  Grade  V-A,  Positive  on 

12  Dec. 

12.  J.  B. 

13 

m 

Town 

HS 

Brother  of  Case  No.  1 
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children  with  cultures  positive  in  the  survey.  Two 
“teen-age”  cases  followed  similar  clinical  ill- 
nesses in  younger  (elementary  school)  siblings 
and  two  were  in  households  where  younger  sib- 
lings were  found  with  positive  cultures. 

Discussion 

Additional  investigations  were  made  attempting 
to  elucidate  the  difference  in  streptococcal  infec- 
tion rates  observed  between  the  town  and  the 
rural  children.  The  school  buses  were  not  under- 
filled and  some  of  the  routes  traversed  were  as 
long  as  25  miles.  One  school  bus  group  had  an 
unusually  high  prevalence  rate  but  it  carried  essen- 
tially “urban”  children.  Efforts,  therefore,  were 
made  to  find  some  additional  source  of  infection 
that  might  have  affected  primarily  the  “urban” 
group.  Milk  sources  were  tabulated  and  club, 
school,  and  neighborhood  activities  that  might 
have  involved  food  or  milk  transmission  were  in- 
vestigated. Nothing  suggestive  was  encountered 
except  the  fact  that  there  had  been  a great  number 
of  such  activities. 

The  significance  of  the  wave  of  respiratory  ill- 
ness is  not  clear.  The  acute  illnesses  observed  in 
the  course  of  taking  throat  cultures  in  the  14th 
and  15th  weeks  of  the  term  did  not  have  the  fea- 
tures usually  thought  to  characterize  streptococcal 
disease;  they  were  coryzal  and  the  abnormal 
throats  were  only  mildly  injected  and  “granular” 

Ankle  Mortice  cont.  from  page  51 

16  year  old  male  injured  while  skiing:  Patient  was 
admitted  to  the  hospital  with  what  appeared  to  be  a 
relatively  simple  injury  to  the  distal  fibula:  however, 
marked  swelling  over  the  medial  ankle  was  present. 
Subsequent  films  indicated  a somewhat  more  serious 
situation.  Operative  surgery  with  repair  of  the  del- 
toid ligament  and  fixation  of  the  lateral  malleolar 
fracture  was  undertaken  (figure  3c). 

Case  IV,  figure  4,  a 60  year  old  male:  A late  film 
of  an  unrecognized  injury  of  the  type  under  dis- 
cussion shows  the  disastrous  result  of  non-recogni- 
tion. 

Summary 

The  four  cases  presented  have  one  thing  in 
common:  all  were  ultimately  treated  surgically. 
Cases  I and  II  were  treated  after  they  had  been 
permitted  to  ambulate  in  walking  casts.  Case  IV 
was  treated  in  a walking  cast  but  was  not  seen  in 
follow-up  until  after  the  ankle  mortice  had 
widened  and  the  fibular  fracture  had  healed.  The 
ankle  subsequently  had  to  be  arthrodesed. 

Therefore,  it  is  important  in  low  fractures  of 
the  fibula  that  awareness  of  the  possibility  of  rup- 
ture of  the  deltoid  ligament  be  considered  by  the 


in  appearance.  Conversely  some  children  with  no 
complaints  had  tremendously  enlarged  tonsils  and 
marked  cervical  adenopathy.  Whether  of  strepto- 
coccal origin  or  not,  this  wave  of  morbidity  did 
appear  to  be  related  in  time  to  the  cluster  of 
cases  of  nephritis. 

Vigorous  penicillin  therapy  was  successful  in 
terminating  the  outbreak.  When  the  school  recon- 
vened in  January  a sample  of  50  cultures  was 
taken  at  random  through  the  elementary  grades. 
Two  positives  were  found,  and  both  were  Group 
A,  Type  XII.  There  has  been  no  recurrence  of 
glomerulonephritis.  One  urticarial  reaction  to 
the  benzathine  penicillin  was  noted  among  158 
who  received  this  preparation  at  the  school. 

Summary 

A high  prevalence  of  Type  XII,  Group  A,  beta- 
hemolytic  streptococci  was  observed  in  a consol- 
idated elementary  school  in  conjunction  with  a 
cluster  of  12  cases  of  acute  glomerulonephritis  in 
the  school  and  community.  Injectable  penicillin 
was  employed  in  the  school  to  reduce  the  strepto- 
coccal prevalence  rate.  The  rate  fell  from  an  ini- 
tial 34.7  per  cent  positive  to  4 per  cent  positive 
one  month  after  treatment.  The  outbreak  of 
glomerulonephritis  terminated  abruptly.  • 

REFERENCE 

1  Lancefield,  R.  C.:  A micro-precipitin  technique  for  classify- 
ing hemolytic  streptococci  and  improved  methods  for  pro- 
ducing antisera.  Proc.  Soc.  Exp.  Biol.  Med.  38:473-478  (1938). 

examining  physician.  If  rupture  of  the  ligament 
is  associated  with  widening  of  the  ankle  mortice, 
then  repair  of  the  ligament  with  removal  of  torn 
ligamentous  tissue  from  between  the  talus  and 
the  medial  malleolus  is  essential  to  the  restoration 
of  the  normal  anatomy  and  to  the  ultimate  restora- 
tion of  good  function.  It  is  frequently  necessary 
that  the  lateral  malleolar  fracture  associated  with 
this  ligamentous  injury  be  treated  surgically. 

Extreme  tenderness  over  the  medial  ankle  in 
association  with  a lateral  malleolar  fracture  is  an 
important  clinical  clue  in  the  diagnosis  of  this  in- 
jury. 

Injuries  to  the  ankle  involving  relatively  un- 
displaced fractures  of  the  lateral  malleolus  should 
be  re-x-rayed  in  approximately  seven  to  ten  days 
following  the  application  of  plaster  cast.  This  is 
even  more  important  when  the  physician  is  prone 
to  use  walking  heels  or  calipers.  • 

REFERENCES 

1 Glick,  William:  The  Ankle  Fracture  With  Inferior  Tibio- 
fibular Joint  Disruption.  Surgery,  Gynecology  and  Obstetrics 
1964,  pp.  118,  549,  554. 

2 Grath,  Gustaf-Bertil : Widening  of  the  Ankle  Mortice,  the 
Clinical  and  Experimental  Study,  Acta  Chirurgica  Scandi- 
navica.  Supplements  2 and  3,  pp.  5-87. 

3 Watson-Jones,  Sir  Reginald:  Fractures  and  Joints,  Vol.  2, 
pp.  845,  Baltimore,  The  Williams  and  Wilkins  Company,  1955. 
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Community  Service  Award 

Plans  to  present  the  fifth  annual  “Community 
Service  Award”  to  a Wyoming  physician  in  recogni- 
tion of  his  outstanding  civic  accomplishments  were 
announced  today  by  Howard  P.  Greaves,  MD, 
president  of  the  Wyoming  State  Medical  Society. 

The  coveted  award,  to  be  presented  at  the  medical 
group’s  annual  meeting  at  Jackson  in  August,  will 
go  to  a physician  who  has  distinguished  himself  by 
community  service — service  beyond  that  which  he 
contributes  as  a member  of  the  medical  profession. 

In  announcing  the  award  plans,  Dr.  Greaves  said, 
“Wyoming  doctors  exemplify  to  a high  degree  the 
same  spirit  of  community  endeavor  which  has  come 
to  be  associated  with  physicians  everywhere  in  the 
country.  Indeed,  our  doctors  find  that  in  Wyoming 
a small  population  must  adapt  itself  to  a wider  range 
of  civic  projects  than  those  living  in  larger  cities. 
Thus,  many  Wyoming  physicians  devote  their  tal- 
ents and  energies  to  youth  groups,  school  affairs, 
politics,  and  the  many  enterprises  of  the  cultural, 
fraternal  and  civic  organizations  in  each  locality. 

“The  Wyoming  State  Medical  Society,  in  making 
this  annual  award  for  community  service,  honors 
not  only  one  physician — but  all  those  who  find  time 
from  their  many  medical  duties  to  work  for  their 
own  community’s  betterment.” 

Nomination  forms  have  been  mailed  to  every 
newspaper,  radio  and  television  station  in  Wyoming 
plus  county  school  superintendents,  presidents  of 
junior  chambers  of  commerce,  and  managers  of 
chambers  of  commerce,  with  a request  for  their  sup- 
port in  naming  the  1965  recipient. 

The  award  is  presented  each  year  through  the 
cooperation  of  the  A.  H.  Robins  Company,  national 
pharmaceutical  manufacturer. 


University  of  Colorado  Medical  Center  News 


The  Medical  Alumni  Assn,  of  the  University  of 
Colorado  School  of  Medicine  paid  homage  recently 
to  15  of  its  members  who  have  been  in  practice  a 


half-century  or  longer  and  to  eight  who  have  served 
the  school  and  its  teaching  hospitals  as  staff  and 
faculty  members  for  25  years  or  more. 

Certificates  of  service  were  awarded  to  the  23 
physicians  at  the  annual  banquet  of  the  CU  medical 
alumni  in  the  Cosmopolitan  Hotel.  The  “old  grads” 
of  the  association  played  host  at  the  dinner-dance 
to  graduating  seniors  of  the  Class  of  ’65,  who  will 
receive  their  MD  degrees  on  June  4. 

Honored  for  25  years  of  faculty-staff  service  were 
the  following  Denver  physicians: 

Drs.  Karl  F.  Arndt,  Kemp  G.  Cooper,  Whitney  C. 
Porter,  Karl  F.  Sunderland,  James  A.  Stapleton, 
Fredrick  H.  Good,  H.  Dumont  Clark,  Abe  Ravin, 
and  Harry  Weylman  Shankel. 

Fifty-year  awards  were  made  to  two  members  of 
the  Class  of  T5 — Dr.  George  W.  Bancroft  of  Colo- 
rado Springs  and  Dr.  Thomas  E.  Atkinson  of  Spring- 
field,  Mo. — and  to  13  members  of  earlier  graduating 
classes  of  the  CU  school  and  of  the  old  Gross  and 
Denver  and  Gross  Medical  Colleges,  since  merged 
with  CU. 

The  others  honored  were: 

Dr.  James  M.  Lamme,  Walsenburg,  Colo.;  Wilbur 
Lowe,  Pueblo,  Colo.;  Alfred  M.  Palmer,  Castro  Val- 
ley, Calif.;  Cyrus  W.  Poley,  Boulder,  Colo.;  Joseph 
S.  Rogers,  Los  Angeles;  George  G.  Espe,  Van  Nuys, 
Calif.;  Joseph  J.  Mahoney,  Colorado  Springs;  Louis 
C.  Wollenweber,  Denver;  Mary  Jackson  Weber,  Al- 
hambra, Calif.;  Claude  Miller,  Denver;  Frank 
Dunkle,  Fishtail,  Mont.;  Joseph  J.  Sarazin,  Nyssa, 
Ore.;  and  Archibald  W.  Truman,  Loma  Linda,  Calif. 

❖ * * 

Dr.  Richard  W.  Whitehead,  emeritus  professor  of 
pharmacology  in  the  University  of  Colorado  School 
of  Medicine,  has  been  installed  in  absentia  as  1965- 
66  president  of  the  CU  Medical  Alumni  Assn. 

Dr.  Whitehead,  a member  of  CU’s  medical  class 
of  ’21,  is  expected  to  return  to  Denver  soon  after 
spending  a year  as  faculty  fellow  at  Trinity  Col- 
lege in  Dublin,  Ireland.  He  retired  in  June  last  year 
after  43  years  on  the  CU  medical  faculty.  He  had 
been  chairman  of  the  Department  of  Pharmacology 
since  1934. 

Chosen  last  May  as  president-elect  of  the  alumni 
association,  Dr.  Whitehead  succeeds  Dr.  Hermann 
B.  Stein,  Denver  anesthesiologist  and  member  of  the 
Class  of  ’23,  who  had  served  two  terms  as  president 
of  the  organization. 

Named  as  the  new  president-elect  was  Dr.  Herman 
S.  Maul,  a Denver  surgeon.  Other  new  offiecrs  elect- 
ed are:  Dr.  William  E.  Jobe,  of  Littleton,  secretary- 
treasurer;  and  Dr.  Duane  D.  Lahey  of  Denver,  as- 
sistant secretary-treasurer. 
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Elected  to  the  association's  executive  committee 
were: 

Dr.  Louis  Lopez,  Dr.  Edward  S.  Johnson,  Dr. 
Robert  P.  Harvey,  Dr.  L.  Joseph  Butterfield,  Dr. 
Meritt  W.  Stark,  Dr.  Lelice  A.  Garcia,  Dr.  Robert 
B.  Sawyer,  Dr.  Prather  Ashe,  Dr.  Stein  and  Dr. 
Whitehead,  all  of  Denver;  and  Dr.  Joel  Husted,  of 
Boulder. 

* * * 

A check  for  $16,178.91  was  presented  to  the  Uni- 
versity of  Colorado  Medical  School  at  their  annual 
“Senior  Day”  program  recently.  This  amount  rep- 
resents the  CU  Medical  School's  portion  of  nearly 
$1.4  billion  contributed  to  the  American  Medical 
Association  Educational  and  Research  Foundation 
by  the  nation’s  physicians,  their  families  and  friends 
during  the  past  year.  The  AMA-ERF  annually  dis- 
tributes the  contributions  through  state  medical  so- 
cieties to  all  American  medical  schools  in  support 
of  their  programs  of  teaching  and  research.  Dr. 
Kenneth  C.  Sawyer,  Jr.  is  chairman  of  the  society’s 
committee  for  the  AMA-ERF  program. 

Gifts  to  the  foundation  increased  by  more  than 
$100,000  this  year.  In  1963,  the  CU  medical  school 
received  $13,362.25  as  its  share  of  the  medical  pro- 
fession’s direct  investment  in  education  and  research. 

❖ * * 

The  University  of  Colorado  Board  of  Regents  has 
voted  the  title  of  “emeritus”  to  seven  members  of 
the  volunteer  faculty  of  the  CU  School  of  Medicine 
in  Denver  in  recognition  of  the  many  years  of  unpaid 
service  they  have  contributed  to  the  education  of  CU 
medical  students. 

The  emeritus  rank  was  given  to  Dr.  William  D. 
Rothwell,  assistant  clinical  professor  of  pediatrics; 
Dr.  Ralph  H.  Verploeg,  associate  clinical  professor 
of  pediatrics;  Dr.  Charles  W.  Metz,  associate  clinical 
professor  of  anesthesiology;  Dr.  Paul  M.  Ireland, 
associate  clinical  professor  of  surgery;  Dr.  Ralph  W. 
Danielson,  clinical  professor  of  ophthalmology;  Dr. 
Atha  Thomas,  clinical  professor  of  orthopedic  sur- 
gery; and  Dr.  Laurence  W.  Greene,  associate  clinical 
professor  of  otolaryngology. 


We  are  your 
local  distributors 
of  Profexray  X-ray 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 


RSSssS' 


SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 


TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARB0SIL®  antacid 


■ effective  neutralizing  power -Two  tablets  in  vitro1, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  ( l<t  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Grn.,  Magnesium  TH- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 


ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4th  Street  • St.  Louis,  Missouri  63102 


58 


Rocky  Mountain  Medical  Journal 


MATERNAL  MORTALITY 


The  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee0 and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 


Case  37+ 

This  patient  was  a 26-year-old  para  III,  gravida  V, 
whose  expected  date  of  confinement  was  May  17, 
1962.  Her  past  obstetrical  history  revealed  two  full 
term  deliveries,  one  premature  delivery  with  neonatal 
death,  and  one  spontaneous  abortion  in  early  preg- 
nancy. Her  past  medical  history  was  negative.  Physi- 
cal examination  revealed  no  abnormal  findings,  and 
pelvis  was  adequate.  Hemoglobin  was  11.9  gms.  and 
blood  was  Type  A,  Rh  positive.  The  prenatal  course 
was  uncomplicated  with  blood  pressures  ranging 
from  100/80  to  120/80.  There  was  no  edema,  but 
one-plus  albuminuria  was  present  on  four  different 
occasions.  The  total  weight  gain  during  pregnancy 
was  14  pounds. 

She  was  admitted  to  the  hospital  at  9:00  p.m.  May 
31,  1962,  not  in  labor  but  with  ruptured  membranes. 
Examination  by  the  physician  at  10:00  p.m.  revealed 
the  cervix  1 to  2 centimeters  dilated  with  no  efface- 
ment.  The  station  was  minus  2.  The  vertex  was  pre- 
senting, the  fetal  heart  tones  were  good.  There  were 
only  sporadic  contractions.  Tuinal  grains  IVi  was 
given  and  she  slept  throughout  the  night.  At.  10:55 
a.m.  on  June  1,  1962,  an  intravenous  infusion  of  1 
ampule  of  Pitocin  in  500  cc  of  5%  Glucose  and 
normal  saline  was  started  at  the  rate  of  30  drops 
per  minute.  A second  infusion  was  started  but  was 
discontinued  at  3:00  p.m.  after  approximately  100 
cc  had  been  given.  Intermittent  contractions  con- 
tinued throughout  the  day  of  June  1,  and  blood 
pressure  and  fetal  heart  tones  remained  within 
normal  limits.  No  cervical  dilatation  occurred,  how- 
ever. That  evening  contractions  became  increasingly 


t Previous  cases  reported  in  May,  September,  November, 
1960;  May,  November,  1961;  June,  December,  1962;  February, 
April,  May,  July,  August,  September,  1963;  February,  March, 
August,  1964;  May,  June,  1965. 

* The  following  physicians  have  been  appointed  to  serve  on 
the  Maternal  Mortality  Committee,  a subcommittee  under 
Maternal  and  Child  Health;  Gerard  W.  del  Junco,  Chairman, 
George  M.  Homer,  James  R.  Patterson,  E.  Stewart  Taylor, 
William  B.  Goddard,  Louis  C.  Wollenweber,  Leo  J.  Nolan, 
L.  W.  Roessing,  E.  N.  Akers,  Claude  D.  Bonham,  Maxwell  A. 
Abelman,  all  of  Denver;  Harold  L.  Dyer,  Colorado  Springs; 
James  W.  McBumey,  Pueblo;  Sidney  Anderson,  Alamosa; 
Ronald  E.  Harrington,  Boulder;  Richard  R.  Hansen,  Ft. 
Collins;  Bruce  M.  Porter,  Grand  Junction;  Jack  Cooper,  Ft. 
Morgan;  Douglas  O.  Kem,  Greeley;  Sam  E.  Callaway, 
Durango;  James  D.  Hites,  Dolores;  Walter  Grand,  Littleton. 


uncomfortable.  However,  little  or  no  progress  in 
labor  was  noted.  Tuinal  grains  XVi  was  given  at 
2:00  a.m.  on  June  2 followed  by  Nisentil  60  mgms 
and  Scopolamine  grains  150  at  2:45  a.m.  Examina- 
tion at  6:45  a.m.  on  June  2 revealed  very  hard 
uterine  contractions  and  a slight  bloody  discharge. 
The  patient  was  extremely  distressed  and  crying. 
Nisentil  60  mgms  and  Scopolamine  grains  150  was 
given  at  6:55  a.m. 

At  8:00  a.m.  on  June  2,  x-ray  pelvimetry  was  done 
which  revealed  a cephalic  presentation  in  right  oc- 
ciput transverse  with  some  overriding  of  the  fetal 
skull  bones.  The  pelvis  was  adequate.  At  8:45  a.m., 
the  patient  was  given  a saddle  block  anesthesia,  using 
6 mgms  of  Pontocaine  in  1 cc  of  hypertonic  glucose 
solution.  A sterile  vaginal  examination  revealed  the 
head  to  be  visible  at  the  introitus,  with  the  cervix 
completely  effaced  and  6 to  8 centimeters  dilated. 
At  this  time,  a moderate  amount  of  brisk  bleeding 
was  noted  from  the  uterus.  The  fetal  heart  tones, 
which  had  been  good  previously,  were  now  absent. 
A diagnosis  of  abruptio  placenta  was  made  and  an 
intravenous  infusion  of  5%  glucose  and  saline  was 
started  in  the  right  arm.  Accouchement  force  was 
employed  at  this  point,  using  manual  dilatation  of 
the  cervix  and  fundal  pressure  on  the  uterus  during 
contractions.  At  9:00  a.m.,  the  cervix  was  completely 
dilated  and  Simpson  forceps  were  applied  to  the  head 
in  right  occiput  transverse  position  and  rotated  to 
ROA.  Delivery  was  accomplished  at  9:03  a.m.  on 
June  2,  1962. 

The  infant  was  flaccid  with  no  heartbeat  nor 
respirations.  It  did  respond  briefly  to  positive  pres- 
sure oxygen  and  external  cardiac  massage  but  spon- 
taneous respiration  could  not  be  established.  At  this 
time,  the  intern  reported  brisk  bleeding  from  the 
uterus.  Despite  vigorous  Crede,  the  placenta  failed 
to  separate  and  was  manually  removed.  Intravenous 
Pitocin  was  given,  followed  by  intravenous  ergotrate. 
However,  bleeding  from  the  uterus  continued  and 
an  intravenous  in  the  left  arm  was  attempted  by  the 
intern,  without  success.  At  9:20  a.m.  on  June  2,  the 
patient  was  in  shock  and  additional  help  was  called. 
Oxygen  was  administered  and  a cutdown  was  started 
in  the  left  leg.  Blood  was  ordered  and  one  unit  of 
Type  A,  Rh  positive  low  titer  blood  was  started  in 
both  the  leg  and  the  arm.  Five  units  were  given.  The 
uterus  remained  boggy  and  bleeding  continued  de- 
spite a snug  vaginal  pack  and  supra-pubic  pressure 
on  the  uterus.  The  vaginal  packs  were  replaced  many 
times  according  to  the  operator.  Consultation  was 
called  and  the  consultant  noted  failure  of  the  pa- 
tient’s blood  to  clot.  Fibrinogen  in  1 gram  doses  was 
given  for  a total  of  8 grams.  At  11:00  a.m.,  the 
heart  tones  became  inaudible  and  external  cardiac 
massage  and  positive  pressure  oxygen  plus  Vasoxyl 
1 0 mgms.  intravenously  and  1 0 mgms.  intramuscular- 
ly were  employed.  Vasoxyl  intravenously  was  re- 
peated at  11:20  a.m.  and  an  internist  was  called. 
However,  the  patient  was  in  extremis  and  expired  at 
11:45  a.m.  on  June  2,  1962.  Autopsy  revealed  lacera- 
tion of  the  lower  uterine  segment  with  massive  retro- 
peritoneal hemorrhage. 
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Comment 

The  committee  classified  this  case  as  a preventable, 
direct  obstetric  death.  There  was  considerable  dis- 
cussion pro  and  con  over  the  justification  for  Pitocin, 
but  the  majority  felt  that  its  use  was  valid  for  at- 
tempted induction.  Pelvimetry  and  heavy  Morphine 
and  Seconal  narcosis  would  have  been  preferable  to 
Tuinal  and  analgesia  the  second  night  (June  1).  No 
record  was  available  of  a thorough  examination  the 
following  morning  when  she  was  in  severe  pain  and 
had  slight  vaginal  bleeding:  careful  evaluation  might 
have  revealed  fetal  distress,  a tetanic  uterus  or  a 
cervix  conducive  to  the  relaxing  effect  of  a para- 
cervical block.  Saddle  block,  when  given,  seemed 
arbitrary.  The  time  of  rupture  is  debatable,  but  it 
a result  of  accouchement  force,  points  out  clearly 
the  danger  of  this  procedure,  particularly  if  not  fol- 
lowed by  uterine  and  lower  segment  exploration.  The 
course  of  subsequent  events,  vividly  illustrates  the 
outcome  when  consultation  request  is  delayed  and 
when  stop  gap  measures  such  as  vaginal  packing  for 
control  of  bleeding  are  used  without  accurate  deter- 
mination of  cause.  This  repetitive  cause  of  maternal 
death  should  be  eliminated  by  proper  obstetrical 
timing  and  by  anticipatory  thinking  and  preventive 
measures. 

Case  32 + 

This  patient  was  a 39-year-old  para  I,  gravida  III 
with  an  expected  date  of  confinement  of  August  12, 
1962.  Her  past  obstetrical  history  revealed  one  full 
term  pregnancy  and  one  premature  labor  at  six 
months  with  neonatal  death.  Past  medical  history 
revealed  a thyroidectomy  in  1958,  treated  with 
thyroid  grains  1 daily  throughout  pregnancy.  Initial 
physical  at  2 months  gestation  was  essentially  normal 
and  pelvis  was  adequate.  Her  prenatal  course  was 
uneventful  until  the  last  month  when  marked  edema 
of  the  hands  and  feet  and  slight  elevation  of  blood 
pressure  occurred  but  without  albuminuria.  The  pa- 
tient was  admitted  August  10,  1962  for  induction 
with  I.V.  Pitocin,  but  this  was  unsuccessful  and  she 
was  discharged  after  24  hours.  Seventeen  days  later, 
the  patient  took  castor  oil  in  an  attempt  to  start 
labor.  She  called  the  physician  about  10:30  a.m.  to 
state  that  she  was  bleeding.  He  saw  her  at  home  and 
found  brisk  bleeding.  She  was  taken  to  the  hospital 
by  ambulance  and  a consultant  saw  her  immediately 
upon  arrival.  One  unit  of  Dextran  was  given  enroute. 

Admission  hemoglobin  was  18  grams  with  a 
hematocrit  of  52%.  Blood  pressure  just  prior  to 
surgery  was  74/40  and  no  fetal  heart  tones  were 
heard.  The  abdomen  was  rigid  and  the  patient  was 
bleeding  briskly  with  a pulse  rate  of  120  to  140. 
Three  units  of  blood  were  given  after  reaching  the 
hospital  and  during  surgery.  In  addition  to  this,  be- 
cause of  the  diagnosis  of  abruptio  placenta,  four 
units  of  Fibrinogen  were  also  given.  A classical 
cesarean  section  was  done  at  approximately  11:50 
a.m.  under  pentothal-cyclopropane  anesthesia  ad- 
ministered by  a nurse  anesthetist.  A stillborn  fetus, 


weight  3680  grams  was  delivered.  At  surgery  it  was 
noted  that  there  was  a rent  in  the  posterior  wall  of 
the  uterus  which  did  not  extend  through  the  serosa. 
There  was  no  subserosal  hematoma.  Abruption  of 
one  third  of  the  placenta  was  found.  Blood  loss  was 
estimated  at  600  cc.  During  the  surgery,  the  patient 
suddenly  went  into  cardiovascular  collapse  and  ex- 
pired. Autopsy  revealed  abruptio  placenta,  hypo- 
fibrinogenemia,  and  massive  pulmonary  amniotic 
fluid  embolism. 

Comment 

The  committee  classified  this  as  a direct,  non-pre- 
ventable  death  from  massive  pulmonary  amniotic 
fluid  embolism.  However,  it  was  felt  in  the  presence 
of  a toxemia  at  term  more  persistent  attempts  at  in- 
duction should  have  been  followed,  rather  than 
allowing  the  patient  to  go  an  additional  two  weeks 
overdue. 

Case  33 + 

This  patient  was  a 20-year-old  Spanish  American 
para  I,  gravida  II,  whose  expected  date  of  confine- 
ment was  Feb.  1,  1963.  The  patient  first  saw  her 
physician  in  the  seventh  month  of  pregnancy  at 
which  time  the  physical  examination  was  described 
as  essentially  negative,  with  blood  pressure  120/80, 
weight  105  pounds,  pelvis  adequate,  vertex  presenting 
in  ROA  position,  fetal  heart  tones  in  the  right  lower 
quadrant.  Laboratory  findings  were  normal  except 
for  anemia — hematocrit  26%  and  red  cell  count 
3,400,000.  Her  prenatal  course  was  uneventful,  the 
patient  being  seen  at  intervals  of  two  weeks.  Her 
anemia  was  treated  with  Imferon  prenatal  capsules. 

Labor  began  spontaneously  at  6:00  a.m.  on  Feb. 
1,  1963  and  progressed  rapidly.  Demerol  50  mgms 
was  given  intramuscularly  at  7:40  a.m.  Membranes 
ruptured  spontaneously  at  7:50  a.m.  Complete  dilata- 
tion of  the  cervix  occurred  at  8:30  a.m.  with  spon- 
taneous delivery  of  a 6 pound  10  ounce  infant  in 
good  condition  at  8:40  a.m.  There  was  no  anesthesia 
for  the  delivery.  The  third  stage  was  completed  at 
8:50  a.m.,  and  the  blood  loss  was  described  as  not 
excessive.  The  patient  was  returned  to  her  room 
in  apparently  good  condition  and  was  talking  with  a 
nurse’s  aid  when  she  suddenly  gasped,  slumped  un- 
conscious and  was  dead  within  three  minutes.  The 
autopsy  diagnosis  was  postpartum  toxemia  with 
areas  of  early  brain  necrosis. 

Comment 

The  committee  classified  this  as  a direct  obstetric 
death,  not  preventable.  They  commented  on  the  ab- 
sence of  a report  on  the  admission  blood  count  which 
might  have  been  important  in  view  of  the  anemia 
present  on  initial  examination.  It  would  also  have 
been  helpful  to  have  had  reports  of  the  intrapartum 
blood  pressure  readings,  The  committee  also  ques- 
tioned the  autopsy  diagnosis  since  the  clinical  course 
was  one  of  amniotic  fluid  embolism. 
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LOMOTIL —Pharmacologic  Activity. 

The  significant  pharmacologic  actions 
of  Lomotil  are  summarized  as  follows: 

Evidence  indicates  that  Lomotil  acts 
directly  on  the  intestinal  musculature  to 
inhibit  excess  peristalsis. 

Lomotil  is  not  known  to  inhibit  nonpro- 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  this 
activity  occurs  within  two  hours  after 
oral  administration  and  persists  for  at 
least  six  hours. 


Comparative  studies  in  the  rat  show 
Lomotil  to  be  more  effective  in  inhibit- 
ing fecal  excretion  than  either  codeine 
or  morphine. 

Analgesic,  anticholinergic,  mydriatic 
and  gastric  secretory  effects  have  not 
been  significant. 

Reduction  of  propulsive  motility  with 
Lomotil  relieves  spasm  and  cramping, 
allows  physiologic  absorption  of  fluid 
and  reduces  frequency  of  evacuations  to 
provide  prompt,  symptomatic  control  of 
virtually  all  diarrheas. 


LOMOTII 


tablets 

liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

slows  propulsion  • relieves  distress  • stops  diarrhea 


Precautions:  Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively 
uncommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restlessness 
and  insomnia. 

Dosage:  For  full  therapeutic  effect  — Rx 
full  therapeutic  dosage.  The  recommended 


initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

3 to  6 months— 3 mg.  (V2  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (V2  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (V2  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years— 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years— 10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tab- 
lets 4 times  daily)  *Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 


Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 
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Diffuse  polyposis  cont.  from  page  37 

is  living  and  well  seventeen  years  after  a resection 
of  the  sigmoid  for  carcinoma  and  eleven  years 
after  anterior  resection  for  carcinoma  of  the  upper 
rectum.  The  second  was  a suicide  scant  weeks 
after  an  anterior  resection  of  the  rectum  and  hence 
can  not  be  evaluated.  The  third  died  of  rectal 
carcinoma  after  having  been  lost  sight  of  for 
seven  years  following  sub-total  colectomy.  He 
represents  the  only  mortality  which  could  have 
been  prevented  by  initial  total  colectomy  and 
points  out  the  absolute  necessity  of  indoctrinating 
each  patient  with  the  importance  of  life-long, 
periodic  proctoscopy.  Eight  members  of  this  fam- 
ily have  lived  completely  normal  lives  following 
sub-total  colectomy  for  periods  ranging  from  elev- 
en to  seventeen  years. 

Summary  and  conclusions 

A large  family  exhibiting  polyposis  of  the 
colon  has  been  presented.  On  the  basis  of  ex- 
periences with  this  family  certain  tentative  con- 
clusions may  be  drawn. 

1.  Polyps  of  the  colon,  in  this  disease,  are  not 
necessarily  more  common  on  the  right  than  on 
the  left  regardless  of  the  so-called  ileal  content 
effect. 

2.  Signs  and  symptoms  of  familial  polyposis 


may  be  very  obscure  and  not  apparent  until  late 
in  life. 

3.  Familial  polyposis  rarely  skips  a generation 
and  tends  to  limit  itself  as  generations  go  on. 

4.  Age,  rather  than  ileal  content,  is  an  impor- 
tant factor  in  rectal  polyp  regression  following 
sub-total  colectomy. 

5.  Treatment  by  sub-total  colectomy  and  re- 
peated fulguration  of  remaining  polyps  provide 
long  and  normal  life  provided  adequate  follow-up 
is  assured. 

6.  Proctoscopy  alone  is  adequate  for  the  diag- 
nosis of  this  disease. 

It  is  recommended  that  routine  proctoscopy  be 
employed  in  the  younger  as  well  as  the  older  age 
group  as  part  of  a complete  physical  examina- 
tion. • 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘P0LYSP0RINL, 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 
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one  place  your  hay-fever  patient  doesn't  need 
ORNADE®  (unless  he  has  a cold) 

Trademark  ' 

Each  capsule  contains 

8 mg.  of  Teidrin®  (brand  _ but  jf  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  J , 

maieate),50mg.of  phenyl-  sneezinq,  weeping  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  07 

ride,  and  2.5  mg.  of  isopro-  one  'Omade’  SpatlSule®  brand  sustained  release  Capsule  q12h 
pamide,  as  the  iodide. 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 
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Colorado 

Dr.  Robert  W.  Gordon,  a member  of  the  Denver 
County  and  Colorado  Medical  Societies,  died  April 
12,  1965,  at  his  home  following  a long  illness,  in  his 
57th  year. 

Dr.  Gordon  was  born  in  Denver,  February  22, 
1908.  He  was  educated  in  the  Denver  Public  Schools 
and  at  the  University  of  Colorado  School  of  Arts 
and  Sciences,  receiving  a Bachelor  of  Science  de- 
gree. He  received  his  MD  degree  from  the  Uni- 
versity of  Colorado  Medical  Center  in  1932,  and 
was  licensed  to  practice  in  Colorado  that  same  year. 
His  practice  was  limited  to  Internal  Medicine. 

He  served  in  the  United  States  Army  Medical 
Corps  during  World  War  II,  and  following  the  war 
was  an  Associate  Clinical  Professor  of  Internal  Medi- 
cine at  the  University  of  Colorado  Medical  Center. 
At  the  height  of  his  career  he  was  forced  to  give 
up  his  practice,  when  he  was  stricken  with  tubercu- 
losis. Following  his  recovery  he  was  appointed  Medi- 
cal Director  of  the  Security  Life  Insurance  Company 
of  Denver. 

He  was  a fellow  of  the  American  Medical  Asso- 
ciation and  the  American  College  of  Physicians.  He 
was  a past  president  of  the  Colorado  Chapter  of  the 
American  College  of  Physicians.  He  was  also  State 
Commander  of  the  Military  Order  of  World  Wars. 

In  1934  he  married  Virginia  Waterhouse.  In  addi- 
tion to  his  widow,  he  is  survived  by  two  daughters, 
Virginia  Lee  and  Margaret  Ella  Gordon,  and  a son, 
Robert  W.  Gordon  III. 


Dr.  Emery  M.  Ward  died  tragically  May  21, 
1965,  following  a boating  accident  in  which  he 
drowned  attempting  to  get  to  shore. 

Dr.  Ward  was  born  in  Salina,  Oklahoma,  Septem- 
ber 27,  1919.  He  was  educated  in  the  Salina,  Okla- 
homa, Public  Schools  following  which  he  started 
his  pre-medical  preparation  at  Bacone  Junior  Col- 
lege in  Muskogee,  Oklahoma.  His  college  education 
was  interrupted  by  service  in  the  U.  S.  Air  Force 
from  1939-47.  During  this  period  he  served  as  a 
pilot  with  the  389th  Heavy  Bombardment  Group 
in  Europe  and  Africa.  He  was  discharged  from  the 
Air  Force  in  1947  with  the  rank  of  Colonel. 

Following  his  discharge  from  the  Air  Force  Dr. 
Ward  completed  his  pre-medical  work  at  the  Uni- 
versity of  Arkansas.  He  graduated  with  an  MD 
degree  from  the  University  of  Virginia  School  of 
Medicine  in  1953. 

Dr.  Ward  was  a member  of  the  Boulder  County 
and  Colorado  Medical  Societies  and  the  American 
Medical  Association.  His  practice  was  limited  to 
internal  medicine.  Dr.  Ward  is  survived  by  his 
widow,  Kathleen  Lemonds  and  a son,  Hal  Ward. 

New  Mexico 

William  F.  Wittwer,  MD:  The  oldest  practicing 
physician  in  the  state  of  New  Mexico  passed  away 
on  June  1,  1965.  William  F.  Wittwer,  MD,  Los 
Lunas,  New  Mexico,  who  was  93  years  of  age,  was 
graduated  from  the  Medical  College  of  Indiana  in 
1897.  He  moved  to  Los  Lunas,  New  Mexico  in  1899 
and  practiced  until  the  time  of  his  death  in  Los 
Lunas. 

Dr.  Wittwer  received  the  New  Mexico  Medical 
Society’s  “General  Practitioner  of  the  Year”  award 
at  the  annual  meeting  in  1961.  He  was  honored  by 
the  Valencia  County  Medical  Society  in  1950  for 
having  practiced  50  years  in  the  area. 

Dr.  Wittwer  was  an  active  member  of  the  Rio 
Grande  County  Medical  Society,  New  Mexico  Med- 
ical Society  and  the  American  Medical  Association. 
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intelligence.  Finally,  to  exert  any  strong  political 
force,  it  is  necessary  to  persist  in  substantially 
rewarding  one’s  friends  and  punishing  one’s  ene- 
mies. 

There  are  not  many  doctors  and  all  must  par- 
ticipate personally  if  they  are  to  be  effective.  Or- 
ganized medicine  should  be  scientific  and  objec- 
tive, but  individual  doctors  should  be  individual- 
istic and  subjective.  Individual  doctors  must  con- 
tribute to  the  general  understanding  of  medical 
problems  by  forming  sound  opinions  and  express- 
ing and  explaining  them  freely.  Doctors  with  the 
talent  and  inclination  must  hold  public  offices  and 
positions  in  political  parties. 


The  history  of  other  nations  at  other  times 
proves  that  giving  more  money  to  more  people 
to  buy  space  in  hospitals  and  the  time  of  doctors 
for  purposes  deemed  important  to  patients  and 
bureaucrats  inevitably  results  in  dissipation  of 
medical  and  hospital  care  for  trivialities.  Because 
they  alone  have  the  knowledge  and  experience  and 
special  intelligence,  the  doctors  have  the  re- 
sponsibility to  see  that  the  laws  will  continue  their 
power  to  decide  who  needs  what  medical  and 
hospital  care  and  related  benefits.  To  fulfil  their 
responsibilities,  modern  doctors  must  become  in- 
volved in  politics. 

BYRON  HIRST 
Attorney  for  the  Wyoming 
State  Medical  Society 
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For  the  care  and  treatment  of  Psychiatric  disorders. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Agoraphobia  in  the  Light  of  Ego  Psychology:  By  Edoardo 
Weiss.  New  York,  1964,  Grune  & Stratton.  132p.  Price:  $5.50. 

Blood  Coagulation,  Hemorrhage  and  Thrombosis:  Edited  by 
Leandro  M.  Tocantins.  2d  ed.  New  York,  1964,  Grune.  532p. 
Price:  $17.50. 

Brain  Damage  in  Children:  By  Herbert  G.  Birch.  Baltimore, 
1964,  Williams  & Wilkins.  199p.  Price:  $5.95. 

Cellular  Biology  of  Myxovirus  Infections:  Ciba  Foundation. 
Boston,  1964,  Little,  Brown.  368p.  Gift  of  Ciba  Foundation. 

Cerebral  Palsy:  By  Sidney  Keats.  Springfield,  111.,  1965, 

Thomas.  369p.  Price:  $12.50. 

The  Chemistry  of  Thinking:  By  George  Humphrey.  Spring- 
field,  111.,  1963,  Thomas.  148p.  Price:  $6.75. 

Child  Psychotherapy,  Practice  and  Theory:  By  Mary  Robbins 
Haworth.  New  York,  1964,  Basic  Books.  459p.  Price:  $8.50. 

Classics  in  Neurology:  Edited  by  Harold  S.  Burr.  Springfield, 
111.,  1963,  Thomas.  176p.  Price:  $6.50. 

The  Clinical  Examination  of  the  Nervous  System:  By  G.  H. 
Monrad-Krohn.  12th  ed.  New  York,  1964,  Hoeber.  474p. 
Price:  $8.75. 

Clinical  Neurology:  By  Frank  A.  Elliott.  Philadelphia,  1964, 
Saunders.  688p.  Gift,  Publishers. 

Clinical  Serology:  By  Clois  W.  Bennett.  Springfield,  111.,  1964, 
Thomas.  270p.  Price:  $8.00. 

Common  Bacterial  Infections;  Pathophysiology  and  Clinical 
Management:  By  Edwin  J.  Pulaski.  Philadelphia,  1964,  Saun- 
ders. 301p.  Price:  $8.50. 

The  Conditioning  Therapies:  Edited  by  Joseph  Wolpe.  New 
York,  1964,  Rhinehart  and  Winston.  192p.  Price:  $7.00. 

Counseling  the  Dying:  By  Margaretta  Bowers.  New  York, 
1964,  Nelson.  183p.  Price:  $4.50. 

Criminal  Responsibility  and  Mental  Illness:  By  Francis  A. 
Whitlock.  London,  1963,  Butterworths.  156p.  Price:  $8.00. 

Diagnostic  Neuroradiology:  By  Juan  M.  Taveras.  Baltimore, 
1964,  Williams  and  Wilkins.  960p.  Price:  $32.50. 

Dream  Interpretation,  a New  Approach:  By  Thomas  M. 
French.  New  York,  1964,  Basic  Books.  224p.  Price:  $5.50. 

Emergency  Treatment  and  Management:  By  Thomas  Flint. 
3d  ed.  Philadelphia,  1964,  Saunders.  686p.  Price:  $8.75. 

The  Heart  of  Man;  Its  Genius  for  Good  and  Evil:  By  Erich 
Fromm.  New  York,  1964,  Harper.  156p.  Price:  $3.75. 

The  Human  Brain,  Its  Capacities  and  Functions:  By  Isaac 
Asimov.  Boston,  1964,  Houghton  Mifflin.  357p.  Price:  $5.95. 

Human  Ecology  and  Susceptibility  to  the  Chemical  Environ- 
ment: By  Theron  G.  Randolph.  Springfield,  111.,  1962,  Thomas. 
148p.  Price:  $6.50. 

The  Human  Larynx:  By  Mervin  C.  Myerson.  Springfield,  111., 
1964,  Thomas.  398p.  Price:  $14.50. 

Legal  Pains  for  the  Healing  Arts:  Law  for  Doctors:  By  Carl 
R.  Robinson.  Bessemer,  Alabama,  1964,  Medico  Legal  Pub. 
Co.  2 vols.  Price:  $30.65. 

Identity  and  Anxiety:  Edited  by  Maurice  R.  Stein.  New  York, 
1960.  Free  Press  of  Glencoe.  658p.  Price:  $7.95. 


Illness  and  Cure:  By  Joost  A.  M.  Meerloo.  New  York,  1964, 
Grune.  282p.  Price:  $8.75. 

The  Liver  and  Portal  Hypertension:  By  Charles  G.  Child 
and  others.  Philadelphia,  1964,  Saunders.  V.  1 of  Major  Prob- 
lems in  Clinical  Surgery.  Price:  $7.65. 

The  Lung  and  Its  Disorders  in  the  Newborn  Infant:  By  Mary 

Ellen  Avery.  Philadelphia,  1964,  Saunders.  V.  1 of  Major 
Problems  in  Clinical  Pediatrics.  Price:  $7.50. 

The  Mask  of  Sanity:  By  Hervey  Milton  Cleckley.  4th  ed.  St. 
Louis,  1964,  Mosby.  510p.  Price:  $9.75. 

Mental  Health  of  the  Poor:  By  Frank  Riessman.  New  York, 
1964,  Free  Press  of  Glencoe.  648p.  Price:  $9.95. 

Microscopic  Pathology:  By  S.  E.  Gould,  Baltimore,  1964, 
Williams  and  Wilkins.  604p.  Price:  $22.50. 

Neurological  Aspects  of  Auditory  and  Vestibular  Disorders: 
Edited  by  William  S.  Fields.  Springfield,  111.,  1964,  Thomas. 

383p.  Price:  $12.50. 

Papers  on  Psychoanalytic  Psychology:  By  Heinz  Hartmann 
and  others.  New  York,  1964,  International  University  Press. 
206p.  Price:  $3.50. 

Personal  Injury  Problems:  Edited  by  Geoffrey  T.  Mann. 
Springfield,  111.,  1963,  Thomas.  368p.  Price:  $13.00. 

Pharmacology  and  Therapeutics:  By  Arthur  Grollman.  6th 
ed.  Philadelphia,  1965,  Lea  and  Febiger.  1181p.  Price:  $15.00. 

Polypoid  Lesions  of  the  Gastrointestinal  Tract:  By  Claude 

E.  Welch.  Philadelphia,  1964,  Saunders.  V.  2 of  Major  Prob- 
lems in  Clinical  Surgery.  Price:  $6.75. 

Principles  of  Pathology:  By  Howard  C.  Hopps.  2d  ed.  New 
York,  1964,  Appleton.  403p.  Price:  $8.95. 

Principles  of  Preventive  Psychiatry:  By  Gerald  Caplan.  New 
York,  1964,  Basic  Books.  304p.  Price:  $6.50. 

Psychiatric  Care:  By  Jurgen  Ruesch.  New  York,  1964,  Grune. 
238p.  Price:  $8.75. 

A Psychiatric  Glossary:  The  Meaning  of  Words  Most  Fre- 
quently Used  in  Psychiatry:  By  American  Psychiatric  As- 
sociation. 2d  ed.  Washington,  1964,  Psychiatric  Association. 
80p.  Price:  $1.00. 

Psychiatry  and  Religious  Faith:  By  Robert  G.  Gassert  and 
Bernard  H.  Hall.  New  York,  1964,  Viking  Press.  171p.  Price: 
$3.95. 

Psychotherapy,  a Dynamic  Approach:  By  Paul  A.  Dewald. 
New  York,  1964,  Basic  Books.  307p.  Price:  $6.50. 

Serum  Proteins  and  the  Dysproteinemias:  Edited  by 

F.  William  Sunderman.  Philadelphia,  1964,  Lippincott.  461p. 
Price:  $21.50. 

Simple  Splinting;  the  Use  of  Light  Splints  and  Related  Con- 
servative Therapy  in  Joint  Diseases:  By  Jerome  Rotstein. 
Philadelphia,  1965,  Saunders.  126p.  Gift,  Publisher. 

The  Solitary  Pulmonary  Nodule:  By  John  D.  Steele.  Spring- 
field,  111.,  1964,  Thomas.  226p.  Price:  $11.39.  Gift  of  Colorado 
Division,  American  Cancer  Society. 

Surgery  of  the  Biliary  Tract,  Pancreas  and  Spleen:  By  Charles 
B.  Puestow.  3d  ed.  Chicago,  1964,  Year  Book  Medical  Pub- 
lishers. 389p.  Price:  $10.00. 

Systems  of  Psychotherapy;  a Comparative  Study:  By  Donald 
H.  Ford  and  Hugh  B.  Urban.  New  York,  1963,  Wiley.  712p. 
Price:  $10.95. 

Textbook  of  Rheumatic  Diseases:  By  William  S.  C.  Copeman. 
3d  ed.  Baltimore,  1964,  Williams  and  Wilkins.  831p.  Price: 
$17.50. 

Trauma  to  the  Liver:  By  Gordon  F.  Madding  and  Paul  A. 
Kennedy.  Philadelphia,  1965,  Saunders.  V.  3 of  Major  Prob- 
lems in  Clinical  Surgery.  Price:  $5.40. 

Transference:  By  Benjamin  Wolstein.  2d  ed.  New  York,  1964. 
Grune.  272p.  Price:  $7.75. 

Traumatic  Cervical  Syndrome  and  Whiplash:  By  Charles  W. 
Goff  and  others.  Philadelphia,  1964,  Lippincott.  128p.  Price: 
$5.00. 
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Tumors  of  Infancy  and  Childhood:  By  Paul  P.  E.  Michael. 
Philadelphia,  1964,  Lippincott.  461p.  Gift,  Colorado  Division, 
American  Cancer  Society. 

Zinsser’s  Microbiology:  Edited  by  David  T.  Smith.  13th  ed. 
New  York,  1964,  Appleton.  1214p.  Price:  $17.75. 

Book  Reviews 

The  Mask  of  Sanity:  By  Hervey  Cleckley,  MD.  4th  ed.  St. 
Louis,  1964,  Mosby.  510p.  Price:  $9.75. 

This  is  the  fourth  edition  of  Dr.  Cleckley’s  classic, 
admirably  portraying  with  animate  objectivity  the 
clinical  material,  medico-psychiatric  and  forensic 
confusion,  and  sociologic  non-realism  toward  the 
“psychopathic  personality”  or  sociopath. 

A co-author  of  The  Three  Faces  of  Eve,  the  author 
delineates  this  nebulous  clinical  entity  and  related 
dilemmas,  provides  lively  case  examples  (with  none 
of  the  tedium  of  CPC  histories!),  and  carefully  re- 
emphasizes his  contention  (of  the  first  edition) : “The 
therapeutic  failure  in  all  such  patients  observed  leads 
me  to  feel  that  we  do  not  at  present  have  any  kind 
of  psychotherapy  that  can  be  relied  upon  to  change 
the  psychopath  fundamentally.”  This  book  is  a must 
for  the  psychiatrist,  a boon  to  the  clinical  physician 
with  unrealistic  therapeutic  optimism,  and  could  be 
a shocking  disillusionment  to  those  “mental  health” 
evangelists  who  assume  that  money,  forgiveness,  and 
loving  care  can  rid  society  of  all  psychopathology — 
much  less  even  get  the  “patient”  legally  under  treat- 
ment. 

Not  that  the  book  is  really  depressing  or  negative 
— rather  it  is  a clear  and  humble  presentation  with 
Southern  charm,  communicative  facility  rare  in  a 
psychiatrist,  and  even  with  superior  quality  of  pub- 
lication and  typography  (if  one  ignores  the  few 
continuing  editorial  slips  of  grammar). 

Clyde  Stanfield,  MD 

Biochemical  Diseases  (Chemical  Pediatrics):  By  I.  Newton 
Kugelmass,  MD,  PhD,  ScD.  New  York,  1964,  Charles  C 
Thomas.  1229p.  Price:  $35.50. 

Doctor  Kugelmass  has  brought  forth  an  excep- 
tional work.  Although  the  title  sounds  esoteric,  it  is 
so  practical  and  fundamental  it  should  be  readily 
available  to  any  physician  interested  in  the  specialty 
of  pediatric  medicine.  Concerned  with  the  mechanism 
and  management  of  biochemical  diseases  of  infancy 
and  childhood,  it  helps  bridge  the  gap  between  chem- 
ical and  clinical  medicine. 

Part  I presents  the  communicative  disorders  involv- 
ing the  nervous  and  endocrine  systems;  Part  II  the 
systemic  disorders  involving  the  nutritional,  meta- 
bolic, and  hematopoietic  systems;  and  Part  III  the 
regional  disorders  involving  the  various  organ  sys- 
tems. These  parts  contain  a total  of  29  chapters,  each 
of  which  is  followed  by  an  extensive  reference  list 
which  readily  permits  further  study  on  any  individual 
subject. 

The  author  has  covered  many  diseases  and  al- 
though easily  read,  he  “packs”  tremendous  amounts 
of  information  into  each  paragraph.  Because  of  this 
scope  this  volume  contains  information  needed  daily 
by  most  of  us  associated  with  pediatric  medicine.  Not 
the  least  of  its  value  will  be  as  a review  book  for 


those  destined  to  be  subjected  to  Pediatric  Board  Ex- 
aminations. 

Even  the  index  is  well-organized,  permitting  quick 
location  of  the  exact  topic. 

An  effort  has  been  made  to  describe,  analyze  and 
interpret  biochemical  changes  in  the  organism  in 
health  and  disease  for  clinical  application  to  every- 
day practice — and  this  effort  has  been  ably  accom- 
plished. Let  us  hope  this  first  edition  of  “Biochemical 
Diseases”  spawns  more. 

Patrick  A.  Howe,  MD 

Pediatric  Neurology:  Edited  by  Thomas  W.  Farmer.  New 
York,  1964,  Hoeber.  690p.  Price:  $18.50. 

A comprehensive  textbook  on  the  subject  of  Pedi- 
atric Neurology  is  hard  to  find.  Dr.  Farmer  has 
pooled  the  wide  clinical  experience  of  13  authorities 
who  are  specialized  in  the  field  of  neurology,  neuro- 
logical surgery  and  pediatrics.  This  book  combines 
the  etiologic  and  anatomic  approach  to  neurological 
diseases  in  children  describing  in  detail  the  common 
clinical  syndromes,  their  differential  diagnosis,  their 
treatment  and  their  prevention.  The  initial  chapter 
outlines  the  neurological  examination  of  infants  and 
children.  The  next  ten  chapters  describe  the  major 
intracranial  diseases  according  to  etiologic  categories. 
There  are  two  full  chapters  on  mental  retardation. 
Diseases  involving  the  spinal  cord  and  peripheral 
nerves  and  muscles  are  presented  in  the  final  three 
chapters.  There  is  a wealth  of  pertinent  information 
from  the  fields  of  neuroanatomy,  neurophysiology 
and  neuropathology,  as  well  as  biochemistry,  micro- 
biology and  genetics.  This  book  will  be  a great  benefit 
to  medical  students,  resident  physicians  and  practic- 
ing physicians  who  deal  with  pediatric  neurology. 

Robert  W.  Collett,  MD 


"You’ll  have  to  talk  to  my  wife  about  smoking, 
but  I can  say  a word  about  dish-pan  hands.” 
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Your  Natural  Gas  and 
Electric  Servants 
Make  Every  Day  Bargain  Day 

PUBLIC  SERVICE 
COMPANY  OF  COLORADO 

an  investor-owned  utility 


ARTIFICIAL  EYES 

Plastic  eyes  and 
eyes  special  made 
the  most  difficult 
An  expert  eye-ma 
in  our  office  at  all 
to  give  your  patien 
satisfaction  they 
have.  In  business 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


WE  BUY  USED  X-RAY  FILM 

SILVER  FLAKES,  SLUDGE 

Write  for  Details  Today: 

“We  Pay  What  We  Quote” 

C.  VAUGHAN  & CO. 

Rocky  Mountain  Agent — 
Richard  Negri,  R.T. 

P.O.  Box  10201,  University  Park  Station 
Denver,  Colorado  80210 


NOW!  MEDICALLY  ACCREDITED 
( NATIONAL  COUNCIL  for  the 
ACCREDITATION  of  NURSING  HOMES ) 

DENVER  CONVALESCENT  CENTER 


DENVER 

NURSING 

HOME 

GLADYS  ELLIS,  Adm. 

Phone:  388-9383 


WHEN  YOU  WANT  C0UNSEL- 
Y0U  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

13840  West  Braun  Drive 
Golden,  Colorado 


MEMBER 
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Custom-fitted  to  prescription  instructions 


Lov-e  brassieres  provide  correct 
physiological  support  because  they 
are  custom-fitted  to  your  precise 
instructions.  They  give  gentle-yet- 
firm  support,  more  youthful,  nor- 
mal contours  and  freedom  from 
shoulder  strap  strain  for  even  the 
most  difficult  problem  figures.  And 
after  breast  surgery,  the  exclusive, 
patented  Lov-e  “Twin”  creates  na- 
tural restoration  for  perfect  confi- 
dence. Also  a complete  line  of 


maternity,  nursing,  sleeping  bras 
and  hospital  binders.  All  with  the 
gentle  femininity  that  women  ap- 
preciate. Have  your  nurse  call  for 
post-mastectomy  exercise  charts 
and  literature. 


CUSTOM-FITTED  BRASSIERES 

7494  Santa  Monica  Boulevard 
Hollywood  46,  California 


The  Lov-e  “Twin”  is  non-liquid 
and  features  adjustable  weight 
for  perfect  balance,  sculptured 
aerated  latex,  lace-edged  remov- 
able cover;  4 basic  shapes,  28  size 
variations  and  unconditional 
guarantee.  Ideal  for  all  activities, 
even  swimming. 


Trained  Lov-e  fitters  in  these  fine  stores: 

MAY-D  & F,  16th  Street  at  Tremont  Place,  Denver,  Telephone:  KE  4-3366 

2700  S.  Colorado  Blvd.,  University  Hills,  Telephone:  SK  6-8844 
10405  W.  Colfax  Ave.,  Westland,  Telephone:  BE  7-6969 
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K.  A.  Barrier— Roswell,  New  Mexico 


F.  A.  Cantlon,  Jr  —Montana 


G.  P.  Gray— Denver-Wyoming 


R.  A.  LaTorra— Denver 


“We’re  puzzled”'... 

• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency — 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS: 

Thyrar®  (Beef  Thyroid]  Thytropar®  (Thyrotropin) 


Mk 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 
I — — H 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  ! 
j tablets  offered  on  your  new  continuous  Physicians  Personal  | 
j Use  Program.  I 

1 I 

! M.D.  I 


1 ADDRESS  j 

CITY  STATE  ZIP  CODE  j 

\ 'A  gr.  % gr.  1 gr.  2 gr.  3 gr.  5 gr.  I 

I Please  circle  potency  requested.  1 

L - — — I 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use-Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fiuphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 


for  July,  1965 
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Colorado  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1985  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary-Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  John  M.  Read,  Elko. 

President-elect:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  William  A.  O’Brien,  III,  Reno. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal: Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmitt  M.  Jennings,  Roswell. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Omar  Legant,  Albuquerque. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A. : Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 


Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  Na- 
tional Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City. 

President-elect:  L.  V.  Broadbent,  Cedar  City. 

Past  President:  Scott  M.  Budge,  Logan. 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City. 
Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  AMA:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  AMA:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 

COUNCIL:  Composition  of  the  Council  shall  be  the  Coun- 
cilors elected  by  the  Component  Societies,  the  President, 
President-elect,  Vice  President,  Secretary,  Treasurer,  the 
Immediate  Past-president,  the  Delegate  and  the  Alternate 
Delegate  to  the  American  Medical  Association.  The  President 
of  the  Society  shall  be  the  President  of  the  Council. 
GRIEVANCE  COMMITTEE:  Bernard  J.  Sullivan,  Laramie, 
Chairman,  1965:  S.  J.  Giovale,  Cheyenne,  1966;  Albert 
Sudman,  Green  River,  1967. 

COUNCIL  ON  MEDICAL  SERVICES:  Laurence  W.  Greene,  Jr., 
Laramie,  Chairman,  1965;  J.  B.  Bennett,  Evanston,  1965: 
Henry  Stephenson,  Newcastle,  1966;  Louis  G.  Booth,  Sheri- 
dan, 1966;  Goode  R.  Cheatham,  Casper,  1966. 

COMMITTEES  OF  THE  COUNCIL- 
MEDICAL  ASSISTANTS:  Members  of  the  Council. 

MEDICINE  AND  RELIGION:  Henry  N.  Stephenson,  New- 
castle, Chairman;  L.  J.  Cohen,  Cheyenne;  L.  D.  Kattenhorn, 
Powell;  P.  M.  Schunk,  Sheridan;  Dean  A.  Holt,  Evanston. 
MENTAL  ILLNESS  AND  RETARDATION:  Raymond  E. 
Kunkel,  Thermopolis,  Chairman:  Seymour  Thickman,  Sheri- 
dan; Wm.  N.  Karn,  Evanston;  Olive  A.  Irvine,  Casper;  Don 
W.  Herrold,  Cheyenne;  Mr.  Fred  A.  McCormack,  Rock 
Springs. 

PUBLIC  SAFETY: 

Athletic  and  School  Health:  Elmer  S.  McKay,  Lander,  Chair- 
man; John  H.  Froyd,  Worland;  Bernard  Sullivan,  Laramie; 
Herbert  S.  Jackman,  Rock  Springs;  R.  C.  Stratton,  Green 
River. 

CIVIL  DEFENSE  AND  NATIONAL  EMERGENCY  COMMIT- 
TEE: Benjamin  Gitlitz,  Thermopolis,  Chairman;  Robert  Al- 
berts, Cheyenne,  Assistant  State  Coordinator.  Region  No.  1 
(Laramie,  Platte  and  Goshen  Counties),  Duane  M.  Kline, 
Cheyenne;  Region  No.  2 (Albany  and  Carbon  Counties), 
E.  W.  DeKay,  Laramie;  Region  No.  3 (Sweetwater,  Uinta, 
Lincoln  and  Sublette  Counties),  Richard  C.  Stratton,  Green 
River;  Region  No.  4 (Fremont  and  Teton  Counties),  Bernard 
Stack,  Riverton;  Region  No.  5 (Hot  Springs,  Washakie,  Big 
Horn  and  Park  Counties),  A.  A.  Engelman,  Worland;  Region 
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No.  6 (Sheridan,  Johnson,  Campbell,  Cook  and  Weston 
Counties),  Fred  J.  Araas,  Sheridan;  Region  No.  7 (Natrona, 
Converse  and  Niobrara  Counties),  George  M.  Knapp,  Casper. 
Health  Education:  Members  of  the  Council. 

Home,  Highway,  and  Water  Safety:  R.  I.  Williams,  Cheyenne, 
Chairman:  Dan  B.  Greer,  Cheyenne;  William  N.  Karn,  Evan- 
ston; Harlan  B.  Anderson,  Casper;  Laurence  W.  Greene, 
Laramie;  Albert  Sudman,  Green  River;  Ray  K.  Christensen, 
Powell;  Louis  G.  Booth,  Sheridan. 

Medical  Advisory  Wyoming  Motor  Vehicle  Department:  Same 
as  Home,  Highway,  and  Water  Safety. 

PUBLIC  HEALTH  COMMITTEE:  Members  of  the  Council. 
Arthritis  and  Rheumatism:  Brendan  P.  Phibbs,  Casper,  Chair- 
man; Duane  M.  Kline,  Cheyenne;  Myron  Harrison,  Rock 
Springs;  Thomas  Nicholas,  Buffalo;  Seymour  Thickman. 
Sheridan. 

Blood  Bank:  Donald  L.  Becker,  Casper,  Chairman;  Henry 
Y.  Tsumagari,  Cheyenne. 

Cancer:  R.  H.  Bowden,  Casper,  Chairman;  Members  of  the 
Council. 

Child  Health:  Oscar  J.  Rojo,  Sheridan,  Chairman;  L.  D. 
Kattenhorn,  Powell;  William  V.  Pyrich,  Rock  Springs; 
William  W.  Elmore,  Jackson;  Esten  W.  Ray,  Laramie. 
Geriatrics:  Spencer  Walton,  Thermopolis,  Chairman:  Paul 
J.  Preston,  Cheyenne;  E.  George  Johnson,  Douglas;  Nels  A. 
Vicklund,  Thermopolis;  Duane  M.  Kline,  Cheyenne. 
Gottsche  Foundation:  Benjamin  Gitlitz,  Thermopolis,  Chair- 
man; Spencer  Walton,  Thermopolis;  Members  of  the  Council. 
Maternal  Health:  (Same  as  Child  Health). 

National  Foundation:  (Same  as  Gottsche  Foundation). 
Rheumatic  Fever:  (Same  as  Arthritis  & Rheumatism). 

Rural  Health:  Ray  K.  Christensen,  Powell,  Chairman; 
Members  of  the  Council. 

Tuberculosis:  Raymond  E.  Kunkel,  Thermopolis,  Chairman; 
Members  of  the  Council. 

Unification  of  Volunteer  Health  Groups:  Loren  B.  Morgan, 
Torrington,  Chairman;  Dan  B.  Greer,  Cheyenne;  Robert  H. 
Bowden,  Casper;  Jesse  E.  Simons,  Cheyenne;  Seymour 
Thickman,  Sheridan;  Mr.  Jake  Pool,  Thermopolis;  Mrs. 
Annabell  Cozzens  Shoopman,  Cheyenne;  Mr.  Phillip  Hughes, 
Cheyenne;  Mr.  Andrew  Bunten,  Cheyenne. 

Wyoming  Society  for  Crippled  Children  and  Adults:  (Same 
as  Geriatrics). 

Wyoming  State  Department  Crippled  Children’s  Division: 

(Same  as  Geriatrics). 

COUNCIL  ON  EXECUTIVE,  GOVERNMENTAL  AFFAIRS 
AND  ECONOMICS:  Elmer  S.  McKay,  Lander,  Chairman; 
Bernard  J.  Sullivan,  Laramie;  G.  Myron  Harrison,  Rock 
Springs;  Duane  M.  Kline,  Cheyenne;  Raymond  E.  Kunkel, 
Thermopolis. 

COMMITTEES  OF  THE  COUNCIL- 
ADVISORY  ON  FEE  SCHEDULES:  One  general  practitioner 
elected  by  each  component  County  Medical  Society  and  one 
specialist  elected  by  each  specialty  group  represented  in  the 
state.  (President  and  Secretary  elected  by  the  committee.) 
ADVISORY  ON  WOMAN’S  AUXILIARY:  Howard  P.  Greaves, 
Rock  Springs,  Chairman;  Thomas  Nicholas,  Buffalo;  Officers 
of  the  Wyoming  State  Medical  Society. 

ADVISORY  ON  WORKMEN’S  COMPENSATION:  Judicial 
District  No.  1 (Laramie,  Platte,  and  Goshen)  Paul  J.  Preston, 
Cheyenne,  Chairman;  Leo  W.  Keenen,  Torrington;  Judicial 
District  No.  2 (Albany,  Carbon  and  Sweetwater)  G.  Myron 
Harrison,  Rock  Springs;  Judicial  District  No.  3 (Uinta,  Teton, 
Sublette  and  Lincoln)  Joseph  S.  Hellewell,  Evanston; 
J.  Thomas  Johnston,  Pinedale;  Judicial  District  No.  4 (Sheri- 
dan, Campbell  and  Johnson)  Thomas  A.  Nicholas,  Buffalo; 
Judicial  District  No.  5 (Big  Horn,  Washakie,  Hot  Springs  and 
Park)  Joseph  A.  Gautsch,  Cody;  A.  A.  Engelman,  Worland; 
Judicial  District  No.  6 (Crook,  Weston  and  Niobrara)  Willis 
M.  Franz,  Newcastle;  Judicial  District  No.  7 (Converse, 
Natrona  and  Fremont)  George  M.  Knapp,  Casper. 
COMMITTEE  ON  INSURANCE  AND  RETIREMENT: 

Blue  Cross  Trustees:  Frederick  H.  Haigler,  Casper,  April  1965; 
Richard  N.  Winger,  Cheyenne,  1967. 

Blue  Shield  Trustees:  Mr.  Norman  W.  Barlow,  Cora,  April 
1965;  Mr.  Roy  Chamberlain,  Lusk,  April  1965;  Thomas 
Nicholas,  Buffalo,  1966;  William  A.  Hinrichs,  Douglas,  1966: 
Henry  N.  Stephenson,  Newcastle,  1966;  Judge  Harry  S. 
Hamsberger,  Cheyenne,  1966;  Carl  Robinson,  Afton,  1967; 
Dan  B.  Greer,  Cheyenne,  1967;  Fenworth  M.  Downing, 
Sheridan,  1967;  Paul  R.  Yedinak,  Rock  Springs,  1967;  Harlan 
B.  Anderson,  Casper,  1968;  Chester  Ridgway,  Cody,  1968. 
Insurance:  Robert  H.  Bowden,  Casper,  Chairman;  James  W. 
Barber,  Cheyenne;  David  M.  Flett,  Cheyenne;  Oscar  J. 
Rojo,  Sheridan;  Francis  Barrett,  Cheyenne;  Paul  R.  Yedinak, 
Rock  Springs. 

Retirement  Plan:  (Same  as  Insurance). 


LEGISLATION:  Norman  R.  Black,  Cheyenne,  Chairman; 
James  W.  Barber,  Cheyenne;  Francis  A.  Barrett,  Cheyenne; 
Duane  M.  Kline,  Cheyenne;  Robert  B.  Stump,  Cheyenne; 
Laurence  W.  Greene,  Laramie;  S.  J.  Giovale,  Cheyenne;  Mr. 
Byron  Hirst,  Cheyenne. 

MILITARY  AND  VETERANS  AFFAIRS: 

Advisory  to  Selective  Service:  S.  S.  Zuckerman,  Cheyenne, 
Chairman,  1967;  Bernard  D.  Stack,  Riverton,  1965;  George 
M.  Knapp,  Casper,  1966;  R.  C.  Stratton,  Green  River,  1967. 
Medicare:  (Same  as  Advisory  to  Selective  Service). 
VETERANS  CARE  COMMITTEE:  S.  S.  Zuckerman,  Cheyenne, 
Chairman;  Members  of  the  Council. 

NOMINATING  COMMITTEE:  Howard  P.  Greaves,  Rock 
Springs,  Chairman;  all  present  officers  (President,  Vice  Presi- 
dent, Secretary  and  Treasurer);  all  Past  Presidents,  Past 
Secretaries  and  Past  Treasurers;  Chairmen  of  following  four 
county  delegations:  Sheridan,  Northwest,  Carbon,  Laramie. 
PUBLIC  RELATIONS:  S.  J.  Giovale,  Cheyenne,  Chairman; 
Thomas  Nicholas,  Buffalo;  Ray  Christensen,  Powell;  Howard 
P.  Greaves,  Rock  Springs;  All  1964-65  County  Medical 
Society  Presidents. 

STATE  INSTITUTIONS  COMMITTEE:  William  N.  Karn,  Jr., 
Evanston,  Chairman.  Responsible  for  obtaining  reports  from 
the  following  State  institutions:  State  Prison,  Rawlins;  Pioneer 
Home,  Thermopolis;  State  Industrial  Institute,  Worland; 
Tuberculosis  Sanatorium  and  Geriatrics  Division,  Basin;  State 
Hospital,  Evanston;  State  Training  School,  Lander;  Wyoming 
Girls  School,  Sheridan;  Soldiers  and  Sailors  Home,  Buffalo; 
Wyoming  Children’s  Home,  Casper. 

State  Hospital  Advisory:  William  N.  Karn,  Jr.,  Evanston, 
Chairman.  Responsible  for  obtaining  reports  from  the  follow- 
ing State  Institutions:  State  Prison,  Rawlins;  Pioneer  Home, 
Thermopolis;  State  Industrial  Institute,  Worland;  Tuberculosis 
Sanitarium  and  Geriatrics  Division,  Basin;  State  Hospital, 
Evanston;  State  Training  School,  Lander;  Wyoming  Girls’ 
School,  Sheridan;  Soldiers’  and  Sailors’  Home,  Buffalo; 
Wyoming  Children’s  Home,  Casper  (State  Orphanage). 
STUDENT  LOAN  FUND  COMMITTEE:  Members  of  the 
Council. 

COUNCIL  ON  RESEARCH,  ORGANIZATION  AND  SCIEN- 
TIFIC PROGRAM:  Paul  R.  Yedinak.  Rock  Springs,  1966, 
Chairman;  Benjamin  Gitlitz,  Thermopolis,  1965;  Frederick  H. 
Haigler,  Casper,  1965;  Francis  A.  Barrett,  Cheyenne,  1966; 
Robert  C.  Carnahan,  Buffalo,  1966. 

COMMITTEES  OF  THE  COUNCIL— 

AM  A EDUCATION  AND  RESEARCH  FUND:  (One  from  each 
component  society — 15)  Albany — William  T.  Ward,  Laramie, 
Chairman;  Carbon — James  E.  Cashman,  Rawlins;  Converse — 
E.  George  Johnson,  Douglas;  Fremont — E.  W.  Richards, 
Riverton;  Goshen — Kayo  Smith,  Torrington;  Johnson — Robert 
C.  Carnahan,  Buffalo;  Laramie — Don  W.  Herrold,  Cheyenne; 
Natrona — Frederick  H.  Haigler,  Casper;  Northeast — Richard 
C.  Baughman,  Gillette;  Northwest— L.  S.  Anderson,  Worland; 
Platte — William  E.  Rosene,  Wheatland;  Sheridan — Oscar  J. 
Rojo,  Sheridan;  Sweetwater — Paul  R.  Yedinak,  Rock  Springs; 
Teton — William  W.  Elmore,  Jackson;  Uinta — John  H.  Waters, 
Evanston. 

CONSTITUTION  AND  BYLAWS:  Harlan  B.  Anderson,  Casper, 
Chairman;  John  H.  Froyd,  Worland;  Thomas  Nicholas,  Buf- 
falo; S.  J.  Giovale,  Cheyenne. 

CREDENTIALS:  Oscar  J.  Rojo,  Sheridan,  Chairman;  Ray 
Christensen,  Powell;  Roger  Mattson,  Casper. 

HISTORICAL:  S.  J.  Giovale,  Cheyenne,  Chairman;  Harlan  B. 
Anderson,  Casper. 

MEMORIAL  COMMITTEE:  James  W.  Sampson,  Cheyenne, 
Chairman. 

ORIENTATION:  Ray  Christensen,  Powell,  Chairman;  Wm.  N. 
Karn,  Evanston;  Robert  Alberts,  Cheyenne;  Paul  J.  Preston, 
Cheyenne;  Arthur  R.  Abbey;  Byron  Hirst. 

PROGRAM  AND  ENTERTAINMENT:  Howard  P.  Greaves, 
Rock  Springs,  Chairman;  Thomas  A.  Nicholas,  Buffalo;  Ray 
Christensen,  Powell;  Oscar  Rojo,  Sheridan;  Roger  P.  Mattson, 
Casper;  Harlan  B.  Anderson,  Casper;  Frederick  H.  Haigler, 
Casper;  Members  of  the  Research,  Organization  and  Scien- 
tific Program  Reference  Committee. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  D.  G. 

MacLeod,  Jackson,  Chairman,  1967;  M.  J.  Smith,  Cody,  1967; 
W.  W.  Elmore,  Jackson,  1966;  J.  Thomas  Johnston,  Pinedale, 
1966;  Paul  R.  Yedinak,  Rock  Springs,  1965. 

SCIENCE  FAIR:  Herbert  Jackman,  Rock  Springs,  Chairman; 
Charles  G.  Vivion,  Jr.,  Laramie;  Bryce  Reeve,  Casper;  Louis 
G.  Booth,  Sheridan. 

TIME  AND  PLACE:  Thomas  Nicholas,  Buffalo,  Chairman; 
Howard  P.  Greaves,  Rock  Springs;  Ray  Christensen,  Powell; 
Oscar  Rojo,  Sheridan;  Roger  P.  Mattson,  Casper;  Harlan  B. 
Anderson,  Casper;  Frederick  H.  Haigler,  Casper;  Chairman 
of  the  Sweetwater  Delegation;  Chairman  of  the  Northwest 
Delegation;  Chairman  of  the  Laramie  County  Delegation. 
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WANT  ADS 


WANTED:  G.P.  for  busy  Medical  Group.  $12,000  guarantee 
first  year.  Contact  Evans,  Maddox  Medical  Group,  217  West 
Court  Avenue,  Las  Cruces,  New  Mexico  88001.  7-5-1B 


INTERNIST  for  5-man  department  in  busy  and  steadily  grow- 
ing northcentral  Kansas  13-member  multispecialty  group. 
Partnership  after  salary  for  two  years.  Board  eligible  or 
Certified.  Gerald  R.  Arnold,  Business  Manager,  Gelvin- 
Haughey  Clinic,  Concordia,  Kansas.  7-3-3B 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modern  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TFB 


HAVE  TWO  X-RAY  MACHINES.  Will  sell  one.  Lloyd 
Robinson,  MD,  Telephone  388-4178  (Denver).  6-8-2 


GP — Catholic,  Denver  suburb.  Salary  first  year,  partnership 
possible.  Details  first  letter.  Box  3-7-TF,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver  18,  Colorado. 

3-7-TF 


WANTED — Staff  Physicians  (3).  General  Practitioners  45  or 
under  to  assist  Attending  Staff  and  General  Practice 
Residents  in  260  bed  general  hospital.  Annual  appointment 
preferred.  $15,000-$17,500  depending  on  training  and  experi- 
ence. Contact  Medical  Director,  San  Luis  Obispo  General 
Hospital,  San  Luis  Obispo,  California.  Phone:  805-543-1500. 

7-4-2B 


ESTABLISHED  GENERAL  PRACTICE— in  rapidly  growing 
Orange  County.  Sale  or  lease  of  Medical  Building  and 
Equipment.  Consider  trade  for  other  real  estate.  Leaving  for 
Residency.  12882  So.  Euclid,  Garden  Grove,  California. 
JE  4-2217.  7-2-3B 


ASSOCIATE  WANTED — Practice  established  17  years,  chal- 
lenging and  rewarding;  well-equipped  Clinic  Building  built 
1960;  60-bed  general  hospital;  ideal  place  for  young  doctor 
with  some  experience  or  some  residency  training  in  internal 
medicine  or  pediatrics;  arrangements  flexible.  Excellent  hunt- 
ing and  boating.  Wide  open  for  aggressive  man  willing  to 
accept  challenge.  Should  develop  to  three  man  group  in 
12-18  months.  He  will  replace  older  partner  leaving.  Reply 
to  Box  6-3-2,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  6-3-2 
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EXCLUSIVELY 
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For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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FOR  SALE — Fully  equipped  four  year  old,  2300  square  foot 
medical  building.  Beautiful  rapidly  growing  economically 
i stable  town  in  mountains  of  NW  Montana.  Unlimited  varied 
outdoor  recreation.  For  further  information  write:  John 
Ming,  511  Mineral  Avenue,  Libby,  Montana.  7-1-1B 


NORTHGLENN  PROFESSIONAL  BUILDING.  2 G.P.’s,  and 
O.B.,  and  a Surgeon  ready  to  occupy  the  building.  This  is 
the  only  professional  building  in  this  suburban  Denver  com- 
munity of  18,000.  Room  for  a dentist  and  other  medical 
specialties.  Should  be  particularly  good  for  ophthalmologist. 
Phone  Mr.  Hickam  at  777-2671.  5-1-TFB 


NEW  PROFESSIONAL  BUILDING— Approximately  1,700 
square  feet.  Can  custom  finish  immediately.  The  building 
complete  except  for  this  portion.  Located  on  the  busy  Ralston 

[Road  and  Dover  in  Arvada,  Colorado.  Ample  parking,  build- 
ing has  hot  water  heat  and  is  air  conditioned.  There  is  a 
possibility  of  participating  in  building.  Dr.  R.  Wayne  Winter, 
Dr.  Walter  H.  Winter,  424-4567,  424-1851.  6-1-3B 


■ 

MEDICAL  SPECIALISTS — Board  eligible  or  certified  physi- 
cians in  various  fields  of  medicine  with  combined  residency 
and  experience,  to  develop  and  provide  authoritative  medical 
policies  and  opinions  with  regard  to  drugs  and  drug  prod- 
ucts. Five  day,  forty-hour  week.  Entrance  salary  $16,130. 
Periodic  increases  of  $490  after  first  year.  Advancement  op- 
portunities. Non-discrimination  in  employment.  Limited  pri- 
vate practice  permitted  and  academic  affiliation  and  mem- 
bership and  participation  in  professional  organizations  en- 
couraged. Liberal  benefits  of  Federal  employment  including 
life  insurance,  health  insurance,  and  excellent  sick  leave, 
vacation,  and  retirement  plans.  Major  costs  of  travel  and 
transportation  of  household  furniture  to  the  Washington, 
D.  C.  area  will  be  paid.  Send  complete  curriculum  vitae  to: 
Joseph  F.  Sadusk,  Jr.,  MD,  Medical  Director,  Food  and  Drug 
Administration,  Bureau  of  Medicine,  Washington,  D.  C. 
20204.  6-7-3B 


CONGENIAL  GROUP  OF  SIX  GP'S  desire  additional  mem- 
ber; salary  first  year,  then  partnership;  progressive  city 
near  mountains  and  recreational  areas,  hunting,  fishing,  golf, 
etc.  Wind  River  Medical  Group,  Riverton,  Wyoming.  5-10-3B 


GENERAL  PRACTICE  collecting  $40,000.  Excellent  histories, 
physicals  and  records.  Sell  and  introduce.  $5,000.  5-7-TFB 


DESIRE  TO  RETIRE.  Forty  years  in  the  same  central  loca- 
tion. Reasonable  rent.  Two  examining  rooms,  consultation 
room,  secretary’s  office  and  laboratory.  Reasonable  price  for 
furnishings  and  equipment.  About  nine  thousand  complete 
case  histories  are  yours.  Will  remain  one  month  to  introduce. 
623-0813,  Denver,  or  Box  4-5-1,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue.  Denver,  Colorado  80218.  6-6-TF 


ENJOY  A SECOND  HOME  IN  COOL  SANTA  FE— mountain 
vacation  houses — fifteen  minutes  from  town  in  scenic  area 
— near  many  natural  and  tourist  attractions — opera  July  and 
August — Write  Drawer  B,  Santa  Fe,  New  Mexico,  or  call 
982-1407.  6-4-3B 


Congratulations  on  Wyoming's  75th 

Anniversary  of  Statehood  and  to  the 

''•yyLy'  Registered  Trade  Mark 

Physicians  in  the  State  of  Wyoming 

'&I  BOBS  PLACE 

Newton  Optical  Company 

Trade  Mark  A Bob  fQr  Service 

Catering  to  Medical  Profession  Patronage 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

309  16th  Street  1 1 Telephone 

Denver  2 534-8714 

Cow  Town,  Colo. 

EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 
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Medical  Office  Space  in  the  all  NEW 
GLENDALE  PLAZA  CENTER,  Salt 
Lake  City,  Utah  can  be  finished  to  suit 
you. 

• Convenient  to  all  Hospitals 

• Plenty  of  Doorside  Parking 

• Realistic  Rentals 

Contact: 

GOLDEN  WEST  MANAGEMENT  CO. 
550  East  4th  South  No.  13 
Salt  Lake  City,  Utah 
Phone  363-4441 


UNIVERSITY  HILLS 

MEDICAL  ARTS  BUILDING 

Medical  and  Dental  space  available  at  reason- 
able rates.  Ample  off  street  parking.  In  the 
heart  of  a new  residential  area.  Adjacent  to 
Denver’s  finest  shopping  center. 

Write  or  Call 

MORRISON  & MORRISON,  INC. 

266-2101  1620  Court  Place 


"P't&faeMitutal  *7<*ee  S&utice" 
TREE  SPRAYING  SPECIALIST 
900  So.  Clermont  Street 
DENVER,  COLORADO  80222 

Phone:  756-9436 


DOCTOR!  A MINUTE  PLEASE! 

for  an  explanation  of  your  MEDICAL  SOCIETY'S  INCOME 
PROTECTION  PLAN! 

Approved  and  Endorsed  By  The  Colorado  Medical  Society  for 
Members. 


■ Up  to  $800  a Month! 

An  Emergency  Income  for  you  and  Your  Family 

CONFINEMENT  TO  HOME  OR  HOSPITAL  NOT  REQUIRED 


WYOMING 
representative 
Vol  Halley  and 
Associates 
1520  Logan  Avenue 
Cheyenne,  Wyoming 


return  the  coupon  for  full  details 


underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— -Omaha,  Nebraska 

7-8 


VINCENT  ANDERSON  CO.,  INC. 

2nd  Floor,  R.R.  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection 
Plan  of  the  Colorado  Medical  Society. 

NAME 

ADDRESS 

CITY  STATE 
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Condition 

^PERfECT! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


• • • 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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cl  'v^QA&gjafiL/  BENSON’S 


BENCOTE  improves  appearance 


NOW.. .specify  BENCOTE 

anti-reflective  coating 

to  reduce  glaring  reflections 
from  lens  surfaces 

Reduces  reflections  Reduces  thick  appearance 


BENCOTE  anti-reflective  coating  can  be  applied  to 
any  white  or  colored  glass  lens  . . . does  not  alter  the 
lens  correction  . . . increases  light  transmission. 


PROCESSED  IN  BENSON’S  SPECIALLY-EQUIPPED  LABORATORY 


BENCOTE  improves  vision 


your  service-partners  . . . 


BENSON  OPTICAL  COMPANY 

Executive  Offices  * 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


DENVER  SERVICE  L A BO  R ATO  R Y — I I 3 3 BANNOCK  STREET 


i 
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ON  THE  DILLON  RESERVOIR 

A PLACE  IN  THE  MOUNTAINS"- PLUS! 
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The  new  VILLA  MID-TERRANEAN  condominiums  are  located  in  the  center  of  Colo- 
rado’s finest  recreation  wonderland,  adjacent  to  the  magnificent  Dillon  Reservoir. 

Every  modern  convenience  and  comfort  is  yours  in  the  two-level  VILLA 
MID-TERRANEAN  units . . . over  1,000  sq.  ft.  of  living  area,  including  two  full 
bedrooms,  cathedral-beamed  paneled  living  room  with  luxury  carpeting  and  stone 
fireplace,  all-electric  kitchen,  balcony/sundeck,  and  countless  other  condominium 
features  for  your  comfort  and  convenience. 

VILLA  MID-TERRANEAN  is  a four-season  fun  area,  just  right  for  hunting, 
boating,  fishing,  skiing,  climbing,  pack  trips. ..or  just  relaxing.  A setting  of  full- 
grown  evergreen  trees  adjacent  to  Dillon  Reservoir,  Colorado’s  largest  body  of 
water,  is  the  background  for  pure  enjoyment  in  a VILLA  MID-TERRANEAN  unit, 
the  symbol  of  comfortable  living  at  the  roof  of  the  Rockies.  Within  30  minutes 
of  4 internationally  famous  ski  centers,  it  is  an  ideal  income  investment,  close 
to  new  Interstate  70.  The  price  to  own  a beautiful  and  practical  VILLA 
MID-TERRANEAN  condominium  unit  is  $15,950. 


VILLA  MID-TERRANEAN 


For  further  information  phone: 
Frisco,  Colorado  468-2610 
Denver,  Colorado  534-6436 
or  write:  VILLA  MID-TERRANEAN 
2727  W.  6th  Ave.,  Denver,  Colo.  80204 
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Library  College  of  Physicians 
19  South  22nd  Street 
Philadelphia,  Penn. 
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for 
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Report  on  Actions  of  the  House  of  Delegates 
c the  American  Medical  Association’s  114th 
mal  convention,  June  20-24,  1965. 
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Executive  Secretary 
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' Managing  Editor 
Rocky  Mountain  Medical  Journal 


After  serving  the  medical  profession  for 
thirty-six  years,  the  “Dean  of  Medical  Society 
Executives”  retires  September  30. 
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Lactinex 


TABLETS  & 
GRANULES 


LACTINEX— a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1, 2>  3’ 4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5>  6' 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(i)  McGivney,  J.:  Texas  Slate  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  ( 4 ) Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 
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Editorial  and  Business  Office 
1809  East  18th  Avenue 
Denver,  Colorado  80218 
Telephone  399-1222  (area  code  303) 

Publication  Office 

1201-1205  Bluff  Street 
Fulton,  Missouri  65251 
Address  all  correspondence  re- 
lating to  subscriptions,  advertis- 
ing or  address  changes  to  Editorial 
and  Business  Office. 

Address  all  manuscripts,  organiza- 
tion and  other  news  items  relating 
to  editorial  content  to  appropriate 
state  editor,  see  below. 


Editorial 

End  of  an  Era 

Articles 

The  Use  of  Progestational  Agents  in  Pregnancy 
Treatment  of  Common  Foot  Disorders 
Operative  Cholangiography 
Evaluation  of  a New  Diuretic  (DT-327) 

Hip  Pathology  in  the  Teens 
Evaluation  of  the  Unconscious  Patient 


Willard  M.  Allen,  MD,  St.  Louis,  Missouri 
W.  R.  Hamsa,  MD,  Omaha,  Neb. 
George  F.  Wollgast,  MD  and  Richard  L.  Penfold,  MD,  Denver,  Colo. 

M.  A.  Gold,  MD,  Butte,  Montana 
William  J.  Schnute,  MD,  Chicago,  Illinois 
Franklyn  C.  Hill,  Jr.,  MD,  Oakland,  California 


Legal,  Legislative  and  Regulatory  Problems  of  the  Pharmaceutical  Industry 


C.  Joseph  Stetler,  Washington,  D C. 


Organization 
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New  Mexico 
Wyoming 


Meetings 

Hahnemann  Medical  College 
Medical  Society  of  the  United  States 
and  Mexico 

University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute 
Southwestern  Medical  Association 
Otolaryngologic  Allergy 
Symposium  on  Suicide 

American  Academy  of  Orthopaedic  Surgeons 
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American  Academy  of  Pediatrics 
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American  College  of  Physicians 
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Instrument  Symposium  and  Research 
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Equipment  Exhibit 

Features 

9 

Washington  Scene 

78 

Obituaries 

26 

Letters  to  the  Editor 

86 

Book  Corner 

73 

National  Affairs 

88 

Officers  Page 

Psychosomatic  Medicine 
Radiology 

American  College  of  Nutrition 

Annual  Otolaryngologic  Assembly 

Postgraduate  Gastroenterology 

University  of  Colorado  Postgraduate  Calendar 

Epilepsy 

95th  Annual  Session  Colorado  Medical  Society 
87th  Annual  Meeting  Montana  Medical 
Association 

Seventieth  Annual  Scientific  Session  Utah 
State  Medical  Association 
Sixty-Second  Annual  Meeting  Wyoming 
State  Medical  Society 


92  Want  Ads 

95  Index  to  Advertisers 


Colorado:  Douglas  W.  Macomber,  M.D.,  Scien- 
tific Editor,  1800  High  St.,  Denver  (Chairman 
of  the  Board);  Carl  H.  McLauthlin,  M.D.,  As- 
sistant Scientific  Editor,  510  Republic  Bldg., 
Denver. 

Montana:  Raymond  D.  Grondahl,  M.D.,  Scien- 
tific Editor,  St.  James  Community  Hospital, 
Butte;  L.  Russell  Hegland,  Associate  Editor, 
1236  North  28th  Street,  Billings. 

Harvey  T.  Sethman,  Managing  Editor 


EDITORIAL  BOARD 

Nevada:  Wesley  W.  Hall,  M.D.,  Scientific 
Editor,  607  N.  Arlington  Ave.,  Reno;  Nelson 
B.  Neff,  Associate  Editor,  3660  Baker  Lane, 
Reno. 

New  Mexico:  Marcus  J.  Smith,  M.D.,  Sci- 
entific Editor,  Coronado  Bldg.,  Santa  Fe; 
Ralph  R.  Marshall,  Associate  Editor,  3010 
Monte  Vista  Blvd.,  N.E.,  Albuquerque. 

Geraldine  Caldwell,  Assistant  Managing  Editor 


Utah:  Richard  P.  Middleton,  M.D.,  Scienti 
Editor,  Boston  Bldg.,  Salt  Lake  City;  Harol 
Bowman,  Associate  Editor,  42  South  Fifth  Ea| 
Street,  Salt  Lake  City. 

Wyoming:  Francis  A.  Barrett,  M.D.,  ScienttJ 
Editor,  1616  E.  19th  St.,  Cheyenne;  Arthur 
Abbey,  Associate  Editor,  P O.  Box  2266,  Che| 
enne. 

Pauline  Woodworth,  Editorial  Assist 


Ownership  and  Sponsorship:  The  Rocky  Mountain  Medical  Journal  is 
owned  by  the  Colorado  Medical  Society  and  is  published  monthly  as  a 
nonprofit  enterprise  for  the  mutual  benefit  of  the  organizations  which 
jointly  sponsor  it.  It  is  published  under  the  direction  of  the  Board 
of  Trustees  of  the  Colorado  Medical  Society,  assisted  by  an  Editorial 
Board  representing  the  sponsoring  organizations.  It  is  the  Official 
Journal  of  the  Rocky  Mountain  Medical  Conference  and  those  medical 
societies  who  are  represented  on  the  Editorial  Board  listed  above. 


Advertising:  National  representative:  The  State  Medical  Journal  Al 
vertising  Bureau,  Inc.,  510  North  Dearborn  Street,  Chicago,  111.  6061T 
Subscription:  $5.00  per  year  in  advance,  postpaid  in  the  United  Statfl 
and  its  possessions;  single  copy  50tf  plus  postage.  Subscription  is  inclul 
ed  in  medical  society  dues  of  sponsoring  state  medical  organization^ 
Copyright:  This  Journal  is  copyright,  1965,  by  the  Colorado  Mediq 
Society.  Requests  for  permission  to  reproduce  anything  from 
columns  of  this  Journal  should  be  addressed  to  the  Journal  OfficeJ 


Second  class  postage  paid  at  Fulton,  Missouri 


MTZ  Nasai  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
somes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Fwo  sprays  quickly  relieve  itching  and  decongest 
:he  nasal  membranes  on  contact.  The  first  spray  of 
\iTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 

Hay  fever. . . 
a summer  hazard 

prescribe 
nIz  Nasal  Spray 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0 .1%,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20 ml.  and  in  bottles  of30ml.with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiamine),  and 
Zephiran  (brand  of  benzaikonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 


On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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iutazolidin 

and  of 

tenylbutazone 

1 

steoarthritis 


leigy 


erapeutic  effects 

lumber  of  investigators  report  improve- 
mt  in  about  75%  of  cases.  Relief  of  pain 
d stiffness  is  the  predominant  response, 
iquently,  there  is  also  a significant 
Drovement  in  function.  The  beneficial 
ects  of  the  drug  are  usually  seen  by  the 
rd  or  fourth  day  of  treatment. 

ere  is  general  agreement  that  milder 
ses  of  osteoarthritis  are  preferably 
ated  by  simple  analgesics.  In  many 
tients,  however,  this  mode  of  therapy 
Is  to  give  sufficient  relief.  Because  ster- 
Is  are  not  very  effective  in  this  form  of 
hritis,  phenylbutazone  affords  the  drug 
irapy  most  capable  of  relieving  the  more 
/ere  cases.  For  best  results,  it  is  recom- 
nded  that  treatment  with  phenylbutazone 
combined  with  physiotherapy  and  other 
propriate  supportive  measures. 

sage 

s initial  daily  dosage  in  adults  is  300-600 
i.  in  divided  daily  doses.  In  most  instances, 
) mg.  daily  is  sufficient  for  maximum 
irapeutic  response.  A trial  period  of  one 
ek  is  adequate  to  determine  the  effects 
the  drug;  if  there  is  no  improvement, 
■continue  the  drug.  When  improvement 
es  occur,  dosage  should  be  promptly 
creased  to  the  minimum  effective  level: 

5 should  not  exceed  400  mg.  daily,  and  is 
sn  achieved  with  only  100-200  mg.  daily. 

^cautions 

fore  prescribing,  the  physician  should 
tain  a detailed  history  and  perform  a 
Tiplete  physical  and  laboratory  examina- 
i,  including  a blood  count.  The  patient 
>uld  be  kept  under  close  supervision  and 


should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black 
ortarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action 
of  sulfonylurea  and  sulfonamide-type 
agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Side  effects 

The  most  common  side  effects  are  nausea, 
edema  and  drug  rash.  Infrequently,  agranu- 
locytosis, generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed 
to  the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  are  also  possible  side 
effects.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice,  and  several  cases 
of  anuria  and  hematuria.  With  long-term 
use,  reversible  thyroid  hyperplasia  may 
occur  infrequently. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation ; history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy; 


history  of  blood  dyscrasia.  Because  of  the 
increased  possibility  of  toxic  reactions,  the 
drug  should  not  be  given  when  the  patient 
cannof  be  seen  regularly,  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin®  alka 
are  contraindicated  in  patients  with 
glaucoma. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects  and 
contraindications  as  contained  in  the 
complete  prescribing  information. 

Butazolidin  alka 


Each  capsule  contains: 


Butazolidin,  brand  of 
phenylbutazone 

100  mq. 

dried  aluminum 

hydroxide  qel 

100  mq. 

magnesium  trisilicate 

150  mq. 

homatropine 

methylbromide 

1 .25  mq. 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 
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Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

BU-3143 


TUBERCUUNJINETEST 

(Rosenthal)  Lederle 


ideally  suited  for  routine  screening 


accurate-comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesicuiation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

9635-5 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety  and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 


Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES 

Cranbury,  N.J. 


CM-5761 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

the  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint— convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  nur  J 
ber  of  circumstances  can  unleash  it.  Keep  Atarax  | 
mind  for  all  your  emotionally  distressed  patients— fro' 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxie/i 


(hydroxyzine  HCI) Hi, 

m 


...  In  any  condition  where  tissue  depletion  of  the  watel 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic^ 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


e Fects  and  precautions:  The  transitory 
Wiess  which  may  occur  with  hydroxyzine 
l i ally  disappears  spontaneously  in  a few 
is  ith  continued  therapy,  or  is  correctable 
lie  ge  reduction.  Dryness  of  the  mouth  may 
st  i with  higher  doses.  Involuntary  motor 
iv  has  been  reported  in  hospitalized 
ie  ; on  higher  than  recommended  doses. 
|r*yzine  HCI  may  potentiate  CNS  depres- 
t$  larcotics  such  as  meperidine,  barbitu* 
is(  nd  anticoagulants.  In  conjunctive  use, 
O'  for  these  drugs  should  be  decreased. 
Oi  > drowsiness  may  occur,  patients  should 
ct  ioned  against  driving  a car  or  operat- 
ictigerous  machinery.  Parenteral  Solution 
Cc  ions  and  contraindications:  This  dosage 
t>  intended  only  for  I.M.  or  I.V.  adminis- 
ic  and  should  not,  under  any  circum- 
lc  be  injected  subcutaneously  or  infra- 
sr  ly.  When  the  usual  precautions  for  IJ\A. 
cl  t have  been  followed,  reports  of  soft 
ik  eactions  have  been  rare.  I.V.  adminis- 
ic  should  be  slow,  no  faster  than  25  mg. 
n ute,  and  should  not  exceed  100  mg.  in 
' s gle  dose.  Particular  care  should  be  used 
n:  e injection  only  into  intact  veins;  a few 
a :s  of  digital  gangrene  occurring  distal 
lh  injection  site  have  been  attributed  to 
d'  tent  intraarterial  injection  or  periarte- 
y ravasation,  both  of  which  should  be 
"it  I.  More  detailed  professional  informa* 
1 1 ailable  on  request. 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 


The  Public  Health  Services  Advisory  Committee 
on  Immunization  Practices  has  predicted  increased 
amounts  of  influenza  in  the  coming  season  ( 1 965- 
’66). 

The  committee  again  recommended  immunization 
for  persons  in  groups  who  experience  high  mor- 
tality from  epidemic  influenza.  Vaccination,  the 
committee  said,  should  begin  about  Sept.  1,  and 
ideally  be  completed  by  mid-December. 

“It  is  important  that  immunization  be  carried  out 
before  influenza  occurs  in  the  immediate  area  since 
there  is  a two-week  interval  before  the  development 
of  anti-bodies,”  the  committee  said. 

Groups  for  which  annual  immunization  were 
recommended: 

“(a)  Persons  at  all  ages  who  suffer  from  chronic 
debilitating  disease,  e.g.,  chronic  and  cardiovascular, 
pulmonary,  renal  or  metabolic  disorders;  in  partic- 
ular: 

“1.  Patients  with  rheumatic  heart  disease,  espe- 
cially those  with  mitral  stenosis. 

“2.  Patients  with  other  cardiovascular  disorders 
such  as  arteriosclerotic  heart  disease  and  hyperten- 
sion, especially  those  with  evidence  of  frank  or 
incipient  cardiac  insufficiency. 

“3.  Patients  with  chronic  bronchopulmonary  dis- 
ease, for  example,  chronic  asthma,  chronic  bron- 
chitis, bronchiectasis,  pulmonary  fibrosis,  pulmonary 
emphysema,  pulmonary  tuberculosis. 

“4.  Patients  with  diabetes  mellitus  and  Addison’s 
disease. 

“(b)  Persons  in  older  age  groups. 

“(c)  Pregnant  women. 

“(d)  Patients  residing  in  Nursing  Homes,  Chron- 
ic Disease  Hospitals,  and  other  such  environments 
should  be  considered  as  particular  risks  since  their 
more  crowded  living  arrangements  may  allow  for 
greater  spread  of  disease  once  an  outbreak  has  been 
established.” 

The  committee  reported  that  there  were  cases  of 
influenza  in  a majority  of  the  states  in  the  eastern 
two-thirds  of  the  country  during  last  season  (1964- 
65)  but  that  the  amount  of  the  disease  in  the  United 
States  as  a whole  was  limited.  There  was  no  major 
epidemic  anywhere  in  the  country  and  most  states 
in  the  far  west  were  unaffected. 

The  committee  said  that  Type  A influenza  viruses 
may  predominate  in  1965-’66  but  that  Type  B out- 
breaks also  could  be  expected. 

As  to  vaccine  efficacy,  the  committee  said: 

“Influenza  vaccine  has  consistently  shown  a sub- 
stantial protective  value  when  the  viruses  incorpo- 
rated in  the  vaccine  were  antigenically  similar  to 
those  causing  the  epidemic  disease.  Exceptions  to 
the  vaccines’  apparent  effectiveness  have  occurred 
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in  instances  when  the  prevalent  virus  underwent  a 
major  antigenic  shift  after  vaccines  had  been  formu- 
lated. Careful  study  goes  into  the  annual  design  and 
updating  of  the  composition  of  influenza  vaccines. 
The  final  selection  of  components  reflects  the  best 
judgment  regarding  a potent,  contemporary  vaccine. 

“That  influenza  vaccine  prevents  mortality  from 
influenza,  particularly  among  the  aged  and  chron- 
ically ill,  is  based  upon  inference.  It  is  presumed 
that  vaccine  protection  demonstrated  in  studies 
among  younger  persons  is  similar  among  the  aged 
and  chronically  ill,  the  group  at  particular  risk  of 
death  should  they  acquire  the  disease.  It  is  further 
assumed  that  such  protection  against  clinical  disease 
serves  to  protect  them  also  against  mortality  asso- 
ciated with  epidemic  influenza." 

* * * 

Congress  has  approved  legislation  imposing  stiff 
Federal  controls  on  the  manufacture  and  sale  of 
amphetamine  and  barbiturate  tablets. 

The  American  Medical  Association  supported  the 
legislation  which  was  aimed  at  curtailing  use  of  the 
drugs  as  “pep  pills”  and  “goof  balls.” 

In  requesting  the  legislation,  Food  and  Drug  Ad- 
ministration Commissioner  George  P.  Larrick  told 
Congress  that  half  of  the  nine  billion  amphetamines 
and  barbiturates  manufactured  annually  have  been 
sold  on  the  black  market  to  teen-agers,  truck  drivers 
and  persons  searching  for  a substitute  for  marijuana, 
heroin  or  cocaine. 

The  version  of  the  legislation  as  finally  approved 
left  it  up  to  the  Secretary  of  Health,  Education  and 
Welfare  whether  he  utilizes  an  advisory  committee 
before  deciding  whether  depressant  or  stimulant 
drugs  have  a bad  effect  on  a person’s  personality. 
The  AMA  had  recommended  that  this  provision  be 
mandatory. 

The  new  law  also  requires  detailed  bookkeeping 
on  the  drugs  by  manufacturers  and  wholesalers. 
Druggists’  sales  records  of  the  pills  must  be  open 
for  inspection  by  FDA  agents.  This  provision  aimed 
at  keeping  track  of  the  retail  distribution  of  the 
prescription  drug. 

The  record-keeping  and  inspection  provisions  will 
not  apply  to  licensed  physicians  with  respect  to 
drugs  received  and  used  in  the  course  of  their  prac- 
tice, unless  the  practitioner  regularly  engages  in  dis- 
pensing the  drug  to  his  patients  for  which  they  are 
charged,  either  separately  or  together  with  charges 
for  other  professional  services. 

In  its  reports,  the  House  and  Senate  committees 
stated  that  the  legislation  was  intended  “to  require' 
record-keeping  and  to  permit  inspection  in  the  case 
of  those  physicians  who  maintain  a supply  of  phar- 
maceuticals or  medicinals  in  their  offices  from  which 
they  compound  prescriptions  for  their  patients  for 
a fee.”  The  House  committee  report  contained  iden- 
tical language. 

The  new  law  also  provides  that  a prescription  for 
a depressant  or  stimulant  drug  cannot  be  filled  or 
refilled  more  than  six  months  after  its  date  of  issue, 
nor  can  such  a prescription  be  refilled  more  than 
five  times.  However,  a physician  can  renew  the  pre- 


scription either  in  writing  or  orally,  if  promptly  re- 
duced to  writing  and  filed  by  the  pharmacist  filling  it. 

* * * 

Congress  has  approved  legislation  to  require  a 
health  warning  on  all  cigaret  packages. 

The  compromise  legislation,  worked  out  by  House- 
Senate  conferees  last  week,  would  bar  any  similar 
warning  in  cigaret  advertising  for  four  years. 

The  warning  required  by  the  legislation  reads: 
“Caution:  cigaret  smoking  may  be  hazardous  to 
your  health.” 

The  new  law  leaves  to  the  manufacturer’s  dis- 
cretion the  exact  location  of  the  warning  but  says 
it  must  be  in  a conspicuous  place.  It  also  requires 
that  the  warning  must  appear  in  conspicuous  and 
legible  type  in  contrast  by  typography,  layout  or 
color  with  other  printed  matter  on  the  package. 

The  prohibition  against  any  action  by  any  govern- 
ment agency  in  regard  to  cigaret  advertising  applies 
most  directly  to  the  Federal  Trade  Commission. 

The  FTC  had  announced  plans  to  require  cigaret 
advertising  to  be  accompanied  by  a health  warning 
similar  to  that  which  the  legislation  requires  on 
the  package. 

If  no  further  legislation  is  passed  by  Congress  by 
July  1,  1969,  the  FTC  will  be  free  to  go  ahead  with 
its  advertising  proposal. 

During  the  next  four  years,  the  FTC  and  the  De- 
partment of  Flealth,  Education  and  Welfare  will 
submit  periodic  reports  to  Congress  on  whether  the 
package  label  has  any  effect  on  cigaret  consumption. 

The  congressional  decision  to  require  a health 
warning  on  cigaret  packages  stemmed  largely  from 
a report  by  the  U.  S.  Surgeon  General’s  office  which 
linked  smoking  to  lung  cancer  and  other  disease. 


Arizona  Medical  Association  Gives 
$10,000  to  UA  College  of  Medicine 

The  University  of  Arizona’s  College  of  Medicine 
has  received  a gift  of  $10,000  from  the  Arizona 
Medical  Association. 

The  gift  was  initiated  by  the  association’s  house 
of  delegates  and  authorized  by  its  board  of  direc- 
tors as  a donation  to  medical  education  in  Arizona, 
said  Charles  E.  Henderson,  MD,  association  secre- 
tary. 

In  accepting  the  gift  on  behalf  of  the  university, 
Merlin  K.  DuVal,  MD,  dean  of  the  UA  College  of 
Medicine,  said  “The  Arizona  Medical  Association 
has  distinguished  itself  by  its  active  participation  and 
effort  in  favor  of  the  establishment  of  a college  of 
medicine  in  our  state.  Its  members  deserve  much 
credit  for  their  assistance  to  educational,  state  gov- 
ernmental and  private  agencies  in  the  collective  de- 
liberations which  such  a step  involved.  This  addi- 
tional evidence  of  the  support  of  the  association  in 
its  college  of  medicine  is  a very  tangible  expression 
of  sincerity  and  continued  interest  which  the  asso- 
ciation has  in  our  college  of  medicine.” 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-kiiling  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


£ndo 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628.185  and  2,907,768 


Frontier  Airlines 
Jet-Power  580 
is  in  business... 


to  serve  your  business! 


A real  businessman’s  airplane.  America’s  fastest 
twin  jet-prop  airliner.  If  your  business  keeps  you  on  the 
move  across  Frontier’s  11  Rocky  Mountain  and 
Plains  states,  the  swift,  smooth  Jet-Power  580  helps 
you  cover  your  territory  better.  You’ll  shave  vital 
time  between  64  key  cities— centers  of  mining, 
construction,  manufacturing,  science  and  agriculture. 

Welcome  aboard  for  a satisfying  travel  experience. 
We  make  this  our  business. 

FRONTIER  AIRLINES 

Route  of  the  Jet-  Power  58 O's 


FRONTIER  FLIES  TO  DENVER  / EL  PASO  / PHOENIX  / TUCSON  / SALT  LAKE  CITV 

Kansas  city  / jackson  / GREAT  falls  / minot  / rapid  city  and  most  every  place  in  between t 


IF  YOU  COULD  BUT  SEE  PAIN 

If  you  could  see  pain  itself— not  merely  the  re- 
action to  pain— how  much  more  accurately  you 
could  appraise  it!  How  much  better  you  could 
note  the  effectiveness  with  which  codeine— in 
safe,  low  dosage— can  confer  full  codeine  bene- 
fits, when  its  action  is  potentiated  by  simple 
analgesics,  and  enhanced  by  phenobarbital! 

This  is  what  Phenaphen  with  Codeine  provides, 
to  enable  you  to  “get  the  best  out  of  codeine’’ 

PHENAPHEN' WrTH  CODEINE 

Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning:  may  be  habit  forming)  in  three  strengths:  Va  gr.  (Phenaphen 
No.  2);  Vz  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula:  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
{2Vz  gr.)  162.0  mg.;  Phenobarbital  (Va  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  0.031  mg. 


with  maximal  safety  from  the  risk  of  incurring 
codeine  side  effects.* •••••••••••• 

Contraindications:  Hypersensitivity  to  any  in- 
gredient. Precautions:  As  with  all  phenacetin- 
containing  products,  avoid  excessive  or  pro- 
longed use.  Side  effects:  Side  effects  are  un- 
common-nausea, constipation  and  drowsiness 
have  been  reported.  ••••••••••••• 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 


..nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DONNATAL * 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.3  6 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

* This  one  at  Oak  Creek,  Castle  Rock,  Arizona 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer5— selectively  include  only  the  therapeuti- 
cally desired  alkaloids  in  precisely  and  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.8 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders. . . in  peptic 
ulcer,16  functional  bowel  distress,1  gastroin- 
testinal spasm  and  discomfort,2  and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks,  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L„  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K.,  Balfour,  D.  C„  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
—well  over  5 billion  doses! 


Donnatal 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extent ab® 

0.1037  mg hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg. atropine  sulfate  0.0582  mg. 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg hyoscine  hydrobromide  0.0195  mg. 

16.2  mg.  (%  gr.)  phenobarbital  (%  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming.) 


Postgraduate  Education  Courses 
Sponsored  by 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

Nov.  22-24, 1965 

Sheraton  Hotel 

15th  Hahnemann  Symposium 
Cancer  Chemotherapy:  Basic  and  Clinical 
Applications 

Isadore  Brodsky,  MD,  Director 

Dec.  8-10, 1965 

Sheraton  Hotel 

A Hahnemann  Symposium 

New  Concepts  in  Gynecological  Oncology 

George  C.  Lewis,  MD,  Director 

April  20-23, 1966 
Marriott  Motor  Hotel 
1 6th  Hahnemann  Symposium 
Arterial  Occlusive  Disease 
Albert  N.  Brest,  MD,  Director 

December,  1966 
Sheraton  Hotel 

17th  Hahnemann  Symposium 
Nutritional  Dysfunction 
Donald  Berkowitz,  MD,  Director 

Medical  Society  of  the  United  States 
and  Mexico 

The  10th  Annual  Meeting  of  the  Medical  Society 
of  the  United  States  and  Mexico  will  be  held  No- 
vember 18-20,  1965  at  Hermosillo,  Mexico. 

For  further  information,  write:  James  Nauman, 
MD,  1603  N.  Tucson  Blvd.,  Tucson,  Arizona. 

University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute 

“Cancer  of  the  Gastrointestinal  Tract”  will  be 
the  subject  of  the  Tenth  Annual  Clinical  Conference 
to  be  held  at  The  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston,  Texas, 
on  November  5 and  6,  1965.  Outstanding  scientists 
and  physicians  from  institutions  throughout  the 
United  States  will  join  staff  members  from  The  Uni- 
versity of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  in  presenting  the  most  current  in- 
formation on  diagnostic  procedures  and  treatment 
for  tumors  of  the  liver  and  pancreas,  cancer  of 
the  stomach  and  small  bowel,  and  carcinoma  of  the 
colon  and  rectum.  Co-sponsor  of  the  conference  is 
the  Division  of  Continuing  Education  of  The  Uni- 
versity of  Texas  Graduate  School  of  Biomedical 
Sciences  at  Houston. 


Southwestern  Medical  Association 

The  47th  Annual  Meeting  of  the  Southwestern 
Medical  Association  will  be  held  at  the  Sheraton 
Motor  Inn,  El  Paso,  Texas,  November  4-6,  1965. 
Secretary:  Dr.  Sol  Heinemann,  310  N.  Stanton,  El 
Paso,  Texas. 

Otolaryngologic  Allergy 

The  first  course  of  instruction  in  Otolaryngologic 
Allergy  to  be  sponsored  by  a Medical  School  was 
presented  at  the  University  of  Tennessee  College 
of  Medicine,  Memphis,  Tennessee,  March  18-20, 

1965.  Dr.  Sam  H.  Sanders,  Chairman  of  the  De- 
partment of  Otolaryngology  of  The  University  of 
Tennessee  is  the  Director  of  the  Course  which  is 
under  the  auspices  of  the  Department  of  Continuing 
Education  of  the  University. 

This  intensive  three-day  Seminar  dwelt  upon  the 
fundamentals  of  Allergy  as  it  is  related  to  Oto- 
laryngology. Supplementing  the  Round  Table  dis- 
cussions and  demonstrations  of  technics,  more  formal 
lectures  were  presented  upon  various  subjects  of 
prime  importance  in  the  relation  of  Allergy  to 
Otolaryngology. 

Other  physicians  assisting  Dr.  Sanders  in  the 
presentation  of  the  Course  were  Doctors  D.  Eugene 
Cowen,  Denver,  Colorado;  Kenneth  L.  Craft,  In- 
dianapolis, Indiana;  Carleton  H.  Lee,  St.  Joseph,  Mis- 
souri; and  Sylvester  C.  Missal,  Cleveland,  Ohio. 

It  was  announced  that  the  next  Course  will  be 
presented  at  the  University  of  Tennessee  in  March, 

1966.  It  will  be  extended  to  cover  a period  of  five 
days. 

Kenneth  L.  Craft,  MD 
1002  Hume  Mansur  Building 
Indianapolis,  Indiana 

Symposium  on  Suicide 

The  George  Washington  University  School  of 
Medicine  will  conduct  a symposium  on  suicide — 
its  nature,  causes  and  prevention — on  October  14, 
1965,  in  the  Lisner  Auditorium  in  Washington,  D.  C. 
It  will  be  one  of  the  few  major  scientific  meetings 
ever  devoted  exclusively  to  this  national  health 
problem. 

For  information,  write  Leon  Yochelson,  MD, 
Dept,  of  Psychiatry,  George  Washington  University 
School  of  Medicine,  901 — 23rd  St.,  NW,  Washing- 
ton, D.C.  20037. 

American  Academy  of  Orthopaedic 
Surgeons 

The  Committee  on  Injuries  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons  will  hold  the  Second 
Postgraduate  Course  on  Fractures  and  other  Injuries 
at  the  Riviera  Motel,  Atlanta,  Georgia  on  October 
11,  12,  13,  and  14,  1965.  The  program  has  been 
arranged  by  an  Atlanta  Committee  under  the  Chair- 
manship of  Dr.  Wood  Lovell.  The  distinguished  out 
of  town  faculty  will  consist  of  14  outstanding  teach- 
ers, and  20  surgeons  from  the  Medical  Schools  of 
Georgia  will  take  part. 
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American  Academy  of  Pediatrics 

The  American  Academy  of  Pediatrics  will  hold 
its  34th  annual  meeting  Oct.  23-28,  1965  at  the 
Palmer  House,  Chicago. 

Some  3,000  pediatricians  are  expected  to  attend 
the  meeting,  which  will  include  seminars,  round 
table  discussions,  general  sessions,  a film  program, 
and  scientific  and  technical  exhibits. 

The  Academy  is  the  Pan-American  association  of 
physicians  certified  in  the  care  of  infants,  children 
and  adolescents.  It  has  nearly  8,900  members  in 
the  U.  S.,  Canada,  and  Latin  America.  Its  head- 
quarters are  at  Evanston,  111. 

General  session  panels  and  symposiums  will  deal 
with  carbohydrate  metabolism;  teenagers;  recent 
epidemics  (including  encephalitis  and  rubella); 
bases  of  child  development;  recent  and  exciting  de- 
velopments in  pediatrics,  and  antimicrobial  agents. 

Interested  physicians  may  write  to  the  American 
Academy  of  Pediatrics,  1801  Hinman  Avenue, 
Evanston,  Illinois  60204,  for  a preliminary  program 
and  housing  and  registration  forms. 

American  College  of  Physicians 

The  Third  Fall  Meeting  of  the  American  College 
of  Physicians  (ACP)  will  be  held  October  7-9,  1965 
at  the  Deauville  Hotel  in  Miami  Beach,  Fla.  It  will  be 
the  second  major  scientific  meeting  this  year  for  the 
50-year-old  medical  specialty  society. 

The  three-day  program  will  feature  three  major 
lectures,  28  clinical  papers,  27  presentations  on 
basic  science  and  clinical  investigations  and  four 
symposia  on  problems  of  importance  to  practicing 
physicians. 

The  ACP’s  Fall  Meeting  will  be  open  to  members, 
students,  interns  and  residents  without  charge  and 
to  non-member  physicians  upon  payment  of  a $25.00 
registration  fee. 

Information  on  the  meeting  can  be  obtained  from 
Edward  C.  Rosenow,  Jr.,  MD,  Executive  Director, 
American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 

Instrument  Symposium  and  Research 
Equipment  Exhibit 

Plans  have  been  completed  for  the  15th  Annual 
Instrument  Symposium  and  Research  Equipment 
Exhibit  to  be  held  October  4-7,  1965  at  the  National 
Institutes  of  Health,  located  at  Bethesda,  Maryland. 

More  than  45  scientists  of  national  and  interna- 
tional repute  will  discuss  recent  developments  in  re- 
search methods  and  instrumentation  in  the  sym- 
posium. The  concurrent  exhibit  will  display  the  latest 
products  of  76  of  the  nation’s  leading  manufacturers 
of  research  equipment. 

All  persons  with  an  interest  in  research  instru- 
mentation are  invited  to  attend  the  symposium  and 
exhibit. 

For  additional  information,  write  or  call  James  B. 
Davis,  National  Institutes  of  Health,  Public  Health 
Service,  Bethesda,  Maryland  20014.  Phone  301- 
496-2315. 


Psychosomatic  Medicine 

The  annual  meeting  of  the  Academy  of  Psychoso- 
matic Medicine  will  be  held  in  Chicago,  Oct.  11-13, 
1965. 

Since  these  sessions  will  overlap  with  those  of 
the  American  Society  of  Clinical  Hypnosis,  the 
two  groups  will  hold  a joint  morning  meeting  and 
luncheon  on  Oct.  11. 

Radiology 

The  27th  Midsummer  Radiological  Conference  of 
the  Rocky  Mountain  Radiological  Society  will  be 
held  August  19,  20  and  21,  1965  at  the  Brown  Palace 
Hotel  in  Denver. 

American  College  of  Nutrition 

The  annual  scientific  meeting  of  the  American 
College  of  Nutrition  will  be  held  at  the  Americana 
Hotel  in  New  York  City  on  Sunday,  October  10, 
1965,  at  10  a.m.  For  further  information,  please 
contact  Robert  A.  Peterman,  MD,  FACN,  Sec- 
retary, 3 Craig  Court,  Totowa  Borough,  New  Jersey 
07512. 

Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1965 
will  be  held  October  30  through  November  5,  in 
the  new  Illinois  Eye  and  Ear  Infirmary  at  the  Medi- 
cal Center,  Chicago.  The  Department  of  Otolaryn- 
gology of  the  University  of  Illinois  College  of  Medi- 
cine offers  a condensed  postgraduate  basic  and  clini- 
cal program  for  practicing  otolaryngologists  under 
the  direction  of  Doctor  Emanuel  M.  Skolnik.  It  is 
designed  to  bring  to  specialists  current  information 
in  medical  and  surgical  otorhinolaryngology. 

Interested  physicians  should  direct  communications 
to:  Department  of  Otolaryngology,  College  of  Medi- 
cine of  the  University  of  Illinois  at  the  Medical 
Center,  Chicago,  P.  O.  Box  6998,  Chicago,  Illinois 
60680. 

Postgraduate  Gastroenterology 

The  Annual  Course  in  Postgraduate  Gastroenterol- 
ogy of  the  American  College  of  Gastroenterology  will 
be  given  at  the  Americana  Hotel  in  Bal  Harbour, 
Fla.,  October  28,  29,  30,  1965. 

The  faculty  for  the  Course  will  be  drawn  from  the 
Medical  Schools  in  and  around  Florida.  The  subject 
matter  to  be  covered,  from  the  medical  as  well  as 
the  surgical  viewpoint,  will  be  essentially  the  diag- 
nosis and  treatment  of  gastrointestinal  diseases  and 
comprehensive  discussions  of  diseases  of  the  esopha- 
gus, stomach,  pancreas,  spleen,  liver  and  gallbladder, 
colon  and  rectum.  A clinical  session  will  be  held  at 
the  Mt.  Sinai  Hospital  in  addition  to  the  several 
individual  papers  to  be  presented. 

For  further  information  and  enrollment,  write  to 
the  American  College  of  Gastroenterology,  33  West 
60th  Street,  New  York,  N.Y.  10023. 


for  August,  1965 
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University  of  Colorado  School  of  Medicine 
Postgraduate  Calendar— 1965 

August  2-6  (Estes  Park,  Colo.) 

Pediatrics 

August  9-13  (Estes  Park,  Colo.) 

Internal  Medicine 

August  16-20  (Estes  Park,  Colo.) 

Medical  Audiology  Workshop 

October  11-13  (Estes  Park,  Colo.) 

(Rescheduled  dates) 

The  Hospital  Medical  Staff  Conference 

October  14-16  (Estes  Park,  Colo.) 

(Rescheduled  dates) 

Conference  on  Medical  Education  in  the 
Hospital 

November  1-5  (ACP  Course) 

Psychiatry  for  the  Internist 

November  10-12 

Fractures  and  Joint  Injuries 

December  6-7 

Symposium  on  Menstrual  Mechanisms 


Epilepsy 

The  17th  Annual  Western  Institute  on  Epilepsy 
is  scheduled  to  be  held  in  the  Kona  Kai  Club, 
Shelter  Island,  San  Diego,  California,  November  11 
through  13,  1965.  Registration  fee  will  be  $10.  Ad- 
ditional information  may  be  obtained  by  writing 
Manuel  Barba,  MD,  San  Diego  County  Epilepsy 
Society,  1612  30th  St.,  San  Diego,  Calif.  92102. 


Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 

edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Swartz,  C.,  et  a!.:  Circulation 
28:1042,1963. 


0 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3515 


“You’re  not  looking  well,  doctor,  are  you  getting 
enough  rest,  eating  the  proper  food?” 
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ygrotorr 

ind  of  chlorthalidone 


In  terms  of  sodium  excretion,  2 tablets  of  Hygroton, 
brand  of  chlorthalidone,  are  significantly  more 
potent  than  4 tablets  of  chlorothiazide,  and  also 
more  potent-though  not  significantly-than  4 
tablets  of  hydrochlorothiazide."  Thus,  tablet  for 
tablet,  you  can  expect  more  from  Hygroton,  brand 
of  chlorthalidone.  Especially  since  it  acts  for  up 
to  72  hours.  You  can  prescribe  fewer  tablets  at 
wider  intervals  than  with  any  other  diuretic.  _ 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  th< 
gamut  of  home  remedies  without  success 
pieasant-tasting  cremomycin  can  answe 
the  call  for  help.  It  can  be  counted  on  ti 
consolidate  fluid  stools,  soothe  intestine 
inflammation,  inhibit  enteric  pathogens 
and  detoxify  putrefactive  materials  — usi 
ally  within  a few  hours. 


cremomycin  combines  the  bacteriostati 
agents,  succinylsuifathiazole  and  neom} 
cin,  with  the  adsorbent  and  protective  dr 
mulcents,  kaolin  and  pectin,  for  comprr 
hensive  control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaolin 


Withhold  if  diverticulosis  is  present  or  suspected 

require1 


Precautions:  Sulfonamide:  Continued  use  require 
supplementary  administration  of  thiamine  and  vita 


your  for 
Cremomycin 
can  provide  relief 


where  today’s  theory  is  tomorrow’s  therapy 


nin  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ** 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Grm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

©MERCK  SHARP  &DQHME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fiuphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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Donnagel@controls  both  diarrhea  and  cramping  in  children 

Where  there's  diarrhea  you  often  find  painful  G-l  spasm.  But  a preparation 
containing  only  kaolin  and  pectin  has  "little  or  no  effect  on  cramps  simply 
because  it  does  not  include  an  agent  with  antispasmodic  action."1  Donnagel 
relieves  both  diarrhea  and  cramping  because  it  contains  the  classic  proportion 
of  the  belladonna  alkaloids  (as  in  Donnatal®)  plus  kaolin  and  pectin.  In 
Blanchard's  successful  pediatric  study,2  he  attributes  the  outstanding  results 
largely  to  Donnagel's  antispasmodic  properties.  Available  on  your  recom- 
mendation or  Rx.  Also  available:  Donnagel-PG  (with  paregoric  equivalent) 
and  Donnagel  with  Neomycin  in  6-oz.  bottles.  See  product  literature  before 
prescribing. 

Each  30  cc.  contains:  Kaolin,  6.0  Hyoscine  hydrobromide,  0.0065  references:  1.  Winfield,  I.  W.: 

Cm.;  Pectin,  142.8  mg.;  Hyos-  mg.;  Sodium  benzoate  (preserv-  Am.  J.  Gastroent.,  31:438,  1959. 

cyamine  sulfate,  0.1037  mg.;  ative),  60  mg.;  Alcohol,  3.8  per  2.  Blanchard,  K.:  Rocky  Mt. 

Atropine  sulfate,  0.0194  mg.;  cent.  Med.  J.,  54:527,  1957. 


new  4-ounce  plastic  bottle 


■ 


A.  H.  Robins  Gomoanv.  Inc.  Richmond.  Virginia  2322.0, 


Robitussin  is  glyceryl  guaiacoiate- 

long  recognized  as  a superior  expectorant  agent. 

It  produces  an  intense,  prolonged  increase  in 
Respiratory  Tract  Fluid  volume.*  Increased  R.T.F . 
improves  the  action  of  bronchial  and  tracheal  cilia, 
thins  mucus,  and  lubricates  the  bronchial  lumen 
to  help  the  cough  remove  its  cause. 

Acceptance  of  Robitussin  by  infants  and 
older  children  has  been  outstanding. 

for  your  recommendation  or  prescription 

Robitussin  is  available  in  the  4-ounce  bottle  at 
pharmacies  only,  on  your  prescription 
and  / or  recommendation. 


ROBITUSSIN® 

Each  5 cc.  tsp.  contains: 

Glyceryl  guaiacolate  100  mg. 

ROBITUSSIN®  A-C 
Robitussin  with 
antihistamine  and  codeine 

Each  5 cc.  tsp.  contains: 

Glyceryl  guaiacolate  100  mg. 
Pheniramine  maleate  7.5  mg. 
Codeine  phosphate  10.0  mg. 
(warning:  may  be  habit  forming) 
(exempt  narcotic) 

See  product  literature  for 
prescribing  information. 


Robitussi 


lor  coughs 
in  cfiildreigflHA 
and  adults^HP*1 


4 

fluid  oum 


Boyd,  E.M.,  and  Ronan,  A.K.:  Am.  J.  Physiol.,  135:383,  1942. 


A.  H.  ROBINS  COMPANY,  INCORPORATED  | RICHMOND,  VIRGINIA 


Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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July  12,  1965 

To  the  Editor: 

I have  read  Mr.  Abbey’s  contribution  to  the  Edi- 
torial Section  of  the  Wyoming  Edition  of  the  Rocky 
Mountain  Medical  Journal  several  times. 

Having  done  so  I feel  obliged  to  speak  out.  I 
should  make  it  clear  that  my  criticism  is  directed 
toward  Mr.  Abbey  only  as  the  author  of  an  editorial 
with  which  I disagree.  Nothing  more  personal  is 
intended  or  implied.  Certainly  Mr.  Abbey  is  en- 
titled to  express  his  personal  opinion  in  your  edi- 
torial pages,  but  your  readers  should  know  that  this 
is  Mr.  Abbey’s  personal  opinion  and  does  not  neces- 
sarily reflect  the  feelings  or  sentiments  of  the  mem- 
bers of  the  Wyoming  State  Medical  Society. 

It  would  have  been  more  appropriate  if  the  author 
of  this  editorial  had  signed  his  name  as  “Director  of 
Wyoming  Medical  Service”  (Blue  Cross-Blue  Shield), 
which  office  he  also  holds,  rather  than  as  “Executive 
Secretary  of  the  Wyoming  State  Medical  Society.” 

The  National  Blue  Cross  organization  did  not  sup- 
port the  medical  profession  in  its  battle  with  the 
bureaucrats  responsible  for  this  medical  legislation 
and  Blue  Cross  appears  to  be  anxious  to  be  appointed 
fiscal  administrator  of  the  program  when  it  appears. 

I cannot  accept  the  threat  contained  in  the  edi- 
torial that  the  physician  had  better  do  a good  job 
and  make  “Medicare”  work  or  the  “government” 
will  punish  him — and  rightly  so! 

“Physician,  the  care  you  exercise  may  be  the  pro- 
gram you  deserve.”  Indeed! 

As  a urologist  whose  practice  consists  largely  of 
“aged  sick”  I resent  the  implication  expressed  in 
this  editorial  that  I have  not  presently  been  caring 
for  my  patients  to  the  best  of  my  ability,  and  in  an 
ethical  and  moral  manner. 

Unfortunately,  even  an  act  of  Congress  cannot 
make  me  a better  physician  under  the  medicare 
program  than  I was  previously. 

The  great  majority  of  us  will  continue  caring  for 
our  patients  as  efficiently  and  conscientiously  as  pos- 
sible under  Medicare.  You  must  be  more  lenient 
with  us,  Mr.  Abbey,  if  we  do  not  consider  this  form 
of  socialized  medicine  being  rammed  down  our 
throats  as  a great  favor.  From  its  conception  this 
pseudo-gift  to  the  public  by  the  Washington  politi- 
cians was  written  without  the  advice  or  support  of 
the  medical  profession  and  yet  the  physician  is  now 
expected  to  make  it  work. 

If  the  medicare  program  does  not  live  up  to  what 


the  “aged  sick”  have  been  led  to  expect  might  it  not 
possibly  be  because  of  basic  faults  in  this  type  of 
legislation? 

Why  not  write  adequate  controls  for  over-utiliza- 
tion, etc.,  into  the  law  and  make  the  “government 
experts”  in  this  field  responsible  for  its  successful 
administration  rather  than  thrust  this  responsibility 
on  the  medical  profession? 

Norman  R.  Black,  MD 
Cheyenne 


July  13,  1965 

To  the  Editor: 

I am  appreciative  of  this  opportunity  to  clarify  my 
views  as  expressed  in  the  editorial  “Medicare’s  Chal- 
lenge.” It  is  clear  that  there  has  been  serious  mis- 
understanding and  I thank  Dr.  Black  for  his  con- 
structive criticism. 

There  was  no  intent  on  my  part  to  impugn  the  in- 
tegrity of  the  medical  profession  nor  to  demean  its 
past  record  of  quality  medical  care.  Because  such  an 
intent  was  interpreted,  I quickly  offer  my  apology. 
On  the  contrary,  my  life  has  been  devoted  to  the  sup- 
port of  medicine  and  my  closest  friends  are  doctors. 

The  purpose  of  my  poorly  worded  editorial  was 
to  propose  that  American  Medicine  take  not  only 
an  active  but  a controlling  role  in  Medicare.  The 
doctors  alone  can  continue  to  render  excellent  ser- 
vice and  prevent  abuse.  They  alone  can  grasp  this 
opportunity  to  prevent  the  complete  socialization  of 
medicine. 

Arthur  Abbey, 

Executive  Secretary,  WSMS 


To  our  Wyoming  Editors:* 

Congratulations  on  the  splendid  cooperation  you 
gave  in  publication  of  the  special  Wyoming  issue.  I 
personally  was  much  impressed  with  the  display  of 
support  shown  by  the  special  ads  for  this  issue,  the 
line  message  from  Governor  Hansen,  and  the  many 
excellent  editorials  and  scientific  articles. 

It  is  my  hope  that  the  other  states  participating  in 
our  Rocky  Mountain  Medical  Journal  will  be  in- 
spired by  this  innovation  for  our  Journal  and  that 
we  may  look  forward  to  another  special  Wyoming 
issue  in  1966. 

Samuel  B.  Childs,  MD 
President,  Colorado  Medical  Society 

* Francis  A.  Barrett,  MD,  Scientific  Editor  and  Mr.  Arthur 
R.  Abbey,  Associate  Editor. 


A general  hospital  employs  241  persons  to 
care  for  every  100  patients.  In  1946,  the  ratio 
was  148  employees  for  every  100  patients. 
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After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B, 2 Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder" jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Keeping  an  eye  on  the  scales  may  be  an  avoca- 
tion with  some  people,  but  it  is  a full-time  occu- 
pation for  Lilly  employees  who  determine  the 
weight  of  filled  tubes  of  medication.  First,  a 
random  sampling  of  empty  tubes  is  taken,  and 
the  average  weight  is  calculated.  Then,  the 
amount  of  ingredient  is  added  to  this  figure  to 
determine  the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample— -about  one  out  of  every 


four  hundred— is  weighed  and  checked  against 
the  standard.  The  weights  are  plotted  on  a 
graph.  A variation  of  three  consecutive  points 
in  either  direction  indicates  a trend ^away  from 
the  standard,  and  the  machine  is  adjusted.  Tol- 
erances axe  kept  to  less  than  5 percent.  An  extra 
step  . . . but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  assure 
the  highest  quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana 


End  of  an  Era 


1 he  Rocky  Mountain  Medical  Journal  of 
July,  1954,  published  an  editorial  at  the  close  of 
his  first  “Quarter  Century  of  Service.”  At  that 
time — which  seems  but  yesterday — we  had  no 
thought  that  Harvey  Sethman  would  not  go  on 

forever.  But  now,  within 
less  than  half  the  second 
quarter  century,  he  re- 
tires and  a second  acco- 
lade is  hereby  cast.  There 
is  one  good  thing  about  it:  Harvey  is  alive,  very 
much  so,  to  receive  our  tribute.  It  is  said  that 
characters  are  the  people  who  make  life  worth 
living  and  history  worth  recording.  They  are 
unique  and  not  forgotten.  One  of  our  characters 
has  spent  more  than  a productive  life  with  dis- 
tinguished contributions  to  more  than  a genera- 
tion of  progress.  An  era  in  the  history  of  a great 
profession  is  passing;  we  will  review  it — briefly, 
“because  of  space  limitations.” 

He  has  served  our  profession  at  every  level, 
county  through  national,  continuously  for  thirty- 
six  years  and  now  as  the  nation’s  senior  state  med- 
ical society  executive.  An  excellent  foundation  for 
the  responsibilities  consisted  of  education  at  the 
University  of  Colorado  (later  to  award  him  the 
University  Recognition  Medal  presented  to  per- 
sons “who  have  rendered  distinguished  service  to 
tire  Commonwealth  of  Colorado  in  art,  literature, 
science,  or  public  life”).  This  was  followed  by 
work  as  a reporter  and  sub-editor  with  the  Rocky 
Mountain  News  from  1920  until  1929,  the  last 
four  years  as  a political  writer.  Employed  by  the 
Colorado  Medical  Society  as  its  Executive  Secre- 
tary starting  June  1,  1929,  Mr.  Sethman  was  as- 
signed by  way  of  indoctrination  for  study  at  AMA 
headquarters  and  in  medical  society  offices  which 
had  pioneered  in  employing  full-time  lay  execu- 
tive secretaries — Wisconsin,  Indiana,  Ohio,  Penn- 
sylvania, and  Missouri.  Thus  he  returned  pre- 
pared to  meet  the  challenge  of  a growing  field  in 
the  West  and  to  grow  up  with  it,  indeed  a call  to 
service.  It  was  an  opportunity  for  him  as  well  as 
for  us,  and  it  was  pursued  with  energy  which 
never  quit! 

Milestones,  achievements,  honors  and  citations 
along  the  way  are  too  numerous  to  mention  in 


these  columns  unless  they  were  put  in  table  form. 
However,  outlines  and  tables  are  deadly  enough 
in  the  scientific  section  and  too  cold  for  the 
warmth  herein  implied.  To  mention  briefly  but  a 
few:  the  only  lay  member  (and  its  President  for 
two  years)  of  the  oldest  medical  club  in  Denver; 
the  second  Secretary-Treasurer  of  the  Conference 
of  Presidents  and  other  officers  of  State  Medical 
Associations;  member  and  Past  President  of  the 
Medical  Societies  Executive  Conference;  recipient 
of  a Congressional  Selective  Service  Medal  for 
helping  organize  the  Procurement  and  Assignment 
service  for  physicians  in  Colorado  during  1940,  as 
Secretary  for  it  and  the  Medical  Advisory  Board 
for  the  Selective  Service  System;  Captain  to  Lt. 
Colonel  in  the  Medical  Administrative  Corps  dur- 
ing World  War  II;  membership  in  the  Public  Re- 
lations Society  of  America,  nominated  by  execu- 
tives of  the  AMA  and  an  honor  held  by  no  more 
than  a handful  of  medical  executives.  Mr. 
Sethman’s  ability  to  plan  and  organize  progressive 
medical  society  activities,  committee  structures, 
rewriting  constitutions  and  by-laws  has  been  rec- 
ognized and  utilized  nationally  many  times.  Other 
states  have  copied  or  adopted  Colorado’s  Board 
of  Supervisors  system  and  other  projects.  From 


Dr.  Dale  M.  Atkins  presents  the  Distinguished  Service 
Award  of  the  University  of  Colorado  Board  of 
Regents  to  Mr.  Harvey  T.  Sethman,  right,  retiring 
executive  secretary  of  the  Colorado  Medical  Society, 
for  his  "long  and  dedicated  service  and  his  many 
contributions  to  the  advancement  of  the  medical 
profession  in  Colorado  and  the  nation." 


1940,  he  has  spoken  widely  and  well  upon  mod- 
ernization and  promotion  of  better  public  rela- 
tions. His,  the  voice  of  experience,  has  been  heard 
but  too  often  not  heeded.  He  was  the  first  chair- 
man of  the  AMA  Public  Relations  Advisory  Com- 
mittee, appointed  by  their  Board  of  Trustees. 
Since  the  war,  he  and  Dr.  Bradford  Murphey  have 
been  the  Colorado  delegates  to  the  United  Public 
Health  League  which  was  formed  of  eleven  Rocky 
Mountain  and  western  states  to  open  an  office  in 
Washington,  D.  C.  and  active  until  the  AMA 
Washington  office  was  established. 

We  are  all  familiar  with  the  imagination  and 
hard  work  behind  the  growth  and  modernization 
of  our  Rocky  Mountain  Medical  Journal.  Origi- 
nally “Colorado  Medicine,”  Wyoming  joined  it  in 
1926,  Utah  in  1937,  New  Mexico  in  1944,  Mon- 
tana in  1947,  Nevada  in  1959.  The  name  was 
changed  beginning  in  January,  1938,  and  much 
of  its  growth  is  attributed  to  the  Rocky  Mountain 
Medical  Conference.  This  biennial  interstate  meet- 
ing was  founded  by  Dr.  George  Lingenfelter  with 
Mr.  Sethman’s  help  in  1935.  It  started  with  Colo- 
rado, Wyoming  and  Utah;  New  Mexico  joined  it 
in  1939,  Montana  in  1941,  Nevada  in  1961, 
and  Idaho  in  1963.  Thus  its  membership  includes 
all  of  the  states  participating  in  the  Journal. 
Throughout  our  Journal’s  growth  and  attainment 
of  national  recognition,  Mr.  Sethman  has  been 
its  Managing  Editor.  Also,  as  an  author,  he  has 
written  some  forty  articles  for  various  medical 
journals  on  medical-socio-economic  subjects  and 
has  gained  recognition  as  a speaker  before  meet- 
ings of  many  state  and  regional  medical  societies. 
During  the  last  decade  of  service  to  our  profes- 
sion, Mr.  Sethman  has  been  a special  consultant 
to  the  AMA  Committee  to  Establish  Guides  for 
Medical  Grievance  Committees.  For  twelve  years 
he  has  served  on  the  Board  of  Directors  of  the 


Denver  Area  Better  Business  Bureau  as  a good 
citizen  of  broad  interest  and  responsibilities. 

Retirement  of  medical  colleagues  is  not  a pretty 
picture.  Old  timers  among  us  can  count  on  the 
fingers  of  one  hand  what  we  might  term  successful 
retirements.  Too  often  physicians  then  age  rapidly, 
become  sick  and  die.  They  forget  how  to  live, 
and  are  too  dedicated  to  their  profession  to  carry 
on  without  it.  However,  this  trait  fortunately 
is  not  contagious  and  we  don’t  anticipate  the 
complete  loss  of  “Mr.  Rocky  Mountain  Medi- 
cine” for  many  years.  He  is  a versatile  man  of 
varied  dedications — to  a lovely  wife  plus  three 
daughters  married  to  three  good  men,  and  eleven 
(yes,  eleven)  grandchildren.  Then  there  are  the 
minor  activities  such  as  expertly  piloting  a car  in 
tip-top  shape  or  overhauling  the  basement  (his 
“dog  house”)  and  its  unique  and  colorful  bar  in 
the  family  home,  superb  photography,  and  hosting 
many  loyal  friends.  Count  us  in,  Harvey,  and 
don’t  forget  to  keep  in  touch.  We  know  you’11 
come  running  when  we  yell  for  help! 

All  good  things  must  come  to  an  end  and,  at  last, 
there  must  be  a changing  of  the  guard.  Harvey’s 
position  and  responsibilities  will  be  carried  forth 
by  Don  Derry,  his  assistant  for  the  past  six 
years.  Don  is  aware  of  the  fact  that  his  challenge 
is  as  great  as  when  the  position  was  created  in 
1929 — possibly  greater  in  that  he  follows  a strong 
man  of  national  stature.  However,  the  foundation 
upon  which  he  will  build  is  substantial  and  true. 
We  believe  that  our  faith  in  him  is  justified,  and 
he  takes  over  with  the  confidence  and  support  of 
the  profession  in  six  states.  Though  the  West  has 
been  won,  it  is  not  through  growing.  The  next 
quarter  century,  and  more,  is  destined  to  maintain 
its  pace  and  Don  will  perpetuate  the  distinguished 
national  image  of  medicine  in  the  Rocky  Moun- 
tain region. 
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The  use  of  progestational 


agents  in  pregnancy* 


Willard  M.  Allen,  MD,  St.  Louis,  Missouri 


There  are  many  approaches  to  the  treat- 
ment of  habitual  abortion.  This  paper 
presents  a logical  method  substantiated 
by  a convincing  clinical  study. 

The  advent  of  the  newer  progestational  agents 
has  raised  again  the  question  of  the  presumed 
value  of  progesterone  and  related  compounds  in 
complications  of  pregnancy,  such  as  threatened 
abortion,  habitual  abortion  and  premature  labor. 
The  physician  today  is  confronted  with  a decision 
as  to  which  one  of  the  many  compounds  should 
be  used  and  with  the  question  of  safety  as  well  as 
effectiveness.  Some  physicians  are  therapeutic 
nihilists,  others  are  enthusiasts  for  hormone  ther- 
apy, others  for  psychotherapy  and  still  others  for 
vitamin  therapy.  With  such  divergent  methods  of 
treating  these  conditions  it  seems  evident  that  no 
uniformly  satisfactory  method  has  been  reached. 

There  is  little  disagreement  regarding  the  need 
for  some  method  for  preventing  premature  labor. 
Prematurity  takes  a dreadful  toll  among  newborn 
infants.  If  the  premature  survives  there  is  apt  to 
be  great  expense  in  the  raising  of  the  premature 
in  addition  to  the  apprehension  concerning  the 
future  health  of  the  child.  A whole  specialty  has 
been  developed  by  the  Pediatricians  to  care  for 
these  tiny  newborns,  yet  preciously  little  has  been 
accomplished  as  yet  to  prevent  the  premature 
birth  of  babies,  the  majority  of  which  are  surely 
normal  babies  who  would  have  had  a much  better 


* Presented  at  61st  Annual  Meeting  of  the  Wyoming  State 
Medical  Society,  Sept.  1964.  From  the  Department  of  Obstet- 
rics and  Gynecology,  Washington  University  School  of  Med- 
icine, St.  Louis,  Mo. 


chance  for  life  had  they  been  born  at  or  near 
term. 

The  problem  of  early  abortion  is  equally  chal- 
lenging although  not  quite  so  devastating  to  the 
family  as  premature  labor.  Habitual  abortion,  on 
the  other  hand,  is  a serious  situation  which  creates 
many  family  problems. 

Threatened  abortion  is  an  ever  present  problem 
to  the  physician  who  does  obstetrics.  Probably  one 
pregnancy  in  ten  results  in  abortion.  Many  of 
these  are  “blighted”  and  the  abortion  is  Nature’s 
method  of  ridding  the  patient  of  an  abnormal 
fetus.  Various  explanations  for  the  blighted  preg- 
nancy are  given,  such  as  late  fertilization  of  the 
ovum,  an  inadequate  progestational  endometrium 
resulting  in  poor  placentation,  nutritional  deficien- 
cies, etc.  The  therapeutic  nihilist  insists  that  noth- 
ing should  be  done  to  discourage  abortion  be- 
cause the  fetus  is  abnormal  anyway.  However,  I 
do  not  believe  that  we  can  take  the  view  that  a 
fetus  which  is  abnormal  at  the  time  of  abortion 
was  necessarily  abnormal  from  the  time  of  con- 
ception or  even  from  the  time  of  implantation. 
One  only  has  to  recall  the  thalidomide  tragedy  to 
realize  that  supposedly  safe  drugs  can  have  a 
catastrophic  effect  when  given  at  a critical  period 
in  early  pregnancy.  Also  we  need  to  remind  our- 
selves that  excessive  amounts  of  both  estrogens 
and  androgens,  or  certain  vitamin  deficiencies  in 
early  pregnancy  in  certain  animals  can  destroy 
the  pregnancy.  Some  of  the  abnormal  fetuses 
which  result  in  abortion  may  be  man-made  al- 
though not  necessarily  physician-induced. 

The  desirability  of  treatment  of  a threatened 
abortion  is  obviously  open  to  some  question.  How- 
ever, if  one  elects  to  treat  such  a patient  a pelvic 
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examination  should  surely  be  done.  In  many 
cases  the  uterus  is  smaller  than  expected.  Such  pa- 
tients should  not  receive  hormone  therapy.  We 
have  seen  numerous  patients  in  which  the  abortion 
of  an  abnormal  pregnancy  has  been  delayed  for 
weeks,  or  even  months,  by  the  use  of  progestation- 
al agents.  On  the  other  hand,  if  the  uterus  is  soft 
and  enlarged  to  the  expected  degree,  the  use  of 
progestational  agents  may  save  the  pregnancy.  It 
is,  of  course,  difficult  to  prove  statistically  that 
hormone  therapy  does  save  the  pregnancy  as 
there  are  many  pregnancies  in  which  bleeding 
and  cramping  occur  yet  the  pregnancy  proceeds 
normally  with  no  therapy  other  than  rest  in  bed. 
This  fact  makes  it  imperative  that  the  progesta- 
tional agent  be  safe  even  though  its  effectiveness 
in  threatened  abortion  can  not  be  proved  beyond 
question. 

Discovery  of  progesterone 

With  this  introduction,  half  philosophical,  I 
will  proceed  to  a brief  discussion  of  progesterone 
and  the  newer  progestational  agents.  The  pre- 
sumed effectiveness  of  progestational  agents  is 
based  on  the  concept  that  a deficiency  of  proges- 
terone may  be  responsible  for  abortion  and  pre- 
mature labor.  This  concept  did  not  originate  from 
any  knowledge  which  we  have  of  hormonal  de- 
ficiency in  human  pregnancy,  but  rather  from  ex- 
tensive studies  in  animals  which,  in  fact,  led  to  the 
discovery  of  progesterone  itself.  These  studies  oc- 
curred so  long  ago  that  the  current  house-officers 
or  young  physicians  know  about  them  only  by 
hearsay,  yet  they  are  not  truly  ancient,  as  I was 
an  active  participant  in  them.  In  many  laboratory 
animals,  removal  of  the  ovaries  during  pregnancy 
results  in  abortion  or  premature  delivery.  The 
pregnancy  terminates  because  of  removal  of  the 
source  of  progesterone,  namely  the  ovaries.  Fur- 
thermore, the  administration  of  progesterone  (or 
in  some  animals,  estrogen  plus  progesterone)  per- 
mits the  pregnancy  to  progress  normally  despite 
removal  of  the  ovaries.  However,  for  such  animals 
to  deliver,  it  was  necessary  to  discontinue  the  pro- 
gesterone, a fact  which  was  further  substantiated 
by  the  observation  that  parturition  in  normal 
animals  could  be  delayed  or  even  prevented  en- 
tirely by  the  administration  of  progesterone. 

It  was,  of  course,  easy  to  convert  these  extra- 
ordinarily valuable  facts  regarding  animals  to  the 
concept  that  progesterone  should  be  a cure-all  for 
abortion  and  premature  labor  in  the  woman.  Un- 
fortunately, measurements  of  urinary  pregnane- 


diol  and  blood  progesterone  in  human  pregnancy 
give  little  or  no  firm  indication  of  progesterone 
deficiency  immediately  prior  to  either  term  or  pre- 
mature labor.  The  fact  still  remains,  however,  that 
both  pregnanediol  and  estrogen  disappear  from 
the  urine  within  a few  days  following  delivery  of 
the  fetus  and  placenta.  Actual  studies  in  human 
pregnancy,  therefore,  give  little  support  to  the 
concept.  On  the  other  hand,  there  is  abundant 
evidence  that  the  same  hormones  are  being  pro- 
duced throughout  human  pregnancy  as  are  pro- 
duced in  animals.  These  naturally  produced  hor- 
mones must  be  essential  to  the  successful  comple- 
tion of  pregnancy  yet  their  exact  role  or  signif- 
icance in  parturition  or  premature  labor  remains 
obscure.  This  is  rather  disturbing  when  we  realize 
that  progesterone,  estrogen  and  chorionic  gonado- 
tropin were  discovered  over  30  years  ago,  and 
their  biological  effects  in  animals  were  for  the 
most  part  reasonably  well  clarified  prior  to  1940. 

The  use  of  progesterone  and  progestational 
agents  in  human  pregnancy  is,  therefore,  based  on 
the  unproved  assumption  that  progesterone  de- 
ficiency is  responsible  for  threatened  and  habitual 
abortion,  and  premature  labor.  The  information 
available  from  the  medical  literature  does  in- 
dicate that  progestational  agents  are  beneficial  but 
I should  emphasize  that  the  results  are  not  based 
on  any  clear-cut  evidence  of  progesterone  de- 
ficiency. There  is  no  need,  therefore,  of  using  any 
laboratory  test  for  pregnanediol  as  a requirement 
for  therapy. 

Evidence  of  usefulness 

I would  like,  now,  to  give  you  some  of  the 
evidence  which  substantiates  progestational  agents 
as  useful  drugs  in  the  treatment  of  habitual  abor- 
tion and  premature  labor.  I will  present  first  the 
results  of  my  own  experience  on  20  private  pa- 
tients, all  referred  to  me  because  of  the  problem. 
The  most  obvious  fact  is  that  these  20  women 
had  experienced  80  pregnancies  with  only  10  liv- 
ing children  prior  to  the  pregnancy  treated  with 
the  progestational  agent.  This  proves  beyond 
doubt  that  this  group  is  made  up  of  patients  with 
some  serious  disorder  leading  to  poor  obstetrical 
performance.  No  obvious  cause  was  responsible, 
no  patient  had  hypertension  or  kidney  disease, 
and  only  one  patient  was  known  to  have  a con- 
genital malformation  of  the  uterus  (only  two  pa- 
tients had  the  Shirodkar  operation  as  an  adjunct 
to  hormone  therapy).  There  may  be  some  ques- 
tion as  to  the  desirability  of  treating  patients  who 
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TABLE  1 

FETAL  SALVAGE  IN  CASES  WITH  TWO  CON- 
SECUTIVE ABORTIONS  IMMEDIATELY 
PRECEDING  PREGNANCY  TREATED 
WITH  PROGESTATIONAL  AGENT 


TREATED 

PREGNANCY 

ALL  PREVIOUS 
PREGNANCIES 

Total  No 

20 

80 

Full  term,  survived  . 

14 

8 

Premature,  survived  . 

4 

2 

Premature,  died  .... 

0 

19 

Missed  Abortion 

1 

4 

Early  Abortion  .... 

1 

47 

Success  Rate  

18/20  (90%) 

10/80  (12.5%) 

have  had  only  two  consecutive  losses  prior  to  the 
treated  pregnancy.  In  actual  fact,  there  were  only 
two  patients  in  the  group  who  had  lost  but  two 
pregnancies  prior  to  the  treated  pregnancy.  One 
of  these  had  lost  two  normal  children  at  5 Vi 
months  from  prematurity  and  the  other  patient 
had  two  abortions  at  3 Vi  months  with  normally 
developed  fetuses  (Table  1). 

The  next  obvious  fact  is  that  in  the  first  preg- 
nancy treated  with  the  progestational  agent,  18 
living  children  survived,  four  of  which  were  bom 
prematurely.  In  the  great  majority  of  these  preg- 
nancies the  progestational  agent  was  begun  as 
soon  as  the  pregnancy  was  definitely  established 
and  usually  about  two  weeks  after  the  period  was 
missed.  These  cases  were  not  actually  all  treated 
with  the  same  hormone.  Two  cases  were  given  50 
mg.  progesterone  i.m.  daily,  two  cases  received 
100  mg.  progesterone  sublingually  daily,  one  case 
received  Pranone,  and  15  cases  received  Delalu- 
tin,  125-250  mg.  two  or  more  times  weekly. 
There  was  one  early  abortion  in  the  20  preg- 
nancies. This  is  about  the  expected  incidence.  The 
premature  rate  of  20  per  cent  is  somewhat  higher 


than  expected.  Actually,  the  rate  is  virtually  the 
same  as  in  the  previous  untreated  pregnancies  in 
the  group.  However,  in  the  previous  pregnancies 
only  2 of  21  prematures  survived,  whereas  all  4 
of  the  prematures  in  the  treated  pregnancies  were 
sufficiently  mature  to  survive.  These  results,  sure- 
ly, indicate  that  the  treated  pregnancy  gave  a mea- 
sure of  family  happiness  not  experienced  from  the 
previous  pregnancies. 

According  to  Malpas,  after  one  abortion  the 
success  rate  in  the  next  pregnancy  is  78  per  cent, 
after  two  consecutive  abortions,  62  per  cent,  after 
three  consecutive  abortions,  27  per  cent,  and  after 
four  the  chance  of  success  in  the  next  pregnancy 
is  reduced  to  8 per  cent.  These  figures  surely  in- 
dicate that  repeated  abortion,  especially  after 
three  consecutive  abortions,  reduces  the  probabil- 
ity of  a successful  pregnancy  to  a very  discourag- 
ing level.  Correspondingly,  these  figures  lend  con- 
siderable credence  to  the  belief  that  therapy  is 
beneficial  when  a high  percentage  of  pregnancies 
are  saved. 

In  this  series  the  histories  were  sufficiently  re- 
liable to  tabulate  the  success  rate  in  relation  to  the 
order  of  the  pregnancy.  In  the  very  first  preg- 
nancy these  20  women  had  6 living  children.  At 
the  end  of  the  first  40  pregnancies  (i.e.  2 preg- 
nancies per  subject)  there  were  only  7 living  chil- 
dren, and  at  the  end  of  the  first  55  pregnancies  (2 
or  3 per  subject)  there  were  only  10  living  chil- 
dren. These  patients,  therefore,  showed  no  tend- 
ency to  secure  better  fetal  salvage  as  they  had 
more  pregnancies.  The  spontaneous  “cure-rate”  in 
this  group,  therefore,  was  not  apparent  (Table 
2). 

The  successful  accomplishment  of  a pregnancy 
in  patients  with  such  a dismal  history  inevitably 
raises  questions  regarding  the  management  of  the 
next  pregnancy.  The  patient  obviously  wants  the 


TABLE  2 

FETAL  SALVAGE  PRIOR  TO  TREATED  PREGNANCY 


20  CASES 

ORDER  OF  PREGNANCY  1 2 3 456789  TOTALS 

Term  Survivors  6 2 8 

Premature  Survivors  1 1 2 

Premature  Died 3 4 2 4 4 2 19 

Missed  Abortions  1 2 1 4 

Abortions  11  14  8 7 2 1 2 1 1 47 


Total  20  20  15  11  6 4 2 1 1 80 

% Survival 30  5 20  0 0 0 0 0 0 12.5 
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TABLE  3 

FETAL  SALVAGE  IN  PREGNANCIES  SUBSE- 
QUENT TO  FIRST  PREGNANCY  TREATED 
WITH  PROGESTATIONAL  AGENT 


TREATED 

UNTREATED 

Total  No 

18 

6 

Full  term,  survived  . 

15 

4 

Premature,  survived 

1 

Premature,  died  ... 

1 

2 

Early  Abortion 

1 

Success  Rate  

16/18  (89%) 

4/6  (67%) 

next  pregnancy  managed  in  the  same  way  as  the 
successful  pregnancy.  The  physician  seldom  has 
the  opportunity  to  omit  treatment  and  thereby 
secure  a “control.”  This  series  is  no  exception. 
There  were  24  pregnancies  in  this  group  after  the 
first  pregnancy  treated  with  the  progestational 
agent.  In  18  of  these  the  progestational  agent 
was  used.  There  were  16  term  or  near  term  nor- 
mal children  born  (success  rate  89  per  cent).  In 
the  6 untreated  pregnancies,  4 normal  living  chil- 
dren were  born  and  2 pregnancies  resulted  in  pre- 
matures that  failed  to  survive  (success  rate  67  per 
cent).  While  little  significance  can  be  given  such 
small  numbers,  it  would  appear  that  the  salvage 
rate  in  untreated  pregnancies,  even  after  the  suc- 
cessful completion  of  one  or  more  pregnancies 
with  therapy,  is  perhaps  below  the  expected  (Table 
3). 

At  this  point  I presume  most  of  you  have  con- 
cluded that  I have  over-emphasized  the  good  re- 
sults in  the  small  series  of  cases,  but  if  you  have, 
your  conclusion  is  premature.  There  are  other 
studies  which  are  reliable  and  which  are  in  agree- 
ment with  my  own.  In  1957,4  Davis  and  Plotz  re- 
ported their  results  in  the  treatment  of  90  cases 
of  habitual  abortion  with  intramuscular  progester- 
one. The  fetal  salvage  in  pregnancies  prior  to  the 
treated  pregnancy  was  13.8  per  cent  and  in  the 
treated  pregnancy  69.7  per  cent.  The  next  year 
Reifenstein  compiled  the  results  of  treating  89 
cases  of  habitual  abortion  with  Delalutin.  In  his 
group  of  cases  the  salvage  prior  to  the  treated 
pregnancy  was  13.4  per  cent  and  in  the  treated 
pregnancy  70  per  cent.  Boschann3  likewise  has 
reported  his  results  in  12  cases  of  habitual  abor- 
tion (three  consecutive  abortions  immediately 
preceding  the  treated  pregnancy).  The  success 
rate  prior  to  the  treated  pregnancy  was  21  per 
cent  and  in  the  treated  pregnancy  67  per  cent.  My 
own  cases  are  in  accord  with  these  results. 


I think  it  is  quite  proper  to  conclude  that  both 
progesterone  and  Delalutin  are  effective  agents  in 
the  treatment  of  habitual  abortion.  Also,  it  is  well 
known  from  these  studies  that  the  female  infants 
were  not  masculinized  at  birth  despite  large  doses 
of  either  progesterone  or  Delalutin  beginning  very 
early  in  pregnancy.  It  is  proper,  therefore,  to  also 
conclude  that  these  hormones  are  safe. 

There  is  a good  deal  of  uncertainty  regarding 
what  type  of  study  should  be  carried  out  in  order 
to  fully  establish  the  validity  of  the  results.  In 
these  studies  the  patient  herself  serves  as  the  con- 
trol; the  results  in  the  pregnancies  prior  to  the 
treated  pregnancy  are  compared  with  the  results 
in  the  treated  pregnancy.  A supposedly  better 
method  of  study  which  is  popular  today  would 
utilize  the  placebo  method;  one  patient  receives 
the  hormone  and  the  next  patient  the  placebo,  the 
investigator  not  knowing  which  patient  received 
the  placebo  until  the  study  is  complete.  This  type 
of  study  is  now  so  “sacred”  that  any  other  type  is 
often  not  recognized  as  investigative.  However, 
there  are  many  clinical  problems  in  which  this 
type  of  study  violates  the  rules  of  clinical  morality 
as  well  as  common  sense.  Let  us  consider  some 
disease  in  which  the  risk  of  death  is  appreciable, 
lobar  pneumonia,  for  example.  No  clinician  could 
risk  treating  alternate  cases  with  an  antibiotic 
and  a placebo.  In  such  a study  the  risk  of  death 
while  receiving  the  placebo  might  be  as  much  as 
25  per  cent.  In  the  study  of  habitual  abortion  the 
risk  of  death  to  the  fetus  in  utero  is  between  80 
to  90  per  cent.  It  seems  to  me  that  one  no  longer 
has  the  right  to  use  a placebo  as  a control  because 
the  data  already  available  from  the  studies  in 
which  the  patient  serves  as  her  own  control  in- 
dicate that  the  fetal  losses  are  reduced  from  80 
or  90  per  cent  to  25  per  cent  or  perhaps  less. 

The  contrasting  point  of  view  has  been  elo- 
quently presented  by  Goldzieber.5  He  rejects  the 
idea  that  a patient  can  serve  as  her  own  control. 
He  points  out  quite  properly  that  the  solicitous 
help  of  the  physician  may  exert  a beneficial  effect 
and  gives  data  to  indicate  that  equally  good  re- 
sults in  habitual  abortion  have  been  reported  from 
various  types  of  therapy  which  could  scarcely  be 
called  specific.  Javert7  is  of  the  same  opinion. 
These  contrary  opinions  do  not,  of  course,  alter 
in  any  way  the  results  which  have  been  obtained 
and  are  here  reported;  the  interpretation  of  the 
results  may  vary  but  the  observations  are  facts. 

I have  presented  these  aspects  of  the  problem 
to  emphasize  that  I believe  drugs  should  not  be 
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eliminated  from  the  armamentarium  of  physicians 
because  their  effectiveness  may  not  have  been 
proved  beyond  all  possibility  of  doubt.  New  drugs 
should  be  as  safe  as  possible,  but  even  safety  of 
an  effective  drug  can  never  be  fully  guaranteed. 
Safety  and  effectiveness  are  words  like  good  and 
evil.  Their  meaning  is  always  related  to  something 
such  as  the  seriousness  of  the  disease,  the  magni- 
tude of  the  crime  or  the  mores  of  society. 

The  objection  of  Goldzieber5  to  using  the  pa- 
tient as  her  control  may  be  partially  met  by  a re- 
cently reported  study  by  LeVine.8  He  has  com- 
pared the  effect  of  a placebo  and  Delalutin  in  30 
cases  of  habitual  abortion.  One  half  of  the  pa- 
tients received  250  mgm.  of  Delalutin  twice  week- 
ly and  the  other  half  received  a placebo  injection. 
The  success  rate  was  73  per  cent  in  the  patients 
receiving  the  hormone  and  42  per  cent  in  the  con- 
trols. 

The  data  I have  presented  to  this  point  deal 
with  the  use  of  two  compounds,  progesterone  and 
Delalutin.  To  be  effective  these  compounds  must 
be  given  by  intramuscular  injection.  Delalutin  is 
the  caproate  ester  of  17-hydroxy-progesterone.  So 
far  as  we  know,  this  compound  has  all  of  the 
properties  of  natural  progesterone.  It  has  the  dis- 
tinct advantage  of  being  much  more  soluble  in 
sesame  oil  and  is  also  somewhat  more  prolonged 
in  action.  This  hormone  has,  therefore,  replaced 
progesterone  for  use  during  pregnancy  where 
large  doses  over  a long  period  of  time  are  neces- 
sary. 

The  advent  of  orally  effective  progestational 
agents  has,  of  course,  introduced  a new  approach 
to  the  problem.  Enovid,  Orthonovum,  Norlutin, 
Dufaston,  Norinyl,  Provera,  and  Provest  are  all 
orally  active  progestational  agents,  each  being 
able  to  produce  a progestational  endometrium  in 
the  woman.  They  are,  therefore,  potentially  use- 
ful in  theory  at  least.  Enovid,  Orthonovum,  No- 
rinyl and  Provest  all  contain  added  estrogen.  This 
estrogen  is  added  to  enhance  their  capacity  to 
suppress  ovulation.  The  added  estrogen  would  not 
necessarily  reduce  their  usefulness  during  preg- 
nancy. These  compounds  are  not  utilized  as  a 
rule  because  they  contain  only  small  amounts  of 
the  progestational  agent. 

The  effectiveness  of  Provera  and  Norlutin,  oral- 
ly active  progestational  agents,  has  not  been  as 
fully  established,  in  my  opinion,  as  has  the  ef- 
fectiveness of  Delalutin  and  progesterone.  How- 
ever, the  data  available  suggest  that  some  of  these 
preparations  may  be  useful.  Literally  thousands 


of  cases  of  threatened  abortion  have  received  Pro- 
vera and  Depoprovera.  As  I mentioned  earlier,  it 
is  difficult,  if  not  impossible,  to  prove  effectiveness 
beyond  doubt  in  threatened  abortion.  No  exten- 
sive series  of  habitual  abortions  has  been  reported 
with  Provera.  However,  Berard2  has  recently  re- 
ported his  results  in  treatment  of  threatened  abor- 
tion and  habitual  abortion.  In  his  cases  there  were 
11  who  were  habitual  aborters.  In  the  pregnancy 
treated  with  Provera  (orally,  10-30  mgm.  daily) 
10  living  fetuses  were  delivered  at  or  near  term. 
This  small  series,  therefore,  tends  to  indicate  that 
oral  Provera  may  be  as  effective  as  intramuscular 
Delalutin  or  progesterone. 

The  differences  of  opinion  regarding  the  effec- 
tiveness of  progestational  agents  in  human  preg- 
nancy are  unlikely  to  be  resolved  in  the  near  fu- 
ture. There  is  no  simple  way  of  inducing  proges- 
terone deficiency  in  the  pregnant  woman  nor  does 
Nature,  herself,  provide  us  with  any  disorders  in 
which  there  is  clear  cut  progesterone  deficiency. 
The  problem  is  infinitely  more  complicated  in  the 
woman  than  it  is  in  the  pregnant  rabbit  where 
progesterone  deficiency  can  be  deliberately  in- 
duced by  ovariectomy  during  pregnancy.  In  this 
animal,  progesterone,  Delalutin10  and  Provera11 
supplement  perfectly  for  the  deficiency  of  pro- 
gesterone induced  by  ovariectomy  but  Norlutin1 
does  not.  Until  methods  are  evolved  which  will 
diagnose  progesterone  deficiency  before  irrepara- 
ble damage  to  the  pregnancy  has  occurred  clin- 
ical methods  such  as  have  been  reported  will  have 
to  suffice  as  evidence  regarding  their  effectiveness. 

Summary 

A series  of  20  cases  of  habitual  abortion  treated 
with  progesterone  or  Delalutin  is  reported.  These 
20  women  experienced  80  pregnancies  with  only 
10  living  children  (12.5  per  cent)  before  they 
entered  the  study.  In  the  first  treated  pregnancy 
18  children  (90  per  cent)  survived.  These  results 
are  in  accord  with  other  series  reported  in  the 
literature.  • 
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Treatment  of  common  foot  disorders* 


W.  R.  Hamsa,  MD,  Omaha,  Nebr. 


The  problem  of  foot  disturbances  has  been 
presented  so  frequently  that  a new 
contribution  to  the  subject  would  be 
difficult  indeed.  However,  in  spite  of  the 
voluminous  literature  on  the  subject,  the 
medical  profession  has  not  coped  with  the 
problem,  and  the  treatment  of  these 
disabilities  has  fallen  into  the  hands  of  the 
shoe  clerks,  vendors  of  various  pads  and 
supports,  the  quack,  or  those  ever- 
increasing  specialists,  chiropodists,  who 
do  well  indeed  when  one  considers  the 
foot  alone  as  needing  treatment.  The 
author  clearly  and  simply  details 
the  approach  to  multitudinous 
complaints  of  your  patients  relating  to 
their  feet.  Disorders  of  the  feet  are 
medical  problems  and  should  be  managed 
by  physicians. 

The  foot  is  an  organ  that  reacts  to  either  local 
or  systemic  diseases.  Foot  imbalance  is  a health 
problem  for  its  effects  may  be  felt  in  the  entire 
body  economy,  and  conversely,  a systemic  dis- 
order may  manifest  itself  primarily  in  the  feet. 
Therefore,  disorders  of  the  feet  belong  in  the 
realm  of  medicine.  In  the  subsequent  remarks, 
an  effort  will  be  made  to  demonstrate  how  a 
practitioner  with  very  little  outlay  of  money  and 
equipment,  but  with  an  understanding  of  the 
anatomic  and  physiologic  changes  in  the  foot,  may 
obtain  satisfactory  results  in  the  treatment  of  the 
majority  of  painful  feet. 

The  presence  of  two  arches  in  the  foot  is  ap- 
preciated even  by  the  laity.  The  construction  and 
action  of  these  arches  is  intricate,  and  each  arch 
will  be  considered  separately.  The  foot  may  be 
divided  longitudinally  into  two  portions,  the  outer 
portion  composed  of  the  os  calcis,  cuboid,  and 
fourth  and  fifth  metatarsals,  and  the  inner  con- 
sisting of  the  astragalus,  scaphoid,  cuneiforms  and 
first,  second  and  third  metatarsals.  The  posterior 

* Presented  at  61st  Annual  Meeting,  Wyoming  State  Medical 
Society,  Sept.  4,  1964.  Dr.  Hamsa  is  Professor  of  Orthopedic 
Surgery,  University  of  Nebr.  College  of  Medicine,  Omaha. 


end  of  the  inner  portion  is  superimposed  on  the 
outer  portion  in  such  a manner  that  the  astragalus 
rests  almost  squarely  upon  the  os  calcis.  There  is 
a medial  overhang  of  the  astragalus  which  is 
partially  supported  by  the  sustentaculum  tali;  a 
projection  of  the  stresses  from  the  tibia  through 
the  astragalus  barely  strikes  the  weight-bearing 
surface  of  the  os  calcis.  Thus  there  is  an  in- 
herent tendency  for  the  astragalo-calcaneal  joint 
to  shift  into  valgus  or  pronation  or  eversion.  This 
tendency  is  aggravated  by  any  shortening  of 
Achilles  tendon  or  contracture  or  spasm  of  the 
peroneal  muscles.  On  the  other  hand,  it  may  be 
prevented  by  the  medial  ankle  and  astragalo- 
calcaneal  ligaments  and  the  tendons  of  the  flexor 
hallucis  longus,  which  passes  under  the  sustenta- 
culum tali  as  a sling,  the  flexor  digitorum  longus, 
and  the  tibialis  posticus.  If  this  medial  protective 
apparatus  weakens,  the  threatened  tendency  to 
eversion  or  rolling  out  of  the  os  calcis  becomes  an 
actuality.  Since  the  midtarsal  joint  allows  three 
degrees  of  freedom  of  motion,  namely,  flexion- 
extension,  abduction-adduction,  and  rotation,  the 
astragalus  also  shifts  downward,  forward  and  in- 
ward, the  head  pressing  against  the  calcaneo- 
scaphoid  or  spring  ligament.  Thus  the  forefoot  is 
abducted  and  the  longitudinal  arch  depressed.  The 
result  is  a convex  inner  border  of  the  foot  with 
prominence  of  the  astragalar  neck  and  scaphoid 
tuberosity. 

The  anterior  arch,  which  is  composed  of  the 
five  metatarsal  heads,  is  an  arch  in  the  resting 
phase  only.  On  normal  weight-bearing,  the  arch 
disappears  and  each  head  bears  its  share  of  the 
superimposed  weight.  This  arch  tends  to  adapt 
itself  to  the  floor  at  each  step,  regardless  of  the 
position  of  the  remainder  of  the  foot.  Should  the 
os  calcis  be  in  pronation  and  the  forefoot  ab- 
ducted, the  anterior  arch  would  be  in  a supinatory 
position  if  the  relation  between  these  two  regions, 
heel  and  forefoot,  were  considered.1  This  point 
has  been  recognized  since  the  turn  of  the  century 
but  has  not  been  generally  accepted. 

The  gait  mechanism  remains  to  be  considered. 
During  normal  gait,  the  forward  swinging  leg  is 
placed  on  the  ground,  the  heel  bearing  the  super- 
imposed weight;  as  the  body  center  of  gravity 
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passes  over  the  planted  foot,  the  weight  stress  is 
transmitted  through  the  outer  portion  of  the  foot 
to  the  ball.  To  this  point,  the  function  of  the  foot 
has  been  supportive  only.  With  the  center  of 
gravity  well  ahead  of  the  foot,  the  driving  func- 
tion now  manifests  itself  by  transmission  of  weight 
from  the  ball  of  the  foot  to  the  toes,  the  forefoot 
turning  into  pronation  to  pass  the  weight  to  the 
great  toe  which  is  the  final  impelling  lever  in 
thrusting  the  body  forward. 

Briefly  summarized,  the  component  deformities 
of  a flat  foot  are  pronation  of  the  heel  which  is 
easily  visible  from  behind,  depression  of  the  longi- 
tudinal arch,  and  abduction  of  the  forefoot  visible 
from  an  anterior  and  medial  view,  with  supination 
of  the  forefoot  apparent  only  when  compared  to 
the  posterior  portion  of  the  foot.  The  mere 
presence  of  a flat  foot  does  not  indicate  that  treat- 
ment is  necessary.  A low  arch  may  be  present  for 
years  and  produce  no  symptoms.  However,  this 
type  of  foot  does  tend  to  develop  arthritic  symp- 
toms on  less  provocation,  and  then  symptoms  of 
pain  are  produced,  not  because  of  strain  but  be- 
cause of  motion  in  the  arthritic  joints.  As  a general 
rule,  it  is  the  normal  appearing  foot  which  is  be- 
coming flat  that  produces  pain  localized  to  the 
longitudinal  arch,  anterior  arch,  or  both,  with 
frequent  reference  to  the  calf  muscles.  Frequently 
cramps  in  the  calf  are  the  earliest  symptoms.  A 
completely  flat  foot  may  develop  pain  about  the 
medial  malleolus  on  the  basis  of  ligament  strain 
and  possible  tenosynovitis  of  the  posterior  tibial 
tendon  sheath.2 

Physical  examination  of  a flat  foot  evaluates 
the  tender  areas,  usually  the  calcaneo-scaphoid 
ligament  just  below  the  scaphoid,  the  anterior 
arch,  the  origin  of  plantar  fascia  at  the  os  calcis, 
the  medial  ankle  ligaments,  and  at  times  the 
sinustarsi  laterally  where  the  lateral  malleolus  may 
impinge  against  the  tarsus.  The  length  of  the  heel 
cord  must  be  ascertained.  With  the  knee  complete- 
ly extended  and  the  foot  inverted  to  prevent  ex- 
tension in  the  midtarsal  joint,  dorsiflexion  of  the 
ankle  to  a right  angle  position  is  normally  ob- 
tained; any  equinus  indicates  the  degree  of 
Achilles  tendon  shortening.  The  subastragalar, 
ankle,  and  midtarsal  joints  are  examined  to  de- 
termine restriction  of  motion  or  presence  of  pain; 
inflammation  may  denote  arthritic  activity.  All 
muscles  are  tested  to  determine  their  individual 
strength  and  relative  balance.  The  circulatory 
status  is  evaluated  from  a study  of  the  local  tem- 
perature, color  changes,  edema,  varices,  and  pulsa- 
tions of  dorsalis  pedis  and  posterior  tibial  arteries. 


The  patient’s  gait  is  observed  while  walking  away 
from  and  toward  the  examiner,  and  minor  varia- 
tions can  be  ascertained — the  foot  may  be  placed 
cautiously  on  the  floor  with  practically  no  ankle 
motion  and  with  no  takeoff  whatever,  as  in  severe 
arthritis;  the  heel  may  be  protected  if  painful 
conditions  are  present  on  its  inferior  surface;  and 
the  outside  of  the  foot  may  be  used  alone  in  pain- 
ful afflictions  about  the  great  toe.  Lastly,  the  gen- 
eral examination  may  reveal  systemic  changes, 
as  endocrine  disturbances,  vitamin  deficiencies, 
cardiovascular  renal  disease,  neurologic  changes, 
low  back  strain,  and  general  debility.  Among  the 
curiosities  of  foot  diagnosis  are  the  excessively 
tender  toes  of  the  drug  addict.3  A roentgenogram 
in  two  planes  is  an  asset,  whether  or  not  it  shows 
changes.  Any  leukocyte  count  below  5,500  or 
above  8,000  may  be  an  indication  of  low  grade 
infection  so  often  seen  in  arthritic  and  periosteal 
irritations.  The  patient  with  leukopenia  is  entitled 
to  tuberculin  test,  and  the  muscular  weakness  of 
pernicious  anemia  should  be  remembered. 

Steps  in  treatment 

In  contrast  to  the  flat  foot,  the  high  arched  or 
cavus  foot  presents  a different  picture.  The  longi- 
tudinal arch  is  elevated,  the  planter  fascia  is  con- 
tracted, the  forefoot  may  be  adducted,  the  meta- 
tarsal heads  are  prominent  plantarly  as  a result  of 
the  over-exertion  of  the  toe  extensors  which  have 
hyperextended  the  metacarpophalangeal  joints 
perhaps  to  dorsal  luxation  of  the  proximal 
phalangeal  bases.  The  weight-bearing  surface  of 
the  foot  is  markedly  decreased  in  size,  being 
represented  by  a small  area  under  the  heel,  little 
or  none  of  the  outer  portion  of  the  sole,  and  por- 
tions of  the  anterior  arch,  usually  only  the  first 
and  fifth  metatarsal  heads.  These  areas,  bearing 
an  unusual  stress,  respond  with  the  development 
of  calluses,  which  may  eventually  show  signs  of 
irritation,  inflammation  or  even  ulceration.  The 
chief  points  of  tenderness  are,  therefore,  the  an- 
terior arch,  or  portions  thereof,  and  to  a lesser 
degree  the  heel  tuberosity. 

In  treating  any  foot  disability,  the  first  step 
toward  correction  is  obtaining  a proper  shoe 
which  must  have  the  following  characteristics:  1. 
The  last  must  be  straight;  that  is,  the  inner  edge 
of  heel  and  sole  must  be  a straight  line.  In  a flat 
foot,  this  controls  the  forefoot  abduction.  2.  The 
cap  and  ball  must  be  sufficiently  wide  and  long  to 
allow  free  action  of  toes  and  anterior  arch.  3.  The 
counter  should  fit  the  heel  snugly.  4.  The  vamp 
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should  lace  snugly,  giving  support  to  the  first 
metatarsal  shaft.  5.  The  sole  should  be  flat  and 
heavy  enough  to  protect  the  sole  of  the  foot.  6. 
The  shank  should  contain  a built-in  arch  support, 
preferably  of  steel.  7.  The  heel  should  be  flat  and 
have  straight  sides;  for  men  a height  of  3A  inch; 
for  women  114  to  1 Vi  inches;  it  should  fall  in 
the  axis  of  the  leg  and  not  behind  it. 

Recommended  treatment  in  specific  cases 

Let  us  assume  that  we  have  a static  flat  foot 
with  symptoms  showing  movable  joint,  good 
muscle  power,  and  no  general  systemic  changes. 
The  depression  of  the  arches  is  graphically  re- 
corded by  smearing  the  sole  of  the  bare  foot  with 
scarlet  red  ointment,  or  any  other  removable 
color  medium,  and  then  placing  the  foot  on  a sheet 
of  paper  with  the  weight  placed  on  this  foot.  The 
weight-bearing  areas  leave  their  imprint  which  is 
used  as  an  outline  for  the  support.  Some  argument 
may  be  raised  that  this  is  not  a replica  of  the  true 
weight-bearing  surface,  but  it  is  adequate  for 
practical  purposes.  The  support  is  made  of  sad- 
dler’s felt  or  of  sponge  rubber.  The  longitudinal 
arch  portion  of  the  support  may  be  % inch  thick 
on  the  inner  aspect  but  should  taper  to  a feather 
edge  on  the  outer  side  and  posteriorly.4  The  an- 
terior portion  which  reaches  just  behind  the 
metatarsal  heads  and  places  weight  stress  on  the 
metatarsal  shafts,  may  be  as  high  as  3/16  inch  and 
has  a shorter  and  sharper  taper  than  the  longi- 
tudinal arch  portion.  These  coarser  changes  are 
easily  made  with  a sharp  knife  and  a pair  of 
scissors.  Finishing  touches  may  be  added  with  a 
small  coarse  emery  wheel.  The  finished  product 
fills  in  the  space  between  the  foot  and  the  shoe, 
thus  transmitting  the  pressure  evenly  to  all  parts 
of  the  sole.  Proper  placement  within  the  shoe  is 
determined  by  measuring  with  a carpenter’s  cali- 
per the  distance  from  the  back  of  heel  to  third 
metatarsal  shaft  just  posterior  to  the  head,  and 
without  changing  the  set,  the  caliper  is  placed 
within  the  shoe  and  a similar  distance  marked  off 
on  the  sole.  The  anterior  limit  of  the  support  is 
thus  determined.  It  is  held  in  place  with  two  small 
tacks  or  fastened  with  rubber  cement,  either 
method  allowing  removal  and  change  of  position 
if  necessary. 

There  now  remain  the  heel  and  forefoot  de- 
formities. Any  equinus  is  accommodated  by  heel 
elevation.  The  os  calcis  pronation  is  wedged  back 
to  the  vertical  position  by  a % inch  wedge  placed 
under  the  medial  half  of  the  shoe  heel  next  to  the 


sole.  The  forefoot  supination  is  changed  by  a 
similar  wedge,  but  placed  to  the  outer  half  of  the 
sole,  into  a pronation.  The  completed  corrections 
are  worn  for  a few  hours  or  a day  as  a trial. 
Correction  may  be  increased  by  adding  lifts  under 
the  edge  or  decreased  by  grinding  off  as  required. 
When  completely  satisfactory,  the  support  may  be 
covered  with  a thin  layer  of  leather  if  desired. 
When  the  wedges  are  applied,  the  patient  may 
feel  they  are  intolerable  for  twenty-four  to  forty- 
eight  hours,  but  if  no  real  pain  is  produced,  the 
discomfort  should  be  tolerated  since  the  static 
stress  relief  may  consume  that  period  of  time. 

The  use  of  supports  is,  however,  only  palliative. 
There  can  be  no  definite  permanent  improvement 
unless  the  muscular  structures  are  re-educated  suf- 
ficiently to  maintain  the  corrected  position.  Foot 
exercises  should  be  diligently  and  religiously  per- 
formed each  day.  Toe  flexion  over  the  edge  of 
a board  and  exercises  tending  to  develop  dexterity 
in  picking  up  objects  with  the  toes  are  of  value. 
Walking  on  the  outside  of  the  feet  with  the  toes 
flexed  develops  tibialis  anticus  and  posticus 
groups.  A mild  shortening  of  the  heel  cord  can  be 
stretched  passively  by  the  parents  of  a child  or 
actively  by  an  older  individual.  The  latter  should 
stand  in  bare  feet,  facing  and  close  to  a wall,  with 
the  feet  turned  in  and  the  toes  flexed;  leaning  for- 
ward and  touching  the  chest  to  the  wall,  keeping 
the  heels  on  the  floor,  produces  a tension  in  the 
heel;  increasing  the  distance  from  the  wall  in- 
creases the  tension. 

The  rigid  flat  foot  is  approached  more  radically. 
Forceful  manipulation  under  anesthesia  may  be 
sufficient;  occasionally  the  peroneal  tendons  may 
need  lengthening  surgically  to  allow  heel  supina- 
tion. Cast  fixation  with  the  heel  in  supination  and 
the  forefoot  in  pronation  and  long  arch  molded 
upward  is  maintained  for  four  to  six  weeks.  Sub- 
sequently the  usual  shoe  corrections  and  exer- 
cises are  instituted  with  occasional  addition  of  an 
outside  iron  and  inside  T-strap  or  valgus  strap 
brace.  A more  solid  type  of  insole  or  metal  plate 
may  be  necessary  if  the  elastic  type  fails  to  relieve 
symptoms,  this  being  often  required  in  arthritic 
patients.  If  all  these  conservative  measures  fail, 
surgical  intervention  in  the  form  of  tendon  length- 
enings and  transplantations  and  joint  arthrodeses 
is  in  order. 

For  the  high  arch  or  cavus  foot,  an  elastic  sup- 
port is  made  along  similar  lines.  It  is  higher 
medially  and  laterally  and  should  extend  farther 
forward  under  the  elevated  metatarsals.  Occasion- 
ally a more  solid  support  of  solid  leather  may  be 
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necessary.  If  the  cavus  is  not  severe  and  not  pro- 
gressive, considerable  correction  may  be  obtained 
by  stripping  the  plantar  fascia  off  the  os  calcis 
and  forcibly  wrenching  the  foot  into  dorsiflexion;5 
the  heel  cord  is  not  disturbed  because  the  heel 
must  be  well  fixed  to  obtain  any  cavus  correction; 
the  corrected  position  is  maintained  in  a cast  for 
six  weeks  following  which  a support  is  again 
applied.  A severe  cavus  responds  only  to  dorsal 
wedge  resection  of  the  tarsus. 

Pain  in  the  anterior  arch  may  remain  localized 
to  the  arch  as  a simple  strain  or  callus  irritation, 
or  it  may  be  associated  or  even  overshadowed  by 
sharp  lancinating  pain  into  one  or  two  toes.  The 
latter  usually  localizes  in  third  or  fourth  toes  and 
is  due  to  impingement  of  plantar  nerve  either  be- 
tween metatarsal  heads  or  between  metatarsal 
head  and  weight  bearing  surface.  The  repeated 
trauma  produces  a fibrosis  and  neuroma  forma- 
tion in  this  plantar  nerve.  Pain  is  brought  on  by 
walking  and  relieved  by  rest  and  often  by  re- 
moval of  the  shoe  to  relieve  anterior  arch  con- 
striction. In  youngsters,  epiphysitis  of  the  metatar- 
sal head  is  associated  with  local  pain  and  joint 
restriction.  Treatment  of  any  pain  in  this  region 
must  relieve  the  metatarsal  head  or  heads  of 
weight  bearing  and  this  is  accomplished  by  fitting 
a small  pad  of  sponge  rubber  or  felt  into  the  shoe 
just  posterior  to  the  head  or  heads  in  question.  An 
anterior  metatarsal  bar  3/l6  inch  high  nailed  to 
the  bottom  of  the  shoe  sole  just  behind  the  head 
region  is  more  efficient;  it  “floats”  the  metatarsal 
heads  and  usually  the  toes  as  well.  True  plantar 
neuroma  characterized  by  local  pressure  pain  and 
hypoalgesia  to  pain  distal  to  its  level  may  respond 
to  Corticosteroid  injections  in  addition  to  the 
pressure  relief  measures.  When  conservative  mea- 
sures fail,  surgical  intervention  consists  of  extensor 
tendon  transfers  to  metatarsal  necks  in  an  effort 
to  elevate  the  heads,  and  in  true  neuroma  cases, 
the  resection  of  entire  nerve. 

Bunions  present  themselves  in  various  stages. 
The  preponderance  of  females  with  this  deformity 
is  obvious  to  all.  Beyond  a doubt,  the  chief  etio- 
logic  factor  is  improper  shoeing  during  the  ado- 
lescent and  early  adult  years  as  a result  of  the 
demands  of  fashion.  Some  are  a result  of  the  same 
static  stresses  as  flat  feet.  Only  a very  small 
number  are  due  to  congenital  or  traumatic  changes. 
The  abduction  of  the  toe  with  the  soft  tissue  en- 
largement over  the  metatarsal  head  prominence, 
the  bunion,  characterizes  the  deformity.  The  latter 
often  becomes  inflamed  and  produces  the  chief 
symptom — pain  on  pressure.  An  early  deviation 


of  the  toe  responds  favorably  to  an  adduction  toe 
night  splint,  daily  gentle  manipulations  in  a cor- 
rective direction  and  a proper  shoe.  The  vamp 
may  need  stretching  to  accommodate  the  head 
prominence.  Marked  deviations  with  associated 
deviation  of  the  small  toes  necessitates  bunionec- 
tomy.6  A word  of  caution  is  in  order  regarding 
the  re-alignment  of  the  big  toe.  If  the  individual 
will  not  subsequently  use  a completely  correct 
shoe,  which  many  women  object  to  for  cosmetic 
reasons,  considerable  difficulty  will  be  experienced 
in  fitting  shoes  because  the  big  toe  will  be  aligned 
on  the  metatarsal  but  the  remainder  of  the  toes 
will  still  be  abducted,  thus  producing  a wide  space 
between  the  first  and  second  toes,  and  consequent- 
ly a very  wide  forefoot.  When  it  is  certain  that  the 
patient  will  return  to  the  conventional  type  of 
shoe,  it  is  preferable  to  remove  only  the  metatarsal 
head  prominence  or  exostosis  and  the  bursa,  and 
not  disturb  the  deviation.  Regarding  choice  of 
procedures,  a radical  resection  of  the  metatarsal 
head  of  the  Hueter-Mayo  type  is  necessary  if 
definite  arthritic  changes  are  present.  Normal  joint 
cartilage  should  speak  for  conservative  procedures, 
such  as  the  Silver  bunionectomy.  After  ten  days, 
motion  is  begun,  a night  splint  in  best  adduction 
is  fitted,  and  shoes  are  corrected  if  necessary  with 
a y16  inch  anterior  heel  to  relieve  the  big  toe 
weight-bearing.  Exostosis  and  prominences  of  the 
fifth  metatarsal  head  are  treated  similarly  and 
respond  very  favorably. 

Proper  shoes  first  requisite 

Hammer  toes  with  clavus  or  corn  formation 
are  also  a deforming  disability.  Probably  the  chief 
etiologic  factor  is  the  use  of  shoes  that  are  too 
short  and  hence  maintain  the  toe  in  extension  of 
the  metatarsophalangeal  joint  and  flexion  of  the 
interphalangeal  joints.  The  dorsal  prominence  of 
the  proximal  interphalangeal  joint  is  a point  con- 
stantly irritated  by  the  shoe,  and  the  skin  responds 
by  forming  a calvus.  Naturally  the  correction  of 
the  contracture  itself  is  the  proper  approach  to 
treatment  of  the  “corn.”  The  laity  obtains  relief 
by  using  small  perforated  pads  over  the  clavus. 
Conservative  methods  may  produce  very  satisfac- 
tory improvement.  Proper  shoes  are  the  first 
requisite.  Daily  manipulations  to  correct  the  ex- 
tension contracture  of  one  joint  and  flexion  con- 
tracture of  the  other  joints  will  stretch  the  dor- 
sal capsule  and  extensor  apparatus  considerably, 
but  this  improved  position  must  be  constantly 
maintained  for  a long  period  of  time  and  a really 
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efficient  splint  is  difficult  to  place  in  a shoe.  A 
fairly  efficient  apparatus  may  be  fashioned  by 
passing  a thin,  narrow  leather  strip  over  the  dor- 
sum of  the  toe  and  anchoring  the  ends  through 
slits  in  a piece  of  orthopedic  grade  leather,  care- 
fully adjusting  the  tension  to  maintain  the  most 
correction  that  can  be  tolerated.  Such  an  ap- 
pliance is  comfortably  worn  inside  the  stocking. 
For  night  wear,  the  conventional  plantar  splint  is 
used.  These  methods  failing,  wedge  resection  of 
the  proximal  interphalangeal  joint  with  lengthen- 
ing of  the  extensor  tendons  is  performed  under 
local  anesthesia.  Marked  claw  or  hammer  defor- 
mity of  all  toes  necessitates  more  radical  measures 
as  open  dorsal  capsulotomies  of  metatarsophalan- 
geal joints,  toe  extensor  tendon  transfer  to  meta- 
tarsal shafts,  lengthening  of  short  toe  extensor  ten- 
dons and  interphalangeal  joint  resections  and  ar- 
throdesis.7 The  corrected  position  is  maintained 
postoperatively  by  longitudinal  Kirschner  wires  or 
pins  in  each  toe  in  full  extension  position  in  a cast 
for  six  weeks. 

Treatment  of  damage  from  pressure 
on  sensitive  areas 

The  so-called  “soft  corn”  is  found  between  two 
toes.  A mycotic  lesion  is  suggested  by  the  pres- 
ence of  multiple  areas  of  similar  nature  and  the 
visualization  of  the  fungus  microscopically  after 
treating  a flake  of  skin  with  20  per  cent  potassium 
hydroxide  for  two  to  three  hours.  Many  of  these 
“corns”  are  due  to  the  pressure  of  a small  exosto- 
sis on  the  articular  margin  of  a joint  against  the 
neighbor  toe.  A roentgenogram  will  reveal  the 
latter  if  it  is  present.  A keratolytic  agent,  such  as 
ten  per  cent  salicylic  acid  in  flexible  collodion, 
allows  removal  of  the  bulk  of  the  clavus;  then  by 
placing  a small  pad  of  felt  or  cotton  between  the 
toes  distally,  pressure  is  relieved.  To  prevent 
maceration,  the  feet  are  kept  dry  by  frequent 
changing  of  stockings  and  by  dusting  with  a 
powder  made  of  equal  parts  of  boric  acid  and 
salicylic  acid.  If  this  treatment  fails,  the  clavus  is 
resected  under  local  anesthesia,  and  an  exostosis, 
if  present,  is  included.  An  ingenious  procedure, 
and  a successful  one,  consists  of  resection  of  the 
clavus  and  all  apposing  skin  between  the  two  toes 
to  allow  suture  of  the  toes  together,  thus  simulat- 
ing a syndactylism. 

Inflammations  about  the  toenail,  usually  the 
great  toenail,  are  minor,  but  painful  incidents. 
Pressure  of  a shoe,  stocking,  or  neighboring  toe 
against  the  toenail  results  in  painful  areas  on  either 
side  of  the  nail.  Improper  trimming  of  toenails  in 


a circular  fashion  allows  the  most  lateral  portions 
to  remain  undisturbed  and  to  grow  distally  as 
sharp  projections  into  the  soft  tissues,  producing 
breaks  in  the  skin  surface  which  become  infected. 
This  infection  often  spreads  underneath  the  nail. 
In  mild  or  early  cases,  a small  piece  of  cotton  is 
tucked  under  the  corner  of  the  involved  nail,  to 
lift  the  “ingrown”  portion  out  of  the  tissues.  An 
adhesive  plaster  strip,  wound  around  the  toe  and 
anchored  to  the  opposite  side  of  the  nail,  pulls 
the  soft  tissues  away  from  the  nail.  The  irritation 
of  an  ill-fitting  shoe  should,  of  course,  be  removed. 
When  quiescent,  and  after  the  nail  has  grown 
beyond  the  soft  tissues,  recurrences  may  be  pre- 
vented by  trimming  the  nails  squarely  across  the 
tip.  Aggravated  or  recurring  paroncychiae  are 
treated  surgically.8  Under  local  anesthesia  at  the 
base  of  the  toe,  with  a rubber  band  around  the  toe 
as  a tourniquet,  an  oblique  incision  is  made  at  the 
proximal  comer  of  the  nail  and  the  soft  tissues  re- 
flected laterally  and  proximally.  The  lateral 
quarter  of  the  nail  is  removed  from  the  tip,  to  and 
including  this  portion  of  the  nail  bed,  which  is 
curetted  to  prevent  further  growth.  The  soft  tissues 
readily  fall  into  place.  A simpler  method,  but 
applicable  only  to  mild  cases,  resects  a wedge 
of  soft  tissue  along  the  nail  without  disturbing 
the  latter  and  by  primary  closure  of  the  defect 
pulls  the  soft  tissues  away  from  the  buried  nail 
corner.9 

A painful  heel  seriously  disturbs  the  gait  mech- 
anism and  sequence.  In  growing  children, 
posterior  heel  tenderness  suggests  an  apophysitis 
of  the  os  calcis,  which  is  readily  recognized  on  the 
roentgenogram  by  the  denser  fragmented  growing 
portion.  With  protection  alone  by  means  of  an 
insole  or  a temporary  plaster  cast,  complete  re- 
covery follows  in  two  or  three  months.  In  adults, 
the  tenderness  is  almost  invariably  localized  to 
the  inferior  tuberosity  region — the  weight-bearing 
area.  Here  the  roentgenogram  may  show  nothing, 
or  it  may  show  slight  proliferation  or  a definite 
spur.  The  neisserian  etiology  of  the  latter  is  now 
known  to  be  remote.  Many  are  due  to  congenital 
changes,  response  to  static  stresses  or  prolifera- 
tions associated  with  arthritis  or  true  bursitis.  The 
insole  in  this  instance  must  be  sufficiently  high  in 
the  longitudinal  arch  portion  to  relieve  the  heel  of 
considerable  weight.  The  heel  portion  is  cupped 
to  receive  the  tender  area.  Diathermy  often  proves 
of  definite  value.  Focal  infection  possibilities 
should  be  investigated.  The  tender  weight  bearing 
area  may  be  markedly  improved  by  injection  with 
( Continued  on  page  86) 
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Operative  cholangiography 

Evaluation  of  its  frequent  use 


George  F.  Wollgast,  MD  and  Richard  L.  Penfold,  MD,  Denver,  Colo. 


The  literature  on  the  subject  of  operative 
cholangiography  has  been  reviewed,  and  the 
opinions  of  responsible  surgeons  reported. 

The  authors  have  pointed  out  the  value  of 
this  procedure  in  the  recognition  of 
unsuspected  biliary  calculi,  and  in  the 
avoidance  of  unnecessary  common  duct 
explorations.  Ninety-five  operative 
cholangio grams,  done  by  them,  have 
been  evaluated. 

Operative  cholangiography  was  first  intro- 
duced by  Mirizzi  in  1932.  Hicken  and  Best  be- 
came enthusiastic  advocates  of  its  use  as  a supple- 
ment to  the  surgeon’s  clinical  judgment,  and  today 
the  procedure  has  become  an  important  diagnostic 
tool. 

During  the  period  1958  through  1963  we  did 
95  operative  cholangiographies  which  represent 
57.5  per  cent  of  the  165  cases  of  biliary  tract 
surgery  we  performed  during  this  period.  An 
evaluation  of  this  procedure  in  the  above  cases 
can  best  be  made  by  answering  the  following 
questions : 

( 1 ) Does  operative  cholangiography  reveal  un- 
suspected biliary  tract  disease? 

(2)  Were  we  aided  by  the  procedure  in  avoid- 
ing unnecessary  common  duct  exploration? 

(3)  What  pathology  other  than  biliary  tree 
stones  was  revealed  by  this  procedure? 

(4)  Could  any  complications  be  directly  at- 
tributed to  the  procedure? 

(5)  Was  the  procedure  time  consuming? 

Technic 

Plastic  skin  drapes  are  used  so  that  metal  towel 

* From  the  Surgical  Service  of  Saint  Luke’s  Hospital,  Den- 
ver. Dr.  Penfold  is  Chief  Surgical  Resident  at  Saint  Luke’s 
Hospital.  Photography  was  done  by  Dr.  Yuji  Oishi. 

A list  of  23  references  has  been  deleted  because  of  space 
limitations. 


clamps  can  be  avoided.  A small  plastic  tube  is 
inserted  into  the  cystic  duct  for  injection  of  a con- 
trast medium  into  the  biliary  tree.  In  this  way  we 
avoid  disturbance  of  the  common  duct  in  cases 
with  negative  cholangiograms.  The  technic  will 
not  be  described  further  inasmuch  as  there  are 
numerous  excellent  articles  dealing  with  the  pro- 
cedure. After  adequate  radiographic  examination 
and  while  the  films  are  being  processed,  the  gall- 
bladder is  mobilized  from  its  liver  bed  and  a drain 
is  inserted. 

(1 ) Does  operative  cholangiography  reveal  un- 
suspected biliary  tract  disease? 

Approximately  20  per  cent  of  patients  with 
cholecystolithiasis  have  an  associated  choledocho- 
lithiasis.  Cole  states,  “Perhaps  the  greatest  hazard 
in  the  treatment  of  patients  with  stones  in  the 
common  duct  is  the  possibility  of  residual  stones 
following  choledochostomy.”  Ninety-five  per  cent 
of  all  secondary  operations  on  the  biliary  tract  are 
for  retained  calculi.  Furthermore,  the  mortality 
rate  rises  sharply  following  reexploration  (21  per 
cent  in  those  over  50  years  of  age).  Kaplan  re- 
ports that  as  a result  of  operative  cholangiography, 
no  cases  of  retained  calculi  have  been  found  on 
follow  up  examinations.  Thompson,  employing 
completion  cholangiography  after  all  choledocho- 
lithotomies  found  it  necessary  to  reexplore  25  per 
cent  of  his  cases  for  retained  stones.  One  hundred 
patients  having  had  common  duct  stones  removed 
were  studied  postoperatively  by  the  injection  of 
Diodrast®  solution  into  their  T-tubes  and  12  were 
found  to  harbor  residual  stones.  Shingleton  and 
Peete  studied  42  patients  complaining  of  post- 
cholecystectomy syndrome  and  found  1 1 with 
common  duct  stones,  4 with  cystic  duct  stones, 
and  6 with  long  cystic  duct  remnants.  We  ex- 
plored the  common  duct  12  times  in  our  series 
of  95  cases  (12.5  per  cent).  In  5 of  these  12  cases 
stones  had  been  suspected  from  the  clinical  evalu- 
ation and  these  were  removed.  Three  routine 
cholangiograms  revealed  unsuspected  common 
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Fig.  1.  Unsuspected  common  duct  calculi  and  visual- 
ization of  the  pancreatic  duct. 


duct  stones,  these  were  removed  (Figs.  1 and  2). 
In  2 patients  calculi  were  palpated  in  the  common 
duct,  so  they  were  removed.  Then  T-tube  chol- 
angiograms,  taken  before  closure,  revealed  resid- 
ual common  duct  stones  necessitating  reexplora- 
tion of  the  ducts  for  their  removal  (Fig.  3). 

(2)  Were  we  aided  by  the  procedure  in  avoid- 
ing unnecessary  common  duct  exploration? 

The  incidence  of  unnecessary  and  prolonged 
explorations  is  greatly  reduced  by  operative  chol- 
angiography. Negative  explorations  can  be  re- 
duced to  nearly  zero  as  the  surgeon  becomes  adept 
at  the  procedure  and  experienced  with  film  inter- 
pretation. This,  we  think,  is  very  important  as  can 
be  attested  by  Edmunds,  Emmett  and  Clark  who 
reported  that  approximately  one-half  of  their  com- 
mon duct  explorations,  done  on  the  basis  of  clini- 
cal evaluation  alone,  were  negative.  A history  of 
jaundice  is  not  always  an  indication  for  explora- 
tion, nor  is  the  presence  of  jaundice.  Further, 
Traube  states  that  only  half  of  the  patients  who 
have  gallstones  and  jaundice  will  be  found  to  have 
common  duct  stones  (Fig.  4). 


We  had  83  per  cent  positive  common  duct  ex- 
plorations in  our  series  (10  out  of  12).  This  is  a 
much  higher  percentage  of  positive  results  than 
one  experiences  when  explorations  are  done  on  a 
clinical  basis  alone.  Negative  cholangiograms 
aided  us  in  avoiding  unnecessary  explorations  in 
several  patients  with  dilated  ducts  and  in  others 
with  a history  of  jaundice.  This  is  extremely  im- 
portant for  it  is  in  these  cases  that  persistent  effort 
to  find  a nonexistent  stone  leads  to  prolonged 
operative  time  and  increased  risk  to  the  patient. 

A false  positive  cholangiogram,  probably  due 
to  the  injection  of  air  bubbles,  was  the  cause  of  one 
unnecessary  common  duct  exploration.  The  other 
probably  unnecessary  exploration  was  upon  a pa- 
tient with  cirrhosis  who  had  been  jaundiced.  Only 
a small  amount  of  biliary  sand  was  removed  from 
the  common  duct  in  this  case. 

According  to  Isaacs  operative  cholangiography 
is  96  per  cent  accurate.  He  states  that  in  87  rou- 
tine cholecystectomies  he  avoided  15  (17.2  per 
cent)  common  duct  explorations  which  should 
have  been  done  on  the  basis  of  clinical  evaluation, 
but  all  had  negative  cholangiograms. 


Fig.  2.  Unsuspected  common  duct  calculi. 
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(3)  What  pathology  other  than  biliary  tree 
stones  was  revealed  by  this  procedure? 

Other  pathology  and  abnormalities  which  may 
be  demonstrated  by  operative  cholangiography  in- 
clude kinks,  strictures,  fistulae,  neoplasms  and 
congenital  reduplications.  These  abnormalities  are 
difficult  to  demonstrate  by  any  other  method. 
Long  cystic  ducts  were  readily  demonstrated  and 
removed  in  several  of  our  patients.  In  an  ex- 
tremely obese  individual,  an  elongated  gallbladder 
ampulla  was  identified.  The  identification  of  a 
cystic  duct  arising  from  the  right  hepatic  duct  in 
2 of  our  patients  enabled  us  to  avoid  the  ligation 
and  transection  of  these  right  hepatic  ducts. 

There  was  no  mortality  in  this  group  of  pa- 
tients and  none  of  the  95  to  date  has  evidenced 
any  symptoms  suggestive  of  persistent  biliary  tract 
disease. 

(4)  Could  any  complications  be  directly  at- 
tributed to  the  procedure? 

No  local  or  systemic  complications  could  be 


Fig.  3.  Many  calculi  were  removed  from  the  biliary 
tree  of  this  patient.  The  T-tube  cholangiogram  fol- 
lowing exploration  revealed  additional  retained 
stones. 


Fig.  4.  This  elderly  patient  had  obstructive  jaundice. 
The  cholangiogram  was  normal,  exploration  was 
avoided. 


attributed  to  the  contrast  medium  or  the  pro- 
cedure. Two  of  our  patients  with  negative  chol- 
angiograms  developed  unexplained  temperatures 
(101°  to  102°)  persisting  for  3 or  4 days.  The 
pancreatic  ducts  had  not  been  visualized  in  either 
of  these  cases,  and  neither  showed  any  elevation 
of  the  serum  amylase.  The  complication  of  pan- 
creatitis is  low.  Gardner  reports  the  incidence  of 
less  than  0.5  per  cent  in  a series  of  596  operative 
cholangiograms.  This  compares  favorably  with 
the  incidence  of  pancreatitis  in  biliary  tract  sur- 
gery when  cholangiography  is  not  used.  In  our 
series  the  pancreatic  duct  was  visualized  15  times 
(16  per  cent)  (Fig.  1).  Operative  cholangiog- 
raphy performed  through  the  cystic  duct  does  not 
prolong  the  average  hospital  stay.  Mortality  and 
morbidity  are  both  increased  by  unnecessary  com- 
mon duct  exploration.  Colcock  states,  “The  addi- 
tion of  choledochostomy  prolonged  the  hospital 
stay  approximately  three  days.” 

(5)  Was  the  procedure  time  consuming? 
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Fig.  5.  This  cholangiogram  reveals  two  stones  with- 
in the  common  duct. 


Experience  reduces  the  time  required  to  do 
operative  cholangiography.  Baker  et  al.  state  that 
this  procedure  prolonged  their  operating  time  10 
to  30  minutes.  Hight  believes  the  time  consumed 
is  3 to  5 minutes.  Our  experience  coincides  with 
that  of  Davis  who  finds  that  it  adds  only  10  to  15 
minutes  to  the  operating  time. 

Gallstones  and/or  common  duct  stones  were 
found  in  87  of  our  95  patients.  Diagnoses  in  the 
remaining  cases  were:  two  cases  of  stenosis  of  the 
cystic  duct,  two  cases  of  acute  torsion  of  the  gall- 
bladder and  one  case  each  of  subacute  granulo- 
matosis, hydrops  of  the  gallbladder,  chronic  chole- 
cystitis and  adenocarcinoma  of  the  gallbladder. 

Conclusion 

There  are  many  advantages  to  the  routine  use 
of  operative  cholangiography.  Information  be- 
comes available  at  a crucial  time  during  the  opera- 
tion which  cannot  be  obtained  as  accurately  in 
any  other  way.  Having  some  knowledge  of  the 
number  and  location  of  the  stones  prior  to  open- 


ing the  common  duct  enables  the  surgeon  to  at- 
tack the  problem  more  intelligently  (Figs.  5 and 
6). 

We  would  feel  quite  insecure  without  the  avail- 
ability of  this  easily  performed  informative  pro- 
cedure. 

It  is  not  possible  by  history,  inspection,  palpa- 
tion and  judgment  alone  to  make  a decision  with 
the  same  accuracy  and  with  as  little  risk  as  with 
operative  cholangiography. 

We  doubt  if  any  surgeon  would  remove  a 
T-tube  without  a cholangiogram.  The  most  logical 
time  to  do  this  cholangiogram  is  while  the  ab- 
domen is  open. 

Reexploration  procedures  are  reduced. 

Filling  of  the  pancreatic  duct  does  not  seem  to 
be  of  significance. 

Cholangiography  does  not  greatly  prolong  the 
operative  procedure,  and  certainly  reduces  the 
operative  time  in  those  patients  who  otherwise 
would  have  undergone  unnecessary  explorations. 
It  did  not  add  to  morbidity  or  mortality  in  our 
patients.  • 


Fig.  6.  Cholangiogram  reveals  solitary  stone  at  distal 
end  of  common  duct. 
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Evaluation  of  a new  diuretic  (DT-327)* 


M.  A.  Gold,  MD,  Butte,  Montana 


Since  the  introduction  of  thiazides  in  clinical 
medicine  as  a diuretic  which  was  found  to  possess 
antihypertensive  properties1’ 2t  3 a considerable 
number  of  other  diuretics  became  available  in- 
cluding Benzhydroflumethiazide,  Benzthiazide, 
Chlorthalidone,  Cyclothiazide,  Hydrochlorothia- 
zide, Flumethiazide,  Hydroflumethiazide,  Methy- 
chlothiazide.  Polythiazide  and  Trichloromethazide. 
These  have  been  offered  for  the  treatment  of  hy- 
pertension and  decompensation  or  fluid  retention 
of  any  cause.  Numerous  analogues  of  the  basic 
Benzothiadiazine  molecule  were  also  made  avail- 
able as  well  as  other  types  of  oral  diuretics.  All 
are  administered  in  varied  dosages  and  are  claimed 
to  be  superior  as  regards  satisfactory  absorption, 
potency  and  low  toxicity.  The  research  continues 
to  find  the  ideal  single  diuretic  which  possesses 
greater  safety  and  efficacy. 

Mechanism  of  action 

No  attempt  will  be  made  to  enter  into  an  elab- 
orate discussion  of  the  mode  of  action  of  the  thia- 
zides, but  some  general  comments  might  be  ger- 
mane. The  above  mentioned  diuretics  act  on  dif- 
ferent portions  of  the  nephron.  Beyer4  stated  that 
the  primary  pharmacodynamic  effect  of  Chloro- 
thiazide is  that  of  increasing  NaCl  excretion  and 
secondly,  water  excretion,  which  resembles  that  of 
a potent  organomercurial  diuretic  agent.  It  ap- 
pears that  the  predominant  effect  of  the  Chloro- 
thiazide and  Flumethiazide  compounds  is  to  in- 
crease sodium  excretion  with  a lesser  effect  on 
sodium,  but  the  differences  are  not  great.  There  is 
actually  some  carbonic  anhydrase  inhibiting  ac- 
tion in  the  thiazides  but  it  is  relatively  slight  and 
probably  contributes  very  little  to  the  total  diu- 
retic effect.  The  diuretic  effect  comprises  inter- 
ference with  reabsorption  of  sodium  and  chloride 
in  the  tubule  but  which  portion  of  the  tubule  is 
not  definitely  known.  Crosley,  et  al.5  demonstrated 
primary  action  in  the  proximal  tubule  but  felt  that 

* Presented  during  the  Montana-Wyoming  Session  of  the 
American  College  of  Physicians,  Billings,  Montana,  Novem- 
ber 14,  1964.  Supplied  by  H.  Althouse,  Sandoz  Pharmaceu- 
ticals. DT-327  is  known  outside  of  the  United  States  as 
“Brinaldix.” 


some  of  their  findings  were  in  accord  with  the 
suggestion  of  others  of  an  additional  distal  tubular 
action.  Vander,  et  al.6  observed  increased  distal 
tubular  potassium  secretion  with  less  clear-cut 
evidence  of  distal  potassium  reabsorption. 

The  osmotic  group  of  diuretics  such  as  urea, 
sucrose  and  mannitol  are  freely  filtrable  and  are 
not  reabsorbed  by  the  proximal  tubule.  They  can 
produce  salt  and  water  loss  as  a result  of  their 
osmotic  action. 

The  carbonic  anhydrase  inhibitors  (acetazolea- 
mide  or  Diamox,  ethyoxyoleamide  or  Cardrase, 
and  dichlorophenamide  or  Daramide)  have  vir- 
tually been  abandoned.  One  of  these,  acetazolea- 
mide,  causes  a transient  diuresis  of  sodium  bicar- 
bonate, but  it  does  produce  in  time  systemic  aci- 
dosis, and  diuresis  is  stopped.  It  has  been  found 
useful  in  potentiating  the  effect  of  mercurial  diu- 
retics. 

Acid  forming  salts  such  as  ammonium  chloride 
have  been  used  to  potentiate  the  action  of  the 
mercurial  diuretics.  Levy,  et  al.7  demonstrated  in 
dogs  that  the  major  part  of  the  potentiating  action 
of  acid  salts  when  used  with  organomercurials  is 
related  to  the  relative  ease  of  release  of  mercuric 
ions  from  organic  mercurial  compounds  in  acid 
media,  but  this  explanation  has  been  questioned. 

Xanthine  derivative  compounds  (aminophyl- 
line,  dyphylline  and  oxtryphylline)  and  others  are 
seldom  used  alone  as  diuretics,  but  have  a limited 
use  in  conjunction  with  more  potent  agents.  They 
produce  their  effect  mainly  by  improving  cardiac 
function  and  increasing  glomerular  filtrate  rate. 

Fuchs8  stated  that  the  mercurials  when  given 
parenterally  are  capable  of  producing  significant 
hypotensive  effects.  They  are  seldom  used  in  the 
therapy  of  hypertension  because  continuous  sal- 
uretic activity  usually  is  required  and  frequent 
mercurial  injections  are  impractical.  The  oral  mer- 
curials have  a high  incidence  of  gastrointestinal 
side  effects  and  their  therapeutic  effectiveness  is 
not  as  marked  as  the  thiazide  and  chlorthalidone 
groups.  The  mechanism  of  action  of  the  mercurials 
is  not  definitely  known  but  it  is  believed  that  they 
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inhibit  sodium  transport  and  prevent  reabsorp- 
tion of  the  sodium  ion,  particularly  in  the  proximal 
tubules. 

This  report  is  concerned  with  a new  diuretic, 
DT-327  (N-2',  6'-dimethyl  piperidyl-(l')  3-sul- 
famyl-4-chlorbenzamide).  The  structural  formula 
is: 


DT-327  is  structurally  related  in  part,  to  the  diu- 
retics of  the  chlorothiazide  and  chlorthalidone 
class  by  virtue  of  its  sulfamyl  group,  however,  its 
structure,  on  the  whole,  differs  considerably  from 
other  diuretics.  The 

>o 

linkage  relates  it  to  the  hydrazines. 

Fluckiger,  et  al.9  studied  DT-327  pharmaco- 
logically. They  found  that  it  increases  sodium  and 
chloride  excretion  in  rats,  dogs  and  man  in  the 
ratio  of  1 : 1 so  that  the  increase  in  urinary  flow  is 
practically  isotonic.  They  state  that  this  highly 
specific  saluretic  action  does  not  affect  PAH  and 
creatinine  clearance  rates,  and  experimental  evi- 
dence supports  the  conclusion  that  DT-327  acts 
by  inhibiting  a proximal  sodium  transport  system. 
With  DT-327  the  maximum  saluretic  effect  in  rats 
was  25-30  per  cent  greater  than  with  a standard 
diuretic,  this  maximum  effect  being  elicited  with 
a dose  100  times  smaller.  Acute  and  chronic  toxic- 
ity studies  (rat,  guinea-pig,  rabbit,  dog)  revealed 
no  side  effects  even  with  very  large  doses.  Experi- 
ments on  pregnant  rats  and  pregnant  rabbits 
showed  no  interference  with  normal  foetal  de- 
velopment. Thuerlimann10  employed  DT-327  in 
65  ambulatory  patients  as  a saluretic  and  found 
it  to  be  well  tolerated,  with  a favorable  effect  on 
electrolytes,  von  Arx11  studied  DT-327  in  23 
cases  and  reported  that  it  was  an  effective  saluretic 
without  significant  side  effects  and  that  its  influence 
on  electrolyte  balance  was  favorable,  especially 
that  of  a low  hypocalcemic  effect.  Thut12  reported 
that  DT-327  in  a variety  of  edematous  states  was 
effective  in  doses  of  12.5  to  50  mg.  daily  resulting 
in  a saluretic  effect  within  2 hours  and  reached  its 
maximum  in  3-6  hours,  persisting  for  12-24  hours 


depending  on  the  dose.  Minimal  changes  in  serum 
potassium  were  observed. 

Methods  and  material 

The  patients  observed  were  those  seen  in  med- 
ical practice  limited  to  internal  medicine.  At  the 
beginning  of  the  study,  patients  were  hospitalized 
and  adequate  laboratory  and  clinical  studies  ob- 
tained before,  during  and  after  the  administration 
of  DT-327.  Examinations  included  chest  x-rays, 
daily  weights,  intake  and  output,  electrocardio- 
grams, eyeground  studies,  serum  electrolyte  studies 
including  serum  potassium  sodium  and  chlorides, 
blood  urea  nitrogen,  uric  acid,  blood  sugar,  blood 
counts  and  urinalyses.  Other  laboratory  pro- 
cedures were  done  as  indicated.  All  patients  were 
observed  for  control  periods  since  many  had  pre- 
viously used  other  diuretics.  The  effect  of  DT-327 
was  compared  to  the  effect  of  other  diuretics. 
Those  patients  on  a single  dose  regimen  received 
it  at  7 a.m.  if  single  doses  were  used  and  at  7 a.m. 
and  2 p.m.  if  divided  doses  were  employed. 

The  indication  for  DT-327  overlapped  in  some 
patients,  for  example,  some  hypertensives  had  car- 
diac decompensation  and  the  basic  reason  for  the 
use  of  the  diuretic  was  the  edema.  However,  the 
main  indication  for  the  use  of  DT-327  determined 
the  classification  of  the  case  and  no  case  is  listed 
in  more  than  one  category  (Table  I). 


TABLE  I 


GROUP 

CLASSIFICATION 

NO.  OF  CASES 

I 

Arthritis 

4 

II 

Cardiac 

9 

III 

Fluid  Retention 

6 

IV 

Hypertension 

20 

V 

Miscellaneous 

1 

Hypertensive  patients  were  classified  into  mild, 
moderate  and  severe.  Mild  cases  were  those  whose 
systolic  pressure  was  not  above  180  mm.  of  mer- 
cury and  diastolic  not  over  100  mm.  of  mercury. 
The  limits  for  moderate  hypertension  were  200 
systolic  and  110  diastolic  and  those  for  severe 
hypertension  were  over  220  systolic  and  120  dia- 
stolic. If  only  the  systolic  or  diastolic  pressure 
were  over  the  limit  set,  the  patient  was  considered 
as  belonging  to  the  lower  group,  if  both  were  over 
the  limit  set,  the  patient  was  placed  in  the  higher 
group. 

Forty  patients  were  studied,  16  male  and  24 
female,  who  were  divided  into  the  following  age 
groups : 
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TABLE  II 


GROUP 

31-40 

41-50 

51-60 

61-70 

71-80 

81-90 

A 

I 

1 

1 

1 

1 

C 

II 

1 

1 

3 

3 

1 

F 

III 

1 

2 

3 

H 

IV 

3 

6 

7 

2 

2 

M 

V 

1 

TOTALS 

2 

7 

14 

11 

4 

2 

Etiologically,  the  patients  were  as  follows:  In 
Group  I,  comprising  arthritic  cases,  four  had  rheu- 
matoid arthritis,  one  also  with  osteoarthritis  and 
another  also  with  a severe  bursitis.  Group  II,  the 
cardiac  cases,  two  had  rheumatic  heart  disease, 
one  had  cor  pulmonale  secondary  to  pulmonary 
emphysema,  two  had  arteriosclerotic  heart  disease 
and  four  had  hypertensive  heart  disease.  The  cases 
classified  in  Group  III  are  those  with  fluid  reten- 
tion of  which  two  had  thyroid  abnormalities  with 
no  cardiac,  renal,  pulmonary  or  hepatic  causes  for 
edema.  One  patient  had  an  abnormality  of  sweat- 
ing, one  case  was  questionable  fluid  retention  after 
the  use  of  adreno-corticotrophic  hormone  for 
severe  asthma,  and  who  always  used  diuretics  to 
obtain  relief  from  the  rapid  edema  which  occurred 
each  time  the  ACTH  was  used.  Group  IV,  the 
hypertensive  group,  there  were  14  mild,  4 moder- 
ate and  2 severe  of  which  there  were  17  cases 
classified  as  essential  hypertension  and  3 cases 
due  to  arteriosclerotic  hypertension. 

Results 

The  arthritic  cases,  Group  I:  No  effect  was 
noted  in  the  use  of  DT-327  in  the  arthritic 
group  except  subjectively  in  that  there  seemed 
to  be  less  tension  between  the  fingers.  Doses  up  to 
100  mg.  daily  produced  no  objective  findings.  The 


improvement  appeared  when  there  was  less  swell- 
ing of  the  hands,  possibly  from  dehydration,  but 
this  was  not  a sustained  effect  and  the  symptoms 
recurred.  Because  of  an  insufficient  number  of 
arthritic  patients,  no  definitive  statement  can  be 
made  in  regard  to  the  arthritic  patients  especially 
in  the  dosages  used. 

The  cardiac  cases — Group  II,  Table  III — all 
patients  had  been  previously  digitalized  except  pa- 
tient No.  2 who  had  arteriosclerosis  with  periph- 
eral thrombosis.  In  all  the  patients,  DT-327  in 
dosage  of  25  mg.  per  day  was  approximately  equal 
to  the  effect  obtained  from  dosages  of  500  mg. 
per  day  of  Chlorothiazide.  Some  patients  were 
previously  on  other  diuretics  but  a washout  period 
without  any  diuretics  was  instituted  before  the 
DT-327  was  given.  In  every  case  there  was  a 
weight  loss  obtained  with  the  use  of  DT-327. 
Case  C-3  had  a blood  pressure  drop  of  30  mm. 
systolic  and  20  mm.  diastolic.  Case  C-4  had 
a blood  pressure  drop  of  40  mm.  systolic  and 
10  mm.  diastolic.  In  Case  C-9  the  patient  had 
slightly  less  leg  cramps  with  the  use  of  Cyclothia- 
zide than  with  DT-327. 

Fluid  retention  cases,  Group  III,  one  patient 
showed  no  effect  with  the  use  of  DT-327,  one 
had  a questionable  effect  and  in  four  cases,  DT- 
327  was  equivalent  to  the  effect  of  other  diuretics. 

Group  IV,  the  hypertensive  cases,  are  outlined 
in  Tables  IV  and  V.  The  response  of  the  hyper- 
tensive groups  was  graded  as  follows:  If  there 
was  a drop  in  the  mean  blood  pressure  of  more 
than  20  it  was  considered  an  excellent  response; 
a 10  to  20  drop  in  the  mean  blood  pressure  was 
considered  good,  and  a 0 to  10  drop  in  the  mean 
blood  pressure  was  considered  as  little  or  no  re- 
sponse. With  this  arbitrary  classification,  11  pa- 
tients (55  per  cent)  had  an  excellent  response,  5 
(25  per  cent)  good,  and  4 (20  per  cent)  showed 


TABLE  III 


CARDIAC  NO. 

PATIENT 
CASE  NO. 

ETIOLOGY 

OF 

HEART  DISEASE 

DEGREE  OF 
EDEMA 
(1+  TO  4+) 

DIGITALIS 

WEIGHT  LOSS 
AFTER  DT-327 
(POUNDS) 

C-l 

1 

Rheumatic  Heart  Disease 

+ 

Yes 

5.0 

C-2 

3 

Arteriosclerotic 

+++ 

Yes 

17.5 

C-3 

23 

Hypertensive 

+++ 

Yes 

18.0 

C-4 

25 

Hypertensive 

++ 

Yes 

13.0 

C-5 

26 

Hypertensive 

+++ 

Yes 

22.0 

C-6 

30 

Hypertensive 

+ 

Yes 

4.0 

C-l 

31 

Arteriosclerotic  also  with 

Peripheral  thrombosis 

-H- 

No 

12.0 

C-8 

36 

Rheumatic 

+4+ 

Yes 

17.5 

C-9 

40 

Pulmonary 

(4-) 

Yes 

8.0 
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TABLE  IV 

HYPERTENSIVE  CASES 


CASE  NO. 

CLASS 

Systolic 

BEFORE  RX. 
Diastolic 

Mean 

Systolic 

AFTER  RX. 
Diastolic 

Mean 

MEAN 

CHANGE 

1 

Mild  

198 

100 

149 

168 

88 

128 

-21 

2 

Mild  

160 

90 

125 

138 

88 

113 

-12 

3 

Mild  

190 

100 

145 

174 

104 

134 

-11 

4 

Mild  

194 

94 

144 

190 

120 

155 

+11 

5 

Moderate  

210 

110 

160 

190 

90 

140 

-20 

6 

Moderate  

212 

112 

162 

168 

100 

134 

-28 

7 

Mild  

190 

90 

140 

174 

90 

132 

- 8 

8 

Severe  

220 

120 

170 

132 

90 

136 

-34 

9 

Mild  

170 

90 

130 

158 

80 

119 

-11 

10 

Moderate  

212 

112 

162 

180 

90 

135 

-27 

11 

Mild  

190 

90 

140 

172 

94 

133 

- 7 

12 

Mild  

194 

90 

142 

160 

80 

120 

-22 

13 

Severe  

252 

148 

200 

180 

106 

143 

-57 

14 

Mild  

192 

110 

151 

138 

90 

114 

-37 

15 

Mild  

192 

100 

146 

150 

90 

120 

-26 

16 

Mild  

178 

90 

134 

160 

90 

125 

- 9 

17 

Mild  

172 

102 

137 

154 

88 

121 

-16 

18 

Moderate  

188 

112 

155 

150 

80 

115 

-40 

19 

Mild  

190 

110 

150 

146 

80 

113 

-37 

20 

Mild  

180 

110 

145 

158 

96 

127 

-18 

Mean  BP  = Vi  (systolic  + diastolic). 


TABLE  V 

RESULTS  OF  HYPERTENSION 


SEVERITY  OF  AVERAGE  DROP  DROP  IN  MEAN 

HYPERTENSION  IN  B/P  B/P 


Mild  25/6  16 

Moderate  30/25  29 

Severe  70/36  45 


no  significant  improvement,  though  there  was  a 
mild  response  noted  in  3 of  the  4 patients.  Five  of 
the  hypertensive  cases  were  also  given  other  medi- 
cation in  association  with  DT-327. 

Side  effects 

In  the  total  series  of  cases  one  patient  expe- 
rienced marked  nausea  and  also  complained  of 
nervousness  requiring  discontinuation  of  the 
medication.  Three  patients  had  slight  nausea; 
in  one  it  appeared  at  a dose  of  10  mg.  per 
day,  two  at  75  mg.  per  day  and  one  patient  at 
100  mg.  per  day,  but  no  vomiting  was  reported. 
One  patient  complained  of  leg  cramps  which  also 
occurred  with  other  types  of  diuretics  which  were 
previously  used.  There  were  no  changes  in  serum 
sodium  and  serum  calcium.  This  patient  found 
that  he  could  control  his  leg  cramps  by  using  DT- 
327  not  more  than  three  days  weekly  for  edema. 

There  were  no  obvious  cases  of  gout  or  diabetes 


precipitated  in  any  of  the  cases.  DT-327  was 
given  to  one  patient  who  had  an  elevated  uric  acid 
and  here  the  uric  acid  dropped  from  8.1  mg.%  to 
7.0  mg.%  which  may  not  be  considered  signifi- 
cant. 

There  have  been  three  deaths  in  the  cases 
treated.  Case  16,  L-l  died  of  carcinoma  of  the 
prostate  with  metastases.  Case  26,  C-5,  died  of  a 
cerebral  vascular  hemorrhage  and  Case  30,  C-6 
died  of  a coronary  occlusion.  None  of  these  three 
cases  were  on  DT-327  when  they  expired. 

DT-327  has  been  used  over  a year  in  two  cases 
without  producing  any  marked  changes  in  the 
electrolyte  balance. 

COMMONLY  USED  DIURETICS 


GENERIC  DRUG  NAME 

Bendroflumethiazide 

Benzthiazide 

Chlorthalidone 

Chlorothiazide 

Cyclothiazide 

Flumethiazide 

Hydrochlorothiazide 

Hydroflumethiazide 

Methyclothiazide 

Polythiazide 

Quinethazone 

Trichlormethiazide 

Spironolactone 


TRADE  NAME  (S) 

Naturetin 

Exna  (formerly  NaClex) 

Hygroton 

Diuril 

Anhydron 

Ademol 

Esidrix,  Hydro-Diuril,  Oretic 

Saluron 

Enduron 

Renese 

Hydromox 

Metahydrin,  Naqua 

Aldactone 
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Hip  pathology  in  the  teens* 


Recently  a thirteen-year-old  boy  was  seen  in 
consultation  by  an  excellent  general  surgeon  with 
a history  of  some  vague  pain  about  the  hip,  occa- 
sional limping,  occasional  vague  pain  about  the 
knee.  These  symptoms  came  on  during  a period 
of  active  sport-participation  by  the  boy.  This  rep- 
resents a common  complaint  that  is  heard  in  the 
doctor’s  office  from  a teenage  boy  or  girl.  This 
boy  was  sent  to  an  x-ray  laboratory  for  an  AP 
x-ray  of  the  pelvis.  The  doctor  received  the  report 
from  the  x-ray  department  that  the  AP  x-ray  of 
the  pelvis  was  entirely  within  normal  limits. 

The  anteroposterior  x-ray  of  the  pelvis  seen  in 
Fig.  1,  dated  6-14-61,  is  not  that  of  the  same 
patient  but  of  a sixteen-year-old  boy  with  the 
same  history  and  also  the  same  initial  medical 
examination.  In  this  case  a lateral  x-ray  of  both 
hips  was  also  made  (Fig.  2),  and  was  reported  to 
be  negative.  Neither  of  these  x-rays  are  negative, 
nor  was  that  of  the  young  boy  that  was  previously 
described.  In  the  young  boy,  three  weeks  later  he 
was  seen  by  the  doctor  with  acute  pain  in  his  hip 
and  was  unable  to  bear  weight  on  the  hip.  This 
unfortunate  history  is  repeated  over  and  over 
again  in  our  series  of  slipped  femoral  epiphyses. 
The  AP  x-ray  of  the  pelvis  in  Fig.  3,  is  dated 
5-10-62,  and  the  lateral  x-ray  (Fig.  4)  of  the 
hips  taken  the  same  day  show  the  head  of  the 
femur  to  be  markedly  displaced  and  already 
there  is  evidence  of  early  fusion  of  the  epiphyseal 
plate.  Such  a delay  in  the  diagnosis  and  treatment 
represents  very  often  a tragedy  in  the  child.  The 
blood-supply  to  the  head  of  the  femur  is  very 
precarious  and  may  be  completely  severed  or 
obliterated  by  a slipping  of  the  upper  femoral 
epiphysis  or  by  the  surgical  treatment  necessary 
to  give  reduction.  A review  of  the  literature  will 
indicate  a very  high  percentage  of  permanent  hip 
deformities  as  result  of  a slipped  capital  femoral 
epiphysis.  In  this  particular  case,  open  reduction 
and  internal  fixation  resulted  in  a normal  appear- 

* Presented  at  the  annual  meeting  of  the  Utah  State  Medical 
Association  in  Salt  Lake  City  in  September,  1964.  The  author 
is  Associate  Professor  of  Orthopaedic  Surgery,  Northwestern 
University  Medical  School;  and  Senior  Orthopaedic  Surgeon, 
Chicago  Wesley  Memorial  Hospital. 


William  J.  Schnute,  MD,  Chicago,  Illinois 

ing  and  functional  hip,  at  least  to  date.  Figs.  5 and 
6 show  the  same  hip  in  April,  1964,  restored  to 
its  normal  position  and  with  obliteration  of  the 
epiphyseal  plate. 

In  the  early  stage,  physical  examination  and 
x-ray  findings  are  often  minimal.  The  history  is 
frequently  not  much  different  from  a common 
history  obtained  from  many  teenage  boys  and  girls 
who  do  not  have,  nor  will  have,  any  serious  prob- 
lem with  their  hip.  The  roentgenologist  may  have 
a brief  history,  or  no  history  at  all,  regarding  the 
reason  for  the  x-ray  of  the  pelvis  or  the  hip.  Even 
without  a history,  the  roentgenologist  must  be 
completely  aware  of  the  problems  that  occur  in 
the  pelvis  of  a teenage  child  and,  if  an  x-ray  has 
been  ordered,  there  must  have  been  some  particu- 
lar reason  and  the  roentgenologist  has  a responsi- 
bility as  a specialist  to  ask  for  history  or  additional 
views  to  complete  a diagnosis.  The  orthopedic 
surgeon  is  aware  of  these  problems  and  will  have 
taken  a careful  orthopedic  history  and  carried  out 
a deliberate  physical  examination  to  aid  him  in 
making  the  diagnosis,  together  with  his  own  re- 
view of  the  x-ray.  Most  of  these  children,  though, 
will  be  seen  by  family  physician,  pediatrician,  or 
general  surgeon.  Perhaps  the  chance  of  finding 
pathology  in  the  pelvis  x-ray  may  be  only  1 per 
cent,  or  10  per  cent,  or  20  per  cent,  but  in  each 
one  that  results  in  a permanently  deformed  hip 
that  could  have  been  prevented  by  early  recogni- 
tion represents  a 100  per  cent  failure  in  this  case. 
It  is  little  consolation  to  this  child  or  the  family 
that  he  unfortunately  represented  only  1 per  cent, 
or  10  per  cent,  or  more  of  the  children  who  did 
not  have  a normal  hip.  When  an  x-ray  study  is 
indicated  for  a musculoskeletal  complaint,  the 
original  examination  should  be  complete  and 
should  include  the  opposite  joint  for  comparison. 
At  least  anteroposterior  and  lateral  x-rays  are 
also  necessary.  An  AP  x-ray  of  the  pelvis  in  par- 
ticular can  appear  to  be  negative,  where  a lateral 
view  would  show  pathology.  This  is  particularly 
true  in  the  case  of  the  slipped  capital  femoral 
epiphysis  (Fig.  7).  The  lateral  view  of  both  hips 
is  necessary  to  establish  the  diagnosis  (Fig.  8). 
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Fig.  3 


Fig.  6 


Fig.  2 


Fig.  5 


Fig.  4 


Fig.  1 


50 


Rocky  Mountain  Medical  Journal 


Fig.  9 Fig.  12 
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Fig.  13 


Fig.  16 


Fig.  17 


Fig.  15 


Fig.  18 
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This  lateral  view  could  easily  be  interpreted  as 
normal  by  the  doctor  unfamiliar  with  this  condi- 
tion, but  a lateral  view  of  the  opposite  hip  for 
comparison  would  at  least  give  him  a better 
chance  to  recognize  that  this  hip  is  not  normal. 
This  is  also  true  in  the  AP  and  lateral  views  of 
the  hip  (Figs.  1 and  2).  Recognition  of  the  de- 
formity of  the  boy  represented  by  Figs.  7 and  8, 
permitted  treatment  to  consist  merely  of  in  situ 
fixation  with  several  threaded  pins  of  the  capital 
epiphysis  to  prevent  further  displacement.  Six 
years  later  this  boy  has  two  normal  hips  (Figs.  9 
and  10).  After  the  deformity  has  slipped,  surgical 
correction  requires  probably  the  most  tedious  and 
difficult  procedure  the  orthopedic  surgeon  does 
and  one  which  carries  with  it  the  responsibility  of 
this  child  having  a normal  hip  the  rest  of  his  life, 
or  a deformed  hip  the  rest  of  his  life  and  with 
the  chances  of  having  a normal  hip  certainly  being 
in  the  minority. 

The  untreated  case  of  slipped  femoral  epiphysis 
with  deformity,  as  well  as  the  treated  case  in 
which  an  aseptic  necrosis  occurs,  represent  a 
permanent  deformity  that  in  later  years  will  give 
rise  to  increasing  pain  and  stiffness,  frequently 
requiring  a major  surgical  procedure  which  will 
not  lead  to  a normal  hip  but  will  at  least  help  to 
modify  the  pain  and  stiffness  of  the  hip.  This  will 
also  mean  the  use  of  a cane  or  crutches,  either 
with  or  without  surgical  procedure  for  many 
months,  during  a period  of  life  when  working  up 
in  his  job  or  profession  and  financial  responsibility 
for  a family  add  to  the  complications  of  the  hip 
condition  that  possibly  could  have  been  avoided 
completely,  if  it  had  been  properly  recognized  and 
treated. 

What  else  will  cause  hip  joint  symptoms 
in  the  teenage  child? 

Osteochondritis:  Osteochondritis  dissecans 
(Fig.  11)  is  not  too  common,  certainly  not  as 
common  as  osteochondritis  dissecans  in  the 
femoral  condyle,  but  must  be  kept  in  mind  in  the 
differential  diagnosis  of  hip-joint  pathology  in 
the  teens. 

Infections:  Fortunately,  we  see  actually  rarely 
any  more  tuberculosis  in  bones  and  joints.  The  hip 
joint  was  probably  second  in  frequency  to  tuber- 
culosis of  the  spine  in  musculoskeletal  tuberculosis 
and  was  one  of  the  common  diagnostic  problems 
many  years  ago  in  the  differential  diagnosis  of 
hip  joint  pathology  in  the  teens.  This  still  has  to 
be  kept  in  mind.  The  early  x-ray  changes  will 


coincide  with  the  careful  history  and  physical 
examination.  X-ray  alone  in  the  very  early  course 
of  the  disease  may  not  indicate  the  extent  of  the 
pathology. 

Congenital  Anomalies:  Congenital  deformities 
of  the  hips,  usually  a dysplasia  or  a dislocation, 
as  a rule  present  few  problems  during  the  teen 
years.  We  still  see,  occasionally,  hips  that  have 
had  a congenital  dysplasia  or  dislocation  that  has 
not  been  corrected  or  has  been  left  with  per- 
manent hip  joint  deformity.  Many  times  these 
children  have  minimal  difficulty  during  their  teen 
period  and  may  not  begin  to  have  disabling  symp- 
toms until  later  in  life.  Occasionally  there  will  be 
symptoms  of  increasing  limp  and  pain  during  the 
teen  period  which  need  correction.  Fig.  12  shows 
the  x-ray  appearance  of  the  pelvis  in  1939,  at  the 
age  of  two.  There  is  an  un-reduced  dislocation  of 
the  left  hip  and  a dysplasia  of  the  right  hip. 
Manipulations,  casts,  were  repeatedly  carried  out 
during  the  subsequent  few  years  and  at  the  age 
of  eleven,  in  1948,  the  deformity  of  the  left  hip 
is  apparent  (Figs.  13  and  14).  During  the  next 
four  years,  increasing  pain,  increasing  limp,  neces- 
sitated a surgical  procedure.  In  this  case  an  angu- 
lation osteotomy,  to  stabilize  the  hip,  was  carried 
out  and  certainly  proved  most  successful.  At  this 
time,  eleven  years  after  surgery,  this  hip  is  stable 
and  painless.  It  remains,  however,  grossly  de- 
formed. 

Tumors:  Benign  solitary  tumors,  such  as  a 
large  osteochondroma  (Fig.  15)  are  occasionally 
seen.  It  does  seem  strange  that  such  a large  tumor 
as  this  could  be  present  in  a fifteen-year-old  girl 
and  not  have  been  recognized  sooner.  Occasion- 
ally, such  a large  solitary  tumor  could  by  this 
time  have  undergone  malignant  change  or  have 
been  subjected  to  repeated  minor  traumata.  For- 
tunately, complete  excision  of  this  large  mass 
again  permitted  this  attractive  fifteen-year-old  girl 
to  wear  fitted  skirts  and  dresses  without  asym- 
metry of  the  pelvis. 

Malignant  Tumors:  (Fig.  16)  This  thirteen- 
year-old  girl  had  been  treated  for  seven  months, 
with  five  months’  bed  rest  and  hospitalization  for 
“arthritis,”  and  another  two  months  in  a sanitari- 
um for  “tuberculosis”  of  her  hip.  This  x-ray  shows 
neither  arthritis  or  tuberculosis,  but  a tumor  of 
the  pubic  bone  that  was  proved  by  biopsy  to  be 
a Ewing’s  tumor. 

Another  example  of  malignant  bone  tumor  with 
hip  joint  pain  is  represented  in  this  thirteen-year- 
( Continued  on  page  78) 
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Evaluation  of  the  unconscious  patient* 


This  detailed  explanation  of  the  causes  of 
coma  and  methods  of  their  diagnosis 
should  be  of  value  to  the  practicing 
physician. 

For  this  discussion  the  term  consciousness  will 
refer  to  awareness  and  not  to  responsiveness.  It 
has  been  suggested  that  consciousness  is  a func- 
tion of  the  cerebral  cortex.  Certainly  focal  cortical 
lesions  produce  focal  disturbances  in  awareness, 
such  as  aphasia  from  left  sided  lesions,  disorders 
of  body  image  from  right  sided  lesions,  visual 
field  defects  from  occipital  lesions,  and  the  like. 
These  are  partial  or  sectional  disorders  of  aware- 
ness and  are  not  the  global  loss  of  consciousness 
to  be  discussed.  Experimentally  it  has  been  shown, 
and  amply  confirmed  clinically,  that  focal  disease 
of  the  brain  stem  will  result  in  loss  of  conscious- 
ness. Such  lesions  are  located  in  what  has  been 
termed  the  reticular  activating  system,  which  is 
a poorly  defined  zone  of  gray  matter  located  in  the 
brain  stem  tegmentum,  extending  from  the  dien- 
cephalon to  the  lower  pons.  Involvement  of  this 
area  is  responsible  for  unconsciousness.  This  area 
is  responsible  for  the  normal  character  of  the  elec- 
troencephalogram; lesions  located  rostrally  may 
cause  patterns  indistinguishable  from  sleep  where- 
as more  caudally  placed  lesions  are  likely  to  be 
accompanied  by  a normal  EEG  if  the  cortex  is 
unaffected. 

Situations  most  commonly  confused  with  un- 
consciousness are  disorders  of  responsiveness 
which  include  chiefly  psychogenic  syndromes,  such 
as  catatonia.  This  can  usually  be  distinguished  by 
the  presence  of  “waxy  flexibility,”  negativism,  ab- 
sence of  associated  neurologic  findings,  past  his- 
tory of  psychiatric  difficulties,  and  immediately 
preceding  history  of  excitement,  confusion  or  de- 
pression. These  patients  may  respond  to  authori- 
tative commands  and  are  occasionally  described 
as  exhibiting  an  “empathetic”  form  of  communica- 
tion. The  treatment  of  such  problems  is  obviously 
psychiatric  and  frequently  of  an  urgent  nature. 

Occasionally  one  encounters  a patient  who  is 

* Presented  at  61st  Annual  Session  of  Wyoming  State  Medical 
Society,  Moran,  Wyoming,  1964. 
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unresponsive  because  of  motor  paralysis,  which 
may  result  from  difficulties  of  the  upper  or  lower 
motor  neuron.  The  curarized  patient,  conscious 
but  unable  to  move,  may  recall  this  to  mind.  In 
my  own  experience  a patient  with  a brain  stem 
lesion  producing  quadriplegia  and  paralysis  of 
bulbar  musculature  as  high  as  the  oculo-motor 
nucleus  was  thought  to  be  suffering  from  a sub- 
dural hematoma  with  unconsciousness  when  it 
was  observed  that  she  responded  lucidily  by  eye 
closure  to  questions  requiring  yes  or  no  answers. 
Her  difficulty  was  later  attributed  to  multiple 
sclerosis,  and  earlier  recognition  of  her  conscious 
state  might  have  prevented  several  surgical  pro- 
cedures which  were  done  prior  to  that  time. 
Doctor  Macrae  of  the  University  of  California 
cites  a similar  case  in  a patient  who,  after  a nor- 
mal ventriculogram,  was  found  to  have  myasthenia 
gravis  when  injection  of  Tensilon  and  later  pro- 
stigmine  caused  symptoms  of  unresponsiveness  to 
disappear.  It  is  well  to  emphasize  that  an  unre- 
sponsive patient  may  actually  be  conscious,  and 
remarks  made  at  the  bedside  should  be  temperate 
until  this  distinction  is  made. 

With  respect  to  the  problem  of  unconsciousness 
itself,  sleep  may  be  described  as  normal  reversible 
unconsciousness.  Thus,  this  and  narcolepsy,  which 
is  a transient  and  recurrent  involuntary  sleep,  will 
not  be  discussed  since  these  are  self  limited,  of 
short  duration  and  pose  no  diagnostic  problem. 
Sleep  associated  with  the  post-ictal  state  will  also 
not  be  discussed  although  occasionally  an  un- 
conscious patient  will  have  a history  of  a seizure 
precipitating  coma. 

This  discussion  will  thus  be  restricted  to  uncon- 
sciousness associated  with  brain  stem  dysfunction. 
This  is  due  to  one  of  three  causes:  toxic  metabo- 
lites (the  “metabolic  encephalopathies”),  primary 
disease  of  the  subtentorial  structures  (such  as  ex- 
panding or  destructive  lesions  of  the  posterior 
fossa)  or  supratentorial  disease  with  subsequent 
compression  or  displacement  of  the  brain  stem 
structures. 

Metabolic  encephalopathy 

Metabolic  encephalopathy  includes  numerous 
conditions  in  which  the  reticular  formation  is 
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affected  secondary  to  systemic  conditions  or  in- 
toxications. These  conditions  are  generally  identi- 
fied by  states  of  confusion  and  stupor  or  occasion- 
ally by  seizures,  which  precede  the  onset  of  coma. 
Pupillary  reactions  are  usually  preserved.  Hyper- 
or  hypoventilation  is  commonly  encountered  but 
may  be  in  response  to  electrolyte  derangement. 
Motor  signs  when  present  are  usually  symmetrical, 
although  focal  signs  may  occur  in  hypoglycemia 
or  electrolyte  disturbance  especially  when  accom- 
panied by  cerebral  vascular  disease. 

Diabetic  coma  is  featured  by  acetone  on  breath 
and  in  urine,  elevated  blood  sugar  and  glycosuria 
(though  following  strokes  transient  hyper- 
glycemia and  glycosuria  may  also  be  seen). 
Uremic  coma  is  distinguished  by  nitrogen  reten- 
tion with  formed  elements  in  the  urinary  sediment, 
seizures  and  frequently  tetany.  Hepatic  disease 
may  be  accompanied  by  abnormal  liver  function 
tests,  elevated  blood  ammonia,  jaundice  and  a 
“flapping”  tremor.  Myxedema  coma  is  of  inter- 
est in  that,  in  addition  to  other  evidence  of  thy- 
roid dysfunction,  there  is  frequently  hypothermia 
rather  than  fever.  Hypoglycemia  may  present  with 
focal  neurologic  signs,  especially  if  there  is  co- 
existent cerebral  vascular  disease;  these  signs  may 
be  recurrent;  blood  sugar  levels  and  glucose  tol- 
erance curves  may  be  normal,  but  the  response  to 
intravenous  glucose  is  dramatic.  Pulmonary  in- 
sufficiency may  be  suspected  by  general  physical 
examination  plus  the  finding  of  cyanosis.  Electro- 
lyte disturbances  may  be  seen  in  heat  prostrations 
and  post-operatively  with  vomiting,  gastric  suc- 
tioning or  prolonged  low  sodium  diets.  In  mor- 
phine poisoning  the  temperature  may  be  elevated 
while  the  skin  of  the  extremities  feels  cool;  also 
the  pupils  may  be  constricted  and  fail  to  react  to 
light,  and  respirations  may  be  extremely  shallow 
and  irregular.  Alcohol  may  produce  coma  at 
blood  levels  of  250  mg  per  cent,  bromides  at  150 
mg  per  cent,  and  barbiturates  at  various  levels 
depending  apparently  upon  whether  long  or  short 
acting  forms  were  used.  Carbon  monoxide  coma 
may  be  recognized  by  the  “cherry  red”  skin  and 
lips,  and  arsenic  may  produce  a hemorrhagic  en- 
cephalopathy with  seizures  and  persisting  signs. 

Thus  in  addition  to  the  usual  laboratory  tests 
such  as  CBC,  urinalysis  and  serology,  laboratory 
tests  may  include  BUN,  blood  glucose,  liver  func- 
tion studies,  and  serum  electrolytes.  Since  many 
sub-acute  infections  such  as  meningitis  and  en- 
cephalitis may  produce  similar  clinical  pictures 
one  should  not  hesitate  in  obtaining  a spinal  fluid 
specimen  for  determination  of  pressure,  cells, 


protein  and  serology,  as  well  as  sugar  and  bac- 
teriologic  culture  if  the  cell  count  is  elevated.  In 
the  presence  of  elevated  intracranial  pressure  one 
must  be  extremely  cautious  in  obtaining  spinal 
fluid.  A carefully  performed  spinal  tap  may  pro- 
vide crucial  information,  and  if  care  is  taken  that 
no  sudden  reduction  in  spinal  fluid  pressure  oc- 
curs during  the  procedure  the  test  is  not  overly 
hazardous.  It  must  be  re-emphasized  that  bilateral 
jugular  compression  (Queckenstedt  maneuver) 
is  never  performed  except  when  one  is  concerned 
with  the  presence  of  a spinal  subarachnoid  block. 

In  the  main  the  diagnosis  of  such  situations  is 
determined  first  by  suspicion  and  general  physical 
findings,  but  more  importantly  by  an  adequate 
history.  Often  in  the  case  of  the  comatose  patient 
no  history  is  available.  When  possible  one  should 
inquire  regarding  the  history  of  previous  con- 
vulsions or  coma,  diabetes,  high  blood  pressure, 
arteriosclerosis,  cardiac  disease,  strokes,  alcohol- 
ism, drug  addiction,  depressive  episodes  or  suicide 
attempts,  and  recent  or  remote  infections  includ- 
ing syphilis. 

The  physical  examination  of  the  unconscious 
patient  to  uncover  evidence  of  metabolic  or  sys- 
temic abnormality  should  require  no  amplification. 
Inspection  of  the  entire  patient  is  essential,  and 
may  reveal  evidence  of  trauma  to  suggest  con- 
cussion (such  as  a hematoma  over  the  mastoid 
bone  suggesting  basal  skull  fracture,  or  blood  or 
spinal  fluid  in  the  nose  or  ear  canals  from  similar 
cause),  the  presence  of  tattoos  or  derelict  personal 
hygiene  to  suggest  alcoholism,  needle  marks  or 
scars  to  suggest  narcotic  addiction,  the  presence 
of  ticks  to  indicate  tick  fever,  and  so  forth. 

One  must  carefully  assay  the  level  of  conscious- 
ness. This  is  largely  a matter  of  description,  and 
whereas  such  terms  as  stuporous,  semi-comatose, 
obtunded  and  the  like  are  descriptive,  they  are 
actually  interpretations.  It  is  important  to  note 
precisely  what  the  patient’s  situation  is.  Is  he 
awake  or  asleep?  If  asleep,  can  he  be  roused? 
If  he  can  be  roused,  what  form  of  stimulus  is 
adequate  to  do  this?  When  roused  is  he  confused 
or  lucid?  Will  he  respond  to  commands  or  only  to 
painful  stimuli?  What  are  his  responses  to  these 
stimuli?  Carefully  recording  information  such  as 
this,  though  occasionally  time-consuming,  may  in 
a prolonged  case  be  of  critical  importance  in  de- 
ciding whether  the  patient’s  clinical  course  is  one 
of  improvement  or  deterioration. 

Neurologically,  one  is  interested  in  general  his- 
torical information  as  well  as  general  physical 


for  August,  1965 


55 


findings.  A complete  neurological  examination 
may  enable  one  to  localize  the  difficulty  within 
the  central  nervous  system,  and  thus  suspect  the 
nature  of  the  lesion.  Occasionally  this  is  not  pos- 
sible on  initial  examination,  and  repeated  ex- 
aminations are  required.  Until  the  location  and 
nature  of  the  morbid  process  are  known,  re- 
peated examinations  are  essential.  Repeated  ex- 
aminations are  also  necessary  to  determine  the 
patient’s  clinical  progress. 

Subtentorial  lesions 

Lesions  existing  primarily  within  the  sub- 
tentorial space  may  produce  signs  which  evolve 
suddenly  or  gradually,  may  be  intermittent  and 
reversible  (as  in  the  case  of  transient  ischemic 
attacks  involving  the  vertebral  basilar  arterial 
supply),  or  may  be  irreversible,  progressive  and 
fatal.  Localizing  brain  stem  signs  precede  or  ac- 
company the  onset  of  coma,  and  the  orderly 
progression  of  symptoms  seen  with  supratentorial 
mass  lesions  causing  brain  stem  displacement  is 
not  present.  With  respect  to  the  symptoms  of 
brain  stem  dysfunction  one  must  recall  the  loca- 
tion of  the  cerebellum  in  the  subtentorial  space 
as  well  as  the  nuclei  of  the  cranial  nerves  from 
three  to  twelve.  Lesions  placed  rostrally  in  the 
pons  or  mid-brain  may  be  expected  to  produce 
disturbances  in  pupillary  reaction  or  ocular  motili- 
ty with  infinite  variety.  Lesions  of  the  medulla,  on 
the  other  hand,  by  involving  the  nuclei  of  ninth, 
tenth,  and  twelfth  cranial  nerves  will  produce  dis- 
turbances of  swallowing,  phonation  and  respira- 
tion, and  involvement  of  the  spinal  accessory 
nerve  is  associated  with  weakness  of  the  sterno- 
mastoid  or  trapezius  musculature.  In  the  ponto- 
medullary  region  one  may  expect  symptoms  of 
deafness,  vertigo,  nystagmus,  facial  paralysis  or 
jaw  weakness  depending  again  upon  the  location 
of  the  lesion  in  the  brain  stem.  The  history  of 
symptoms  prior  to  the  onset  of  coma  are  again 
all  important  in  this  connection.  This  simple 
means  of  localizing  brain  stem  dysfunction  may  be 
adequate  to  localize  generally  the  site  of  neuro- 
logic involvement  within  the  posterior  fossa,  and 
often  further  investigations  are  unsuccessful  in 
making  more  precise  anatomic  localization. 

Supratentorial  disease 

With  supratentorial  mass  lesions  producing  a 
downward  pressure  on  the  brain,  or  with  primary 
cerebral  swelling  and  secondary  herniation  of 
the  temporal  lobes  through  the  tentorial  notch, 


one  sees  a slightly  different  clinical  picture.  Initial- 
ly there  is  usually  evidence  of  cerebral  hemisphere 
involvement  with  focal  signs  or  merely  mental 
confusion.  Gradually,  or  perhaps  rapidly,  in- 
creasing deficit  becomes  apparent,  and  signs  of 
brain  stem  involvement  occur  moving  in  a caudal 
direction  in  a rather  characteristic  manner  with 
evidence  of  successively  lower  levels  of  brain 
stem  transection  occurring. 

It  might  be  well  to  discuss  briefly  the  signs  indi- 
cating brain  stem  compression  and  displacement 
from  supratentorial  mass  lesions.  Such  signs  when 
present  indicate  deterioration  of  the  patient’s 
brain  stem  function  and  when  due  to  subdural 
hematoma  or  brain  swelling  from  infarction,  may 
be  amenable  to  specific  treatment  such  as  burr- 
holes  in  the  former  and  hypertonic  solutions  or 
body  cooling  in  the  latter.  In  general  there  are 
three  observations  which  can  easily  be  made  in 
such  a situation:  respiration,  pupillary  size  and  re- 
action, and  general  attitude  of  the  body  itself. 
Three  levels  of  brain  stem  involvement  may  thus 
be  distinguished:  diencephalic,  mid-brain,  and 
pontine,  although  the  transition  from  one  level 
to  the  next  is  usually  gradual  rather  than  abrupt. 

Respiration  in  the  unconscious  patient  may  be 
entirely  normal.  With  bilateral  lesions  of  the 
hemispheres,  particularly  below  the  cortex,  one 
commonly  encounters  Cheyne-Stokes  breathing, 
and  this  may  also  be  seen  in  patients  with  lesions 
as  low  as  the  upper  mid-brain.  It  is  most  common- 
ly seen  in  massive  lesions  of  acute  onset.  It  may 
be  described  as  a regular  crescendo-decrescendo 
cycle  of  breathing  separated  by  periods  of  apnea. 
Its  total  effect  is  that  of  hyperventilation  with  wax- 
ing and  waning,  a hyperactive  response  to  lowered 
02  and  elevated  C02  levels  respectively.  This  sug- 
gests a cortical  release  phenomenon  similar  to  the 
hyperactive  reflexes  seen  in  upper  motor  neuron 
disease.  In  fact  Cheyne-Stokes  respiration  has  been 
likened  to  acute  pseudo-bulbar  palsy  for  this 
reason.  When  brain  stem  structures  are  affected 
as  low  as  the  pons  there  may  be  a gradual  shift 
from  Cheyne-Stokes  respiration  to  sustained 
“metronomically”  regular  hyperventilation  with 
active  inspiratory  and  expiratory  phases  (central 
neurogenic  hyperventilation).  This  may  occur  at 
two  to  six  times  the  normal  respiratory  rate  and 
may  persist  for  hours  or  days.  This  is  an  infallible 
sign  of  pontine  disease  if  conditions  such  as  pneu- 
monia or  obstruction  of  the  respiratory  tract  are 
not  present.  With  prolonged  central  neurogenic 
hyperventilation  clinical  tetany  may  occur.  As 
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brain  stem  damage  proceeds  caudally  one  encoun- 
ters respirations  which  are  less  labored  when  the 
lower  pons  or  upper  medulla  are  involved.  The  pa- 
tient may  then  appear  almost  eupneic,  but  if  so  his 
respirations  are  more  shallow  and  more  rapid 
than  normal.  Occasionally  lesions  at  the  ponto- 
medullary  area  are  featured  by  irregular  breathing 
with  irregular  inspiration  and  expiration  and 
apneic  pauses  or  sustained  breath  holding.  The 
latter  when  seen  without  a history  of  gradual  evo- 
lution may  suggest  morphine  poisoning,  or  anoxia. 

Importance  of  accurate  determinations 

Examination  of  the  eyes  is  a further  index  of 
progress  of  supratentorial  lesion.  The  size  and 
position  of  the  pupils  should  always  be  carefully 
determined  and  recorded.  It  is  unwise  to  record 
a pupil  as  non-reactive  unless  it  has  been  tested 
with  a strong  light.  Lesions  of  the  upper  brain 
stem  are  usually  attended  by  small  pupils  which 
are  equal  and  which  react  to  light  though  over 
a small  arc.  Also,  pinching  the  neck  (cilio-spinal 
reflex)  will  cause  pupillary  dilatation.  With 
pontine  and  lower  lesions  the  pupil  may  be  ir- 
regular in  outline,  fixed  to  light  and  to  neck  pinch- 
ing. In  cases  where  herniation  of  the  temporal 
lobes  causes  encroachment  on  the  third  nerve  one 
may  encounter  unequal  pupils.  The  lesion  in  such 
cases  is  usually  ipsilateral  to  the  larger  pupil 
which  reacts  sluggishly  to  light  and  to  neck  pinch- 
ing. Later  as  the  lesion  approaches  the  pons  the 
pupil  becomes  widely  dilated  and  non-reactive 
with  ptosis  of  the  lid  and  the  intrusion  of  Cheyne- 
Stokes  respiration  or  central  neurogenic  hyper- 
ventilation. 

It  is  not  possible  to  study  ocular  motility  direct- 
ly in  an  unconscious  patient.  However,  the  eyes 
will  move  reflexly  in  response  to  labyrinthine 
stimulation  if  the  connections  between  the  vestib- 
ular and  oculo-motor  nuclei  are  intact.  Passive 
turning  of  the  head  is  normally  accompanied  by 
conjugate  movement  of  the  eyes  in  a direction  op- 
posite that  of  rotation.  Cooling  the  tympanic  mem- 
brane will  produce  conjugate  eye  movement  to 
the  side  thus  stimulated.  This  is  a normal  re- 
sponse. In  upper  brain  stem  lesions  this  reaction 
will  be  preserved.  As  the  lesion  progresses  caudal- 
ly this  may  be  more  readily  evident  until  the  upper 
pons  is  reached,  at  which  time  this  response  is 
impaired  or  may  involve  only  one  eye.  As  destruc- 
tion approaches  the  medulla  the  eyes  remain  in 
mid-position.  When  evidence  of  third  nerve  in- 
volvement is  present  the  affected  dilated  pupil 


will  react  to  this  maneuver  until  the  lesion  begins 
to  affect  the  upper  pons. 

The  motor  activity  accompanying  subcortical 
brain  involvement  may  vary  from  acute  agitation 
and  manic  behavior  to  lethargy  and  stupor.  By  the 
time  the  upper  brain  stem  is  involved  one  most 
commonly  sees  the  patient  lying  quietly  in  bed. 
He  may  be  entirely  flaccid  with  bilateral  Babinski 
signs  or  he  may  exhibit  these  more  apparently  on 
the  side  contralateral  to  the  primary  lesion.  To 
casual  inspection  the  hemiplegic  leg  may  often 
be  discerned  by  a slight  external  rotation  as  the 
patient  lies  supine  (though  this  may  also  result 
from  local  disease  at  the  hip-joint).  The  non- 
hemiplegic  arm  may  be  aimlessly  picking  at  the 
bed  covers.  In  such  an  extremity  a curious  motor 
phenomenon  may  be  observed — the  non-hemi- 
plegic  limb  responds  normally  to  noxious  stimuli, 
but  resists  weakly  and  in  an  opposite  direction  any 
attempt  at  passive  movement  (paratonic  rigidity). 
Such  a finding  may  also  be  seen  in  the  neck  mus- 
culature occasionally  producing  a stiff  neck  diffi- 
cult to  distinguish  from  the  nuchal  rigidity  seen  in 
meningitis.  Slightly  later,  when  the  upper  brain 
stem  is  involved  and  Cheyne-Stokes  respiration  is 
well  established  the  patient  will  display  decorticate 
rigidity  or  will  respond  to  supraorbital  pressure  by 
decorticate  posturing.  The  body  attitude  in  this 
situation,  it  will  be  remembered,  consists  of  rigid 
extension  of  the  lower  extremities  with  flexion  of 
the  upper  extremities.  With  lesions  below  the  in- 
ferior coliculus  decerebrate  posturing  occurs  with 
rigid  extension  of  all  extremities.  This  may  be  pre- 
ceded by  decerebrate  posturing  in  response  to 
noxious  stimuli  applied  to  the  head  or  face.  When 
the  lower  regions  of  the  pons  are  involved  motor 
responses  may  be  entirely  absent  except  for  bi- 
lateral Babinski  signs. 

Thus  one  may  infer  a primary  process  above 
the  tentorium  in  a patient  in  coma  who  was 
known  previously  to  have  had  signs  of  focal 
cerebral  disease  or  mental  changes  (confusion, 
agitation,  or  increasing  lethargy).  His  clinical 
deterioration  can  be  followed  by  the  above  ob- 
servations which,  as  they  evolve  indicate  the 
necessity  for  immediate  corrective  measures  if 
such  are  available,  or  specific  surgical  correction 
if  the  nature  of  the  primary  process  is  known. 

Summary 

The  general  problem  of  the  unconscious  patient 
has  been  reviewed.  The  causes  of  coma  associated 
with  brain  stem  dysfunction  have  been  outlined, 
(Continued  on  page  61) 
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Legal,  legislative  and  regulatory  problems 
of  the  pharmaceutical  industry* 


After  more  than  a decade  of  close  personal 
and  highly  gratifying  professional  association  with 
organized  medicine  and  with  many  of  you  here 
today,  it  is  a great  pleasure  for  me  to  be  invited 
to  participate  on  your  program.  Being  here  brings 
back  a score  of  very  pleasant  memories  and  ad- 
mittedly some  sadness  because  of  the  fact  that  our 
contacts  these  days  are  less  frequent.  It’s  a relief 
too,  to  be  away  from  Washington  for  a couple  of 
days.  As  you  know  we  have  been  heavily  involved 
there  with  inaugural  plans,  Congressional  activity, 
governmental  investigations  and  political  problems 
of  all  types. 

It  is  easy  for  anyone  working  in  that  climate  to 
react  like  the  young  World  War  II  pilot  who  re- 
turned, in  great  indignation,  from  his  first  flight 
over  enemy  lines  to  tell  his  commanding  officer: 

“Sir,  those  SOB’s  were  shooting  at  me.” 

“But  they’re  shooting  at  everybody,”  the  C.O. 
replied. 

“I  don’t  care  about  that,”  the  pilot  said,  “They 
might  hit  me.” 

Well,  if  you  have  read  the  newspapers  lately, 
the  State  of  the  Union  Message,  the  President’s 
Health  and  other  special  Messages  and  have  been 
looking  at  some  of  the  bills  introduced  so  far  in 
the  89th  Congress,  you  know  that  the  SOB’s  are 
shooting  at  everybody  and  that  they  seem  to  have 
an  extra  supply  of  ammunition  for  medicine  and 
the  pharmaceutical  industry. 

The  title  of  my  talk  “The  Legal,  Legislative  and 
Regulatory  Problems  of  the  Pharmaceutical  In- 
dustry” suggests  that  someone  given  to  brevity 
might  handle  the  assignment  quite  handily  by 
merely  commenting:  “You  name  it  and  we’ve  got 
it.”  But  I gather  it  was  always  thus.  It  seems  that 
whoever  rules  a nation — be  he  tribal  chieftain, 
king,  council,  Congress,  State  Legislature,  exec- 
utive department  or  administration  agency — al- 
ways has  been  and  still  is  pervasively  concerned 
with  those  who  make,  sell  and  administer  med- 
icines. 

It  is  interesting  to  recall  that  the  famous  edict 

* The  author  is  Executive  Vice  President  and  General  Coun- 
sel, Pharmaceutical  Manufacturers  Association.  Presented  be- 
fore the  Midwinter  Clinical  Session  of  the  Colorado  Med- 
ical Society,  Denver,  February  24,  1965. 
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of  the  Emperor  Frederic  II  in  1240 — which  is 
called  the  Magna  Carta  of  pharmacy — not  only 
legally  separated  the  pharmaceutical  and  medical 
professions,  it  licensed  all  drug  making,  and  com- 
pelled the  use  of  a prescribed  formulary.  It  also 
included  full  government  price  control  of  all  rem- 
edies— not  merely  for  medieval  fair  trading,  but 
also  to  control  profits.  Yet  as  dismal  as  conditions 
must  have  been  for  our  industry  and  your  profes- 
sion under  Frederic  II,  we  know  that  his  succes- 
sors and  our  associates  in  the  next  725  years  man- 
aged to  leave  a few  unsolved  problems  for  us. 

In  my  remarks  this  afternoon  I would  like  to  re- 
view briefly  some  of  these  more  current  involve- 
ments of  the  pharmaceutical  industry  and  at  the 
same  time  allude  to  some  of  our  less  publicized 
accomplishments.  There  is  no  question  but  that 
the  “Kefauver  Hearings”  and  other  Congressional 
activities  beginning  in  1959,  plus  the  press  cover- 
age afforded  them,  have  created  a decidedly  nega- 
tive public  image  of  our  industry.  All  too  many 
people  think  that  we  are  motivated  solely  by  high 
profits  and  with  no  objectives  except  the  exploita- 
tion of  the  sick,  the  elderly,  and  the  infirm.  Per- 
sonally, I believe  it  is  high  time  that  the  other 
side  of  the  story  is  presented. 

To  begin  with,  let’s  cast  aside  modesty  for  a 
moment  as  a point  of  departure.  I would  like  to 
make  the  statement,  which  I believe  needs  no  de- 
fense here,  although  it  is  absolutely  defensible 
anywhere,  and  that  is  that  the  health  industry  in 
America  has  given  our  fellow  citizens  a bigger, 
measurable  cash  return  on  investment  than  any- 
thing since  Isabella  pawned  her  jewels.  Consider 
these  examples  for  a moment: 

To  the  young  mother  of  today,  born  possibly 
during  the  latter  days  of  World  War  II,  rheumatic 
fever,  toxemia  of  pregnancy,  mastoiditis,  rickets, 
and  other  disappearing  ailments  are  almost  total- 
ly unknown.  Relatively  speaking,  she  is  on  a sci- 
entific par  with  the  average  young  physician  who 
has  never  seen  a case  of  typhoid  fever,  smallpox, 
scarlet  fever  or  bubonic  plague.  The  intelligent 
mother  of  1965  does  know,  however,  that  there  is 
certain  and  reliable  protection  for  her  infant  in 
the  immunizations  given  by  her  physician — and 
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that  poliomyelitis  is  being  prevented  by  the  Salk 
and  Sabin  vaccines.  Hopefully,  ten  years  from 
now  another  crop  of  young  mothers  will  have  no 
first-hand  information  about  polio.  It,  too,  will  be 
among  the  forgotten  diseases. 

We  know  the  drug  industry  and  the  medical 
profession  are  largely  responsible  for  the  remark- 
able decline  (from  1944  to  date)  in  the  death 
rates  from  rheumatic  fever  of  90  per  cent,  from 
influenza  88  per  cent,  tuberculosis  87  per  cent, 
syphilis  82  per  cent,  and  maternal  deaths  85  per 
cent.  These  statistics  are  particularly  striking  when 
we  realize  that  before  1940 — just  25  years  ago — 
with  only  a tiny  handful  of  exceptions,  drugs 
cured  absolutely  nothing!  Their  main  value  was  to 
make  you  feel  more  comfortable  or  to  help  build 
up  your  system  so  that  you  could  put  up  a better 
fight.  Indeed,  so  fast  has  been  the  parade  of  new 
and  better  drugs  in  recent  years  that  we  estimate 
9 out  of  every  1 0 prescriptions  written  today  could 
not  have  been  filled  in  1935.  The  drugs  simply 
did  not  exist.  All  of  these  statistics  add  up  to  the 
fact  that  in  20  years  America  has  introduced  to 
humanity  more  effective  new  drugs  to  combat  or 
cure  illness  than  all  of  the  rest  of  the  nations  of 
the  world  combined!  Russia,  by  the  way,  has  not 
produced  a single  new  or  significant  drug  in  its  47 
years  of  state-controlled  research. 

Yet  despite  this  amazing  record  of  achieve- 
ment, recent  legal,  legislative  and  regulatory  de- 
velopments have  marked  us  as  a target  industry. 
We  have  had  a continuous  succession  of  crises 
during  the  past  several  years  which  have  placed 
heavy  demands  upon  the  talents  and  efforts  of 
our  company  and  association  officers  and  staffs. 
Major  questions  have  been  raised- — and  unfor- 
tunately many  still  remain — concerning/the  prop- 
er role,  function,  mission,  and  identity  of  the  phar- 
maceutical industry,  the  health  professions,  and 
the  legislative  and  regulatory  agencies  which  deal 
with  us.  Without  detailing  the  provisions  of  the 
statute,  it  is  sufficient  to  say  that  the  Drug  Amend- 
ments of  1962  have  placed  serious  restrictions  and 
administrative  burdens  on  pharmaceutical  man- 
ufacturers and  have  injected  the  Government,  to 
an  unfortunate  degree,  into  the  practice  of  med- 
icine. The  result  is  that  new  drugs  are  today  fewer 
in  number,  slower  in  coming  and  more  costly  than 
ever  to  produce.  It  is  no  coincidence,  in  my  opin- 
ion, that  the  number  of  new  single  chemical  enti- 
ties introduced  in  the  U.  S.  prescription  phar- 
maceutical market  has  fallen  from  a high  of  63  in 
1959  to  18  in  1963,  and  finally  to  17  in  1964;  the 


lowest  in  12  years.  You  will  note  that  1959  just 
happened  to  mark  the  beginning  of  the  Kefauver 
investigation.  Another  serious  and  disturbing  de- 
velopment, resulting  at  least  in  part  from  in- 
creased government  control,  is  the  transfer  of  pri- 
vate drug  research  expenditures  from  the  United 
States  to  other  countries.  American  pharmaceu- 
tical companies  are  also  now  in  the  position  of 
having  their  new  products  approved  by  foreign 
authorities  months,  and  in  some  cases,  years  be- 
fore approval  is  obtained  from  the  U.  S.  Food  and 
Drug  Administration. 

Comments  on  restrictive  regulations 

As  one  example,  there  is  a drug  for  infectious 
disease  which  was  approved  by  FDA  in  mid- 
1963.  It  was  introduced  abroad  in  August  1960. 
A diuretic,  approved  for  U.  S.  marketing  in  Sep- 
tember 1964,  had  been  in  use  in  foreign  countries 
since  the  end  of  1962.  This  drug  is  used  in  heart 
disease  and  other  serious  illnesses.  A new  tablet 
for  diabetes,  marketed  abroad  in  October  1962, 
was  not  introduced  to  the  American  market  until 
last  March.  While  it  is  still  too  early  to  place  the 
entire  responsibility  for  these  unhealthy  develop- 
ments on  the  1962  Drug  Amendments  and  result- 
ing regulations,  it  is  certainly  not  irresponsible  to 
suggest  that  they  have  been  substantial  contribut- 
ing factors. 

The  oppressive  nature  of  the  1962  Act  has 
been  accentuated  by  a series  of  very  stringent  and 
restrictive  regulations  which  have  been  promul- 
gated during  the  past  couple  of  years  by  the  Food 
and  Drug  Administration.  At  first  glance  these 
regulations  probably  seem  commendable  to  some 
elements  of  the  public  because  their  announced 
objective,  to  give  better  protection  to  the  public, 
is  both  reasonable  and  laudable.  Their  major  fail- 
ing, however,  is  their  attempt  to  substitute  bureau- 
cratic for  scientific  judgment  in  questions  of  drug 
safety  and  effectiveness.  It  is  possible  that  an  oc- 
casional patient  is  better  protected  against  a drug 
as  a result  of  the  law  and  regulations,  however, 
the  question  is — Is  the  public  better  protected 
against  disease? 

With  regard  to  some  of  the  regulations,  we 
have  merely  registered  our  suggestions  and  com- 
ments and  are  waiting  for  a year  or  two  of  ex- 
perience under  them  before  taking  more  definitive 
action.  In  connection  with  certain  specific  sections 
of  the  advertising  regulations,  we  were  able  to 
obtain  clarification  and  amendments  through  a 
public  hearing.  In  two  other  instances  we  have 
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challenged  sections  of  the  regulations  in  court  ac- 
tions. The  first  case,  filed  in  Federal  District  Court 
in  Wilmington,  Delaware  on  September  5,  1963 
by  the  PMA  and  37  member  firms,  challenged  the 
statutory  authority  of  the  FDA  to  require  by  reg- 
ulation that  the  generic  or  established  name  of  a 
drug  be  repeated  each  time  the  proprietary  or 
brand  name  is  used  in  an  advertisement  or  in 
labeling.  We  received  a favorable  decision  in  this 
case  in  April  1964.  It  has  been  appealed  to  the 
Third  Circuit  by  the  Government  and  will  prob- 
ably be  argued  next  month.  In  the  meantime,  the 
FDA  was  enjoined  by  the  Court  from  enforcing 
this  provision  of  the  regulations. 

The  other  suit  which  was  filed  in  Wilmington 
on  July  26,  1964  by  the  PMA  and  41  member 
companies,  challenges  the  statutory  authority  of 
the  FDA  to  require  extensive  records,  reports  and 
supporting  data  on  drugs  which  are  “generally 
recognized  as  safe  and  effective,”  which  have  been 
extensively  used  for  long  periods  of  time  and 
which  we  believe  are  protected  by  the  “grand- 
father provision”  of  the  1962  Amendments.  The 
filing  of  the  government’s  brief  and  oral  argu- 
ment in  this  case  is  being  deferred  until  the 
“generic-each-time”  case  is  settled.  In  the  mean- 
time, the  regulations  are  being  held  in  abeyance 
with  respect  to  these  so-called  “old  drugs”  which 
number  about  900. 

Some  people  look  upon  the  pending  law  suits 
as  the  beginning  of  a war  between  the  FDA  and 
the  drug  industry.  We  don’t  regard  them  as  such. 
We  believe  that  the  pharmaceutical  industry,  the 
medical  profession,  and  the  public  have  a serious 
responsibility  to  cooperate  with  the  Food  and 
Drug  Administration.  We  believe  in  addition, 
however,  that  as  responsible  corporate  citizens  we 
have  an  equal  obligation  to  contest  any  regulations 
which  are  detrimental  to  our  honest  interests  and 
to  the  public  health.  We  consider  it  our  collective 
duty  to  sound  the  alarm  when  we  see  steps  being 
taken  that  are  unrealistic,  unworkable,  or  unwise. 

As  we  look  ahead  through  1965  and  1966,  the 
two  years  of  the  89th  Congress,  it  would  appear 
that  the  legislative  problems  facing  us  are  going 
to  continue  to  be  acute.  I say  this  despite  the  fact 
that  President  Johnson’s  Special  Health  Message 
of  January  7 contained  little  that  is  new.  His  pro- 
posals for  the  federal  government  to  help  pay  the 
medical  bills  of  children  from  low-income  families 
— along  Kerr-Mills  lines — could  be  considered  an 
innovation,  although  it  has  had  some  discussion 
in  the  past.  Also,  it  has  been  a number  of  years 


since  a formal  proposal  has  been  made  for  the 
federal  government  to  help  pay  the  operating 
costs  of  medical  and  dental  schools.  This  is  among 
the  President’s  suggestions.  His  recommendation 
that  a network  of  regional  centers  be  set  up  for 
the  treatment  of  and  research  in  heart  disease, 
stroke,  and  cancer  is  the  outgrowth  of  a committee 
study  released  only  a few  months  ago.  Its  im- 
plementation would  require  substantial  legislation 
and  would  call  for  an  expenditure  of  about  2.5 
billions  of  dollars  over  five  years.  As  you  probably 
know,  hearings  have  been  held  on  this  subject 
within  the  past  couple  of  weeks,  however,  I be- 
lieve prospects  for  passage  this  year  are  slim.  Un- 
less I have  misread  the  health  message,  all  of  the 
other  proposals  are  ideas  that  have  been  before  the 
Congress  or  the  public  for  years,  or  already  are  on 
the  statute  books.  Included  are  the  extension  and 
expansion  of  present  programs  for  mental  health 
work,  the  construction  of  more  hospitals,  grants  to 
construct  research  facilities  and  general  health 
grants  to  the  states.  There  is  nothing  new  in  what 
the  President  calls  “consumer  protection,”  includ- 
ing new  laws  to  control  amphetamines,  barbi- 
turates, and  certain  other  drugs,  and  for  the  pre- 
market testing  of  proprietary  drugs,  cosmetics 
and  therapeutic  devices. 

“Medicare,”  as  everybody  expected,  received 
the  greatest  emphasis  of  any  item  in  the  message. 
The  bills  to  enact  the  program  reflect  this  em- 
phasis since  they  were  the  first  ones  introduced 
in  the  House  and  the  Senate  (H.R.  1 and  S.  1).  It 
would  be  foolish  indeed  for  me  to  talk  to  this 
group  or  any  medical  audience  about  health  care 
for  the  aged.  It  is  also,  however,  a bill  of  major 
importance  to  the  pharmaceutical  industry,  and  I 
wish,  as  I am  sure  you  do,  that  a more  optimistic 
attitude  could  be  adopted.  It  seems  clear  that 
some  bill  on  this  subject  will  be  reported  by  the 
House  Ways  and  Means  Committee  before  the 
end  of  March  and  that  passage  of  some  measure 
is  imminent. 

The  second  bill  introduced  in  the  House  (H.R. 
2)  is  also  of  considerable  interest  to  the  phar- 
maceutical industry.  It  is  a revised  version  of 
last  year’s  bill  to  put  strict  federal  controls  on 
amphetamines,  barbiturates,  and  certain  other 
drugs.  The  new  bill,  introduced  by  Chairman  Har- 
ris of  the  Interstate  and  Foreign  Commerce  Com- 
mittee, is  more  workable  than  last  year’s,  and  for 
the  most  part  coincides  with  PMA  policy.  Both 
the  AMA  and  PMA  testified  in  favor  of  this  pro- 
posal on  January  28.  There  is  every  prospect  that 
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the  measure  will  be  enacted  during  the  first  ses- 
sion of  the  89th  Congress. 

In  this  same  vein,  let  me  say  just  a word  about 
state  legislation,  an  increasingly  important  field. 
We  find  in  examining  the  statute  books  that  the 
drug  laws  of  our  states  now  number  in  the  hun- 
dreds, and  that  they  are  being  administered  by 
about  190  state  agencies.  Yet  despite  this  over- 
abundance of  laws  and  administrative  entities,  in 
each  of  the  last  four  years  over  1,000  new  drug- 
related  bills  have  been  introduced  in  state  legisla- 
tures. Coping  with  this  problem  in  1965  with  47 
states  and  Puerto  Rican  legislatures  in  session  will 
be  a major  undertaking.  Incidentally,  this  is  an 
area  where  we  should  be  working  more  closely 
and  effectively  with  organized  medicine. 

I am  sure  it  is  obvious  to  all  of  us  that  one  of 
the  principle  factors  which  is  jeopardizing  our 
present  system  of  health  care  economics  is  the  in- 
creased expenditure  of  public  funds  for  medical 
and  hospital  care,  at  all  levels  of  government. 
From  1929  to  date  (36  years),  public  treasurers 
have  increased  their  spending  for  health  and  med- 
ical services  from  $513  million  to  nearly  $8 V2  bil- 
lion on  an  annual  basis.  Yet  we  still  exercise  a cer- 
tain virtue  in  this  country  with  respect  to  demand- 
ing an  accounting,  and  a measure  of  economy,  in 
the  use  of  these  funds  which  are  collected  from  us 
through  taxes  and  spent  in  various  ways  on  be- 
half of  all.  In  other  words,  the  more  our  govern- 
ment administrators  spend  on  health  care,  the 
greater  their  obligation  is  to  justify  its  costs.  And 
every  time  a public  servant  cries  “Too  much!,” 
another  segment  of  the  health  industry  grows  a 
little  in  its  image  of  greed.  To  curb  the  excesses 
of  an  ambitious  program,  state  administrators  are 
faced  with  the  need  for  adopting  arbitrary  and 
sometimes  unwise  edicts  for  the  medical  profes- 
sion. They  come  in  the  form  of  restrictions  on 
professional  freedom;  for  drug  manufacturers, 
preferential  treatment  to  foreign  competitors;  and 
for  welfare  recipients,  second  class  medical  care. 
These  are  certainly  unpleasant  prospects  for 
everybody  involved. 

Of  one  final  thing  you  can  be  sure,  your  activ- 
ities and  those  of  business  generally  are  going  to 
be  subjected  to  even  closer  and  more  constant 
scrutiny.  In  this  the  “year  of  the  consumer”  the 
President,  Mrs.  Esther  Peterson,  Senator  Philip 
Hart  and  a whole  host  of  willing  political  disciples 
are  going  to  dedicate  much  of  their  time  to  the 
eradication  of  the  words  “caveat  emptor”  from 
our  legal,  business  and  social  vocabulary. 


In  reviewing  our  legislative  and  regulatory  in- 
volvements, I don’t  want  you  to  get  the  idea  that 
I think  our  situation  is  even  close  to  being  desper- 
ate because  I definitely  do  not.  Despite  the  local, 
state,  federal,  and  international  problems  that 
exist  for  the  pharmaceutical  industry,  I am  opti- 
mistic that  we  will  succeed  in  our  business  and 
professional  activities  and  that  we  will  continue  to 
make  our  contribution  to  the  work  of  the  health 
team  that  has  established  such  a fantastic  record 
in  this  country  in  the  last  25  years.  My  personal 
philosophy  and  my  approach  to  the  situation 
which  faces  medicine  and  the  pharmaceutical  in- 
dustry in  1965  and  1966  was  stated  many  years 
ago  by  President  Lincoln  in  a little-known  passage 
when  he  said: 

The  dogmas  of  the  quiet  past  are  inadequate  to  the 
stormy  present.  The  occasion  is  piled  high  with  dif- 
ficulty, and  we  must  rise  to  the  occasion.  As  our  case 
is  new,  so  we  must  think  anew  and  act  anew.  We 
must  disenthrall  ourselves. 

Gentlemen,  I am  sure  we  are  all  disenthralled. 
Thinking  and  acting  anew,  however,  takes  more 
time  and  more  talent  and  although  I agree  that  re- 
view, re-evaluation  and  revisions  are  needed,  I 
can  assure  you  that  the  pharmaceutical  industry 
does  not  intend  to  stand  passively  and  com- 
placently “in  the  wings”  while  major  decisions  are 
being  made  in  Washington  which  affect  its  future 
and  its  survival. 

Pharmaceutical  manufacturers  must  defend 
their  freedom  to  succed  or  to  fail,  to  advertise,  to 
work  aggressively  in  developing  and  marketing 
new  drugs  and  to  complete  freely  all  over  the 
world  for  the  sale  of  their  products.  • 


Unconscious  Patient  cont.  from  page  57 

and  the  means  of  inferring  these  have  been  dis- 
cussed. • 
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Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are . . . 


Bamadex* 

d-amphetamine  sulfate  (1 5 mg.)  and  meprobamate  (300  mg.) 

Sequels" 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hy perexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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University  of  Colorado  Medical  Center  News 

Dr.  Wilhelm  R.  Frisell,  professor  of  biochemistry 
in  the  University  of  Colorado  School  of  Medicine,  re- 
cently participated  in  a Symposium  on  Flavins  and 
Flavoproteins  sponsored  by  the  Royal  Netherlands 
Academy  of  Sciences  and  the  International  Union 
of  Biochemistry. 

Dr.  Frisell  is  one  of  25  scientists  invited  from  all 
parts  of  the  world  to  present  papers  to  the  gathering 
of  biochemists  and  biophysicists. 

The  symposium  was  held  June  10  through  15  at 
the  Royal  Academy  of  Sciences  in  Amsterdam.  Invi- 
tations to  participate  in  the  meeting  were  extended  by 
the  president  of  the  Commission  on  Biochemistry  and 
Biophysics  of  the  Royal  Academy. 

In  addition  to  his  teaching  and  research  responsi- 
bilities in  the  Department  of  Biochemistry  of  the  CU 
School  of  Medicine,  Dr.  Frisell  also  serves  as  asso- 
ciate dean  in  charge  of  the  Medical  Center  division 
of  the  University’s  Graduate  School. 

* * * 

The  University  of  Colorado  has  taken  the  first 
step  toward  implementing  the  State  Legislature’s 
decision  to  provide  funds  for  planning  of  a School 
of  Dentistry  for  the  CU  Medical  Center  in  Denver. 

The  recent  session  of  the  Legislature  appropriated 
$50,000  to  the  University  to  inaugurate  studies  lead- 
ing to  establishment  of  the  school.  Grants  from 
private  foundations  are  expected  to  increase  the 
planning  fund  sizeably,  and  it  is  anticipated  that 
detailed  proposals  for  the  school  can  be  submitted 
to  the  Legislature  at  its  1967  session. 

The  Legislature’s  action  on  a dental  school  plan- 
ning appropriation  came  following  an  intensive  state- 
wide campaign  by  the  Citizens  Dental  School  Com- 
mittee, an  organization  of  laymen  headed  by  Ed.  C. 
Johnson  and  Dan  Thornton  as  co-chairmen. 

The  matter  of  a Colorado  dental  school  has  been 
before  the  Legislature  periodically  for  more  than 
a decade.  The  CU  Regents,  in  a unanimous  action 
on  Jan.  19,  1951,  authorized  establishment  of  a 
school  at  the  Medical  Center,  and  the  State  House 
of  Representatives  approved  in  1952  a bill  creating 
the  school.  The  bill,  however,  did  not  become  law. 

A CU  School  of  Dentistry  would  be  the  only  such 
school  between  Kansas  City,  Lincoln  and  Omaha, 
and  the  West  Coast.  At  present,  approximately  140 
Colorado  students  are  enrolled  in  out-of-state  dental 
schools  under  a grant-in-aid  program  for  which  the 
Legislature  appropriates  $100,000  annually. 


A prize  of  $2,500  will  be  awarded  by  the  Uni- 
versity of  Colorado  School  of  Medicine  to  the  physi- 
cian-author of  the  best  paper  on  “Thrombophlebitis 
and  Basic  Vascular  Problems”  in  the  fourth  nation- 
wide Cochems  Competition. 

Funds  for  the  prize  were  provided  in  the  will  of 
the  late  Mrs.  Jane  Nugent  Cochems  of  Denver.  The 
Colorado  National  Bank  of  Denver,  Trustees  of  the 
Cochems  Estate,  asked  the  CU  School  of  Medicine 
to  conduct  the  competition.  It  is  open  to  all  persons 
holding  the  MD  degree  who  are  citizens  of  the 
United  States. 

Dr.  John  J.  Conger,  CU  vice  president  for  medical 
affairs  and  dean  of  the  school,  announces  manu- 
scripts submitted  in  competition  for  the  fourth 
Cochems  Prize  must  be  received  on  or  before  Nov. 
15,  1965. 

Inquiries  regarding  the  1965  competition  may  be 
addressed  to  Dean  Conger  at  the  University  of  Colo- 
rado Medical  Center,  4200  E.  Ninth  Ave.,  Denver, 
Colorado  80220. 


Nevada  Medical  Auxiliary 
Receives  Foundation  Award 

The  Woman’s  Auxiliary  to  the  Nevada  State  Med- 
ical Association  today  received  an  award  of  merit 
for  its  outstanding  effort  in  the  American  Medical 
Association  Education  and  Research  Foundation 
program  in  1964-65. 

The  Nevada  Auxiliary  made  the  greatest  contribu- 
tion of  any  state  group  in  the  one-to-500-member 
category — $3,445.34. 

The  entire  national  Auxiliary  contribution  was 
$320,121.87,  part  of  which  will  be  given  to  medical 
schools  for  unrestricted  use.  The  remainder  will  go 
to  the  student  loan  guarantee  fund.  This  fund  makes 
possible  long-term  bank  loans  to  medical  students, 
interns  and  residents,  with  no  payment  due  on  either 
principal  or  interest  until  five  months  after  comple- 
tion of  all  training.  For  each  $100  contributed, 
$1,250  in  loans  is  made  available.  One  out  of  every 
six  future  doctors  now  in  training  is  being  assisted 
by  this  program. 


NOTICE 

The  Headquarters  Office  of  the  New  Mexico 
Medical  Society  has  been  moved  to  3010  Monte 
Vista  Blvd.,  NE,  Albuquerque,  New  Mexico. 
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Robins  Award  Presentation 


Dr.  Hugh  B.  Woodward,  left,  Albuquerque,  who 
has  served  as  Secretary-Treasurer  of  the  New  Mex- 
ico Medical  Society  for  the  last  three  years,  was 
presented  the  5th  annual  A.  H.  Robins  Award  for 
Community  Service  at  the  83rd  annual  meeting  of 
the  New  Mexico  Society  in  Santa  Fe  May  9-15,  1965. 

Dr.  Woodward  was  also  elected  Speaker  of  the 
House  of  Delegates  at  the  meeting. 

He  is  widely  known  for  his  work  as  co-ordinator 
of  the  state-wide  Sabin  Oral  Vaccine  in  1962-63, 
when  he  was  Chairman  of  the  Society’s  Public  Health 
Committee. 

He  is  Vice-President  of  the  Albuquerque  Commu- 
nity Council.  He  has  been  a United  Fund  Director 
and  Vice-President,  a member  of  the  Bernalillo 
County  Indian  Hospital  Executive  Committee,  and 


co-ordinator  of  the  New  Mexico  Tuberculosis  Coun- 
cil. In  1964  he  served  as  Chairman  of  the  Building 
Committee  of  St.  Joseph  Hospital,  where  he  has 
been  Chief  of  Staff  and  a member  of  the  Executive 
Committee,  and  as  Chairman  of  the  Health  Sub- 
Committee  on  the  Community  Survey.  He  is  a Past 
President  of  the  New  Mexico  Society  of  Internal 
Medicine.  Dr.  Woodward  received  his  MD  from 
Jefferson  College  of  Philadelphia  and  began  the 
practice  of  medicine  in  Albuquerque  in  1954. 


Nominations  for  Robins  Award 

Eleven  Wyoming  physicians  have  been  nominated 
for  the  1965  A.  H.  Robins  Community  Service 
Award,  it  was  announced  today  by  Dr.  Howard  P. 
Greaves,  of  Rock  Springs,  president  of  the  Wyoming 
State  Medical  Society.  The  award,  which  is  given 
each  year  in  recognition  of  a doctor’s  outstanding 
contribution  to  the  activities  of  his  community,  will 
be  presented  during  the  annual  meeting  of  the 
W.S.M.S.  to  be  held  at  Jackson  in  August. 

Nominated  for  this  year’s  award  are:  Drs.  W.  W. 
Elmore,  Jackson;  Alan  P.  Dean,  Evanston;  Pete 
Schunk,  Sheridan;  L.  D.  Kattenhorn,  Powell;  H.  L. 
Harvey,  Casper;  O.  D.  Perkes,  Afton;  Herbert  S. 
Jackman,  Rock  Springs;  James  E.  Stoetzel,  Pine 
Bluffs;  S.  J.  Giovale,  Cheyenne;  Nathaniel  Fowler, 
Casper;  and  Thomas  A.  Nicholas,  Buffalo. 

Each  nominee’s  name  was  submitted  by  an  indi- 
vidual or  organization  in  his  own  community.  Nomi- 
nations were  asked  of  newspapers,  radio  and  tele- 
vision stations,  chambers  and  junior  chambers  of 
commerce  and  county  school  superintendents 
throughout  the  state.  The  award  is  sponsored  each 
year  by  the  A.  H.  Robins  pharmaceutical  house  in 
cooperation  with  the  Wyoming  State  Medical  So- 
ciety. 


PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE. 

-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

(kkf) 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

1 13  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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95th  dnnual  Session 

Colorado  Medical  Society 


September  19  through  22,  1965 

THE  BROADMOOR  Colorado  Springs,  Colorado 

In  cooperation  with:  Colorado  Dermatology  Society,  Colorado  Chapter  of  the  American  Academy  of  General 
Practice,  Colorado  Gynecological  and  Obstetrical  Society,  Rocky  Mountain  Academy  of  Industrial  Medicine, 
Colorado  Society  of  Internal  Medicine,  Colorado  Ophthalmological  Society,  Colorado  District  Branch  of  the 
American  Psychiatric  Association,  Denver  Academy  of  Surgery. 

There  is  no  registration  fee  for  members  of  any  recognized  medical  society:  admission  is  by  registration  badge 
only. 


SUNDAY,  SEPTEMBER  19 


SURGERY 


2:30  p.m. — House  of  Delegates,  first  meeting,  Interna- 
tional Center;  followed  by  Reference  Com- 
mittee meetings 

MONDAY,  SEPTEMBER  20 

GENERAL  SESSION — International  Center 

“The  Art  of  Saving  Your  Net  Profit” 

Millard  K.  Mills,  Professional  Management 
Midwest 

DERMATOLOGY 

“Effect  of  Light  Upon  Skin” 

John  M.  Knox,  M.D.,  Houston 
Live  Clinics 

GENERAL  PRACTICE 


“Trendelenburg  Operation” 

Bruce  Paton,  M.D. 

“Hemoptysis” 

Joseph  L.  Kovarik,  M.D. 

"Diverticulitis” 

William  R.  Coppinger,  M.D. 

"Surgical  Lesions  of  the  Thyroid” 

Warren  H.  Cole,  M.D.,  Chicago 

"Peripheral  Embolectomy” 

J.  C.  Owens,  M.D. 

"Spontaneous  Pneumothorax” 

A.  J.  Kukral,  M.D.,  James  Cerelli,  M.D. 

“Limb  Replantation” 

Takayuki  Inoue,  M.D. 


“Hemorrhage  of  Upper  GI  Tract” 

Warren  H.  Cole,  M.D.,  Chicago 

“Common  Dermatological  Problems” 
John  M.  Knox,  M.D.,  Houston 

“Functional  Indigestion” 

Edward  J.  Donovan,  M.D. 


Afternoon — Golf  Tournament,  open  to  Doctors  of  Med- 
icine only,  who  are  registered  at  The  Broadmoor 
or  are  from  Colorado  Springs 

Evening — Stag  Smoker;  admission  by  registration 
badge;  tickets  $6.00  per  person;  8:00  p.m. — Buffet 
Dinner;  10:00  p.m. — Entertainment 


Among  our  Guest  Speakers  . . . 


Goplerud,  M.D.  John  M.  Knox,  M.D.  Millard  K.  Mills  Lloyd  H.  Smith,  Jr.,  M.D.  Donovan  F.  Ward,  M 


TUESDAY,  SEPTEMBER  21 


WEDNESDAY,  SEPTEMBER  22 


PSYCHIATRY  AND  GENERAL  PRACTICE 

“Late  Adolescence” 

Alan  Frank,  M.D. 

“Sexual  Problems  of  Female  Patients” 

Beverley  T.  Mead,  M.D.,  Omaha 

INTERNAL  MEDICINE 

“Inappropriate  A.D.H. — An  Appropriate  Response” 
Harry  R.  Locke,  M.D. 

"Hashimoto’s  Disease” 

Charles  E.  Fisher,  M.D. 

“Gout” 

Lloyd  H.  Smith,  Jr.,  M.D.,  San  Francisco 

“Plasma  Insulin” 

Karl  E.  Sussman,  M.D. 

“The  Management  of  Pheochromocytoma” 

Dalton  Jenkins,  M.D. 


OPHTHALMOLOGY 

“Herpes  Simplex  Keratitis” 

“Lesions  of  the  Corneal  Limbus” 

Richard  O.  Schultz,  M.D.,  Milwaukee 

DERMATOLOGY 

“Role  of  Hormones  in  Acne” 

John  M.  Knox,  M.D.,  Houston 

“Endocrinology  and  Dermatology” 

Dalton  Jenkins,  M.D. 

Panel  on  above  theme 

Arthur  Woodburne,  M.D. 

John  M.  Knox,  M.D. 

Dalton  Jenkins,  M.D. 

Marvin  C.  Nelson,  M.D. 


GENERAL  SESSION — International  Center 

“Is  Therapeutic  Abortion  Ever  Indicated,” — Panel 

Thomas  A.  Nicholas,  M.D.,  President,  Wyoming 
State  Medical  Society,  presiding 
Beverley  T.  Mead,  M.D.,  Psychiatrist,  Omaha 
Clifford  P.  Goplerud,  M.D.,  ObG,  Iowa  City 
The  Very  Reverend  John  J.  Danagher,  C.M., 
Denver 

Dr.  Harvey  H.  Potthoff,  Iliff  School  of  Theology 


Afternoon — Golf  Tournament  concluded 

1:45  p.m. — House  of  Delegates  second  meeting, 
Ballroom,  main  Broadmoor  building 

Evening — Annual  Dinner  Dance;  International  Center 
The  Banquet  is  named  for  Mr.  Harvey  Sethman  and 
one  of  its  functions  will  be  to  honor  him. 


GENERAL  PRACTICE 

“Renal  Calculi” 

Lloyd  H.  Smith,  Jr.,  M.D.,  San  Francisco 
“Eye  Infections  in  Children” 

Richard  O.  Schultz,  M.D.,  Milwaukee 

“Bone  Tumors” 

Robert  G.  Volz,  M.D. 

“Postpartum  Hemorrhage” 

Clifford  P.  Goplerud,  M.D.,  Iowa  City 


OBSTETRICS  AND  GYNECOLOGY 

“Fetal  Death  in  Utero” 

“Chronic  Pelvic  Pain  Syndrome” 

Clifford  P.  Goplerud,  M.D.,  Iowa  City 

“Baby  Watching  1965” 

Joseph  Butterfield,  M.D. 

“Third  Trimester  Bleeding” 

William  B.  Goddard,  M.D. 


INDUSTRIAL  MEDICINE 

“Air  Pollution” — Panel 

Lloyd  B.  Brallier,  M.D.,  Presiding 
David  L.  Kelble,  M.D.,  Moderator 
Mr.  Willis  Carpenter 
Mr.  John  Carpenter 
Dr.  James  Lodge 

Center  for  Atmospheric  Research 
Richard  J.  Reece,  M.D. 

Giles  F.  Filley,  M.D. 

Mr.  Earl  Porter,  Div.  of  Air  Pollution,  USPHS 

GENERAL  SESSION — International  Center;  combined 
House  of  Delegates  and  Session 

Presidential  Address 

Paul  R.  Hildebrand,  M.D.,  Brush 

President-elect,  Colorado  Medical  Society 

Address 

Donovan  F.  Ward,  M.D.,  Dubuque,  Iowa 
AM  A President  September  1964-June  1965 

Election  and  Installation  of  1965-66  officers  of 
Colorado  Medical  Society 


PLEASE  MAKE  YOUR  HOTEL  RESERVATION  EARLY 

— Remember  Participation  in  the  Golf  Tournament  is 
open  only  to  Doctors  registered  at  The  Broadmoor. 


8 7tli  ^Annual  l/Yleetinc ^ 
lfl/]ontana  *fYjedica(  ^Association 

September  23  - 25,  1 965  — t^ainb  ow  ^blotel,  (jreat  Trails 


GUEST  CLINICIANS 


Julian  S.  Ansell,  M.D. 
Head,  Division  of  Urology 
University  of  Washington 
School  of  Medicine 
Seattle 


William  R.  Christensen,  M.D. 
Professor  and  Head,  Department 
of  Radiology 

University  of  Utah  College  of 
Medicine 
Salt  Lake  City 


John  H.  Epstein,  M.D. 
Assistant  Clinical  Professor 
Division  of  Dermatology 
University  of  California 
Medical  School 
San  Francisco 


C.  Henry  Kempe,  M.D. 
Professor  and  Chairman 
Department  of  Pediatrics 
University  of  Colorado 
Medical  Center 
Denver 


K.  Alvin  Merendino,  M.D, 
Chairman,  Department  of 
Surgery 

University  of  Washington 
School  of  Medicine 
Seattle 


Edward  H.  Rynearson,  M.D. 
Senior  Consultant,  Department 
of  Internal  Medicine 
Mayo  Clinic 
Rochester 


THURSDAY,  September  23 

8:00  a.m. — Registration 


9:40  a.m. — “Drug  Photosensitivity” 

John  H.  Epstein,  M.D., 
San  Francisco,  California 


8:30  a.m. — House  of  Delegates,  first  session 


10:20  a.m. — Recess 


10:00  a.m. — Welcome 

Joseph  W.  Brinkley,  M.D., 

President,  Cascade  County  Medical 
Society. 

Response 

M.  A.  Gold,  M.D.,  President, 
Montana  Medical  Association 

10:15  a.m. — “Pulmonary  Embolism:  Attitudes  Based 
on  Recent  Experience” 

K.  Alvin  Merendino,  M.D., 

Seattle,  Washington 

10:55  a.m. — "Medical  Problems  of  Adolescents” 

C.  Henry  Kempe,  M.D., 

Denver,  Colorado 

11:35  a.m. — "Diseases  Caused  by  Sunlight:  General 
Considerations” 

John  H.  Epstein,  M.D., 

San  Francisco,  California 

12:15  p.m. — Luncheon  recess 

2:00  p.m. — “Pulmonary  Coin  Lesions” 

William  R.  Christensen,  M.D.. 

Salt  Lake  City,  Utah 

2:40  p.m. — "Do's  and  Don’ts  in  Smallpox 
Vaccination” 

C.  Henry  Kempe,  M.D., 

Denver,  Colorado 


3:20  p.m. — Recess 

3:45  p.m. — “The  Polymorphous  Light  Eruption:  A 
Common  Clinical  Problem” 

John  H.  Epstein,  M.D., 

San  Francisco,  California 


10:45  a.m. — “Recent  Advances  in  Antibiotic  Therapy” 

C.  Henry  Kempe,  M.D., 

Denver,  Colorado 

11:25  a.m. — "Care  of  Urinary  Retention  Catheters” 
Julian  S.  Ansell,  M.D., 

Seattle,  Washington 

12:05  p.m. — Recess 

2:00  p.m. — “Rabies:  The  Forgotten  Virus” 

Hilary  Koprowski,  M.D., 
Philadelphia,  Pennsylvania 

2:40  p.m. — “Image  Amplification  and  Cine  Radiog- 
raphy” 

William  R.  Christensen,  M.D., 

Salt  Lake  City,  Utah 


3:20  p.m. — Recess 

3:30  p.m. — House  of  Delegates,  second  session 

6:30  p.m. — No-host  reception  and  banquet,  Montana 
Medical  Political  Action  Committee 
(Program  to  be  announced) 

SATURDAY,  SEPTEMBER  25 

9:00  a.m. — “Which  Goiters  Are  Best  Treated  With 
Surgery  and  Which  With  Radioactive 
Iodine?” 

Edward  H.  Rynearson,  M.D., 
Rochester,  Minnesota 

9:40  a.m. — “The  Problem  of  the  Gastric  Ulcer” 

William  R.  Christensen,  M.D., 
Salt  Lake  City,  Utah 


4:25  p.m. — “Artificial  Heart  Valves:  When,  What, 
Why” 

K.  Alvin  Merendino,  M.D., 

Seattle,  Washington 

5:00  p.m. — Adjournment 

6:00  p.m. — Reception  and  annual  banquet 


FRIDAY,  SEPTEMBER  24 


10:20  a.m. — Recess 

10:45  a.m. — “Pediatric  Urological  Problems” 
Julian  Ansell,  M.D., 
Seattle,  Washington 

11:25  a.m. — "Problems  of  Tumor  Viruses” 
Hilary  Koprowski,  M.D., 
Philadelphia,  Pennsylvania 


12:00  noon — Recess 


9:00  a.m. — "Desirable  and  Undesirable  Effects  of 
Hormones” 

Edward  H.  Rynearson,  M.D., 
Rochester,  Minnesota 


1:30  p.m. — House  of  Delegates,  final  session 

2:30  p.m. — Administrative  Body,  Montana  Physicians' 
Service 


Allison,  Jr.,  M.D.  John  J.  Bonica,  M.D.  C.  Lee  Buxton,  M.D.  G.  F.  Cahill,  Jr.,  M.D.  L.  W.  Cronkhite,  Jr.,  M.D.  J.  L,  Emmett,  M.D. 


Seventieth  Slnnuah  Scientific  Session 
lyjtali  State  ^YFjeclical  _ Sssociati 


^Jdotef  Vital  Vljotor  rjCodc^e  — -Vde j? t em  ler  15,  16,  17,  1965 

The  70th  Annual  Meeting  of  the  Utah  State  Medical  Association  has  been  designed  by  the  Scientific  Program 
Committee  to  appeal  to  both  the  general  practitioner  and  the  specialist.  Physicians  from  surrounding  states 
are  especially  invited  to  attend;  they  will  not  be  charged  registration  fees.  Registration  opens  at  8:00  a.m.  daily, 
and  admission  is  by  badge  only.  This  year's  scientific  program  will  feature  twelve  visiting  lecturers  of  national 
prominence  in  addition  to  a number  of  papers  prepared  by  local  physicians. 


WEDNESDAY,  SEPTEMBER  15,  1965 

8:00  a.m. — Registration  (all  day) 

8:15  a.m. — Welcoming  Remarks 

Stanley  R.  Child,  M.D.,  President, 
Utah  State  Medical  Association 

8:30  a.m. — 'Surgery  of  Infertility” 

C.  Lee  Buxton,  M.D.,  Professor  and 
Chairman,  Department  of  Obstet- 
rics and  Gynecology,  Yale  Univer- 
sity School  of  Medicine,  New 
Haven,  Connecticut 

9:00  a.m. — “Obstetric  Anesthesia  in  General  Practice" 
John  J.  Bonica,  M.D.,  Professor  and 
Chairman,  Department  of  Anes- 
thesiology, University  of  Washing- 
ton School  of  Medicine,  Seattle, 
Washington 

9:30  a.m. — “Approaches  to  Antiviral  Chemotherapy” 
Ernest  Jawetz,  M.D.,  Professor  and 
Chairman,  Department  of  Micro- 
biology, University  of  California 
Medical  Center,  San  Francisco. 
California 

10:00  a.m. — Recess  to  Visit  Exhibits 


10:30  a.m. — “Stereotaxic  Cerebral  Surgery  for  Relief  of 
Dyskinesias” 

William  L.  Stoops,  M.D.,  Salt  Lake 
City,  Utah 

10:45  a.m. — "Social  and  Psychological  Implications  of 
Travel  in  Space” 

Leonard  W.  Cronkhite,  Jr.,  M.D., 
General  Director,  Children's  Hos- 
pital Medical  Center,  Boston,  Mas- 
sachusetts 

11:30  a.m. — “Hyperbaric  Oxygenation” 

Victor  Richards,  M.D.,  Chief  of 
Surgery,  Presbyterian  Medical  Cen- 
ter, San  Francisco,  California 

12:15  p.m. — Luncheon — Empire  Room,  Hotel  Utah 

Question  and  Answer  Period  on  Medical 
Subjects 

2:00  p.m. — “The  Ovary  Versus  the  Adrenal  as  an 
Etiological  Factor  in  Menstrual  Dis- 
turbances and  Masculinization" 

C.  Lee  Buxton,  M.D. 

2:30  p.m. — “Management  of  Intractable  Pain  in  Gen- 
eral Practice" 

John  J.  Bonica,  M.D. 

3:00  p.m. — “The  Ruse  of  Surgical  Face  Masks” 

Clynn  R.  Ford,  M.D.,  Salt  Lake 
City,  Utah 
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3:15  p.m. — Recess  to  Visit  Exhibits 
3:45  p.m. — “Urinary  Problems  in  Women” 

John  L.  Emmett,  M.D.,  Senior  Con- 
sultant, Department  of  Urology, 
Mayo  Clinic,  Rochester,  Minnesota 
4:15  p.m. — “Rhinoplasty” 

Robert  M.  Woolf,  M.D.,  and  T.  Ray 
Broadbent,  M.D.,  Salt  Lake  City, 
Utah 

4:30  p.m. — "Surgical  Management  of  Mesenteric  Vas- 
cular Lesions” 

George  D.  Zuidema,  M.D.,  Surgeon- 
in-Chief,  The  Johns  Hopkins  Hos- 
pital, Baltimore,  Maryland 

7:00  p.m. — Annual  Dinner  Meeting,  Blue  Shield 
Stockholders 

THURSDAY,  SEPTEMBER  16,  1965 

8:00  a.m. — Registration  (all  day) 

Film — ‘Jungle  Doctors’ 

8:30  a.m. — “Sore  Throat,  Streptococci,  and  Prevention 
of  Rheumatic  Fever— A Practical  Ap- 
proach” 

C.  Duane  Kerr,  M.D.,  Tremonton, 
Utah 

8:45  a.m. — “Antibacterial  Therapy” 

Ernest  Jawetz,  M.D. 

9:15  a.m. — “Septic  Shock” 

George  D.  Zuidema,  M.D. 

9:45  a.m. — “The  Clinical  Value  of  Immunoglobulin 
Determinations” 

Douglas  C.  Heiner,  M.D.,  Salt  Lake 
City,  Utah 

10:00  a.m. — “Gamma-Globulin  Evaluation  in  Chronic 
Staphylococcic  Dermatoses” 

William  J.  Morginson,  M.D.,  Salt 
Lake  City,  Utah 
10:15  a.m. — Recess  to  Visit  Exhibits 
10:45  a.m. — “The  Medical  Management  of  Achalasia” 
W.  Dean  Ashworth,  M.D.,  Salt 
Lake  City,  Utah 

11:00  a.m. — “Pediatric  Urological  Problems” 

Joseph  J.  Kaufman,  M.D.,  Associate 
Professor  of  Surgery/ Urology,  Uni- 
versity of  California  Medical  Cen- 
ter at  Los  Angeles,  Los  Angeles, 
California 

11:30  a.m. — “Renovascular  Hypertension” 

John  L.  Emmett,  M.D. 

12:15  p.m. — Luncheon — Empire  Room,  Hotel  Utah 

Question  and  Answer  Period  on  Medical 
Subjects 

2:00  p.m. — “An  Approach  to  Esophageal  Atresia. 

Tracheo-Esophageal  Fistula — Consecu- 
tive Case  Study” 

Robert  J.  Beveridge,  M.D.,  Salt 
Lake  City,  Utah 

2:15  p.m. — “Pyridoxine  Dependency  Convulsions  in  a 
Newborn” 

M.  Moreno  Robins,  M.D.,  Provo, 
Utah 

2:30  p.m. — "Preservation  of  Cadaver  Kidneys  for 
Transplantation” 

Lawrence  E.  Stevens,  M.D.,  Salt 
Lake  City,  Utah 

2:45  p.m. — “Chemotherapy  of  Genitourinary  Tumors” 
Joseph  J.  Kaufman,  M.D. 

3:15  p.m. — Recess  to  Visit  Exhibits 


3:45  p.m. — “Current  Trends  in  Automation  in  the 
Clinical  Laboratory” 

David  Seligson,  M.D.,  Professor  of 
Medicine  and  Pathology,  Yale  Uni- 
versity School  of  Medicine,  New 
Haven,  Connecticut 

4:15  p.m. — “Changing  Concepts  in  the  Treatment  of 
Cancer” 

Victor  Richards,  M.D. 

6:00  p.m. — Presidents’  Reception — Empire  Room,  Ho- 
tel Utah 

7:30  p.m. — Presidents’  Banquet — Sky  Room,  Hotel 
Utah 

Featured  Speaker:  Mr.  C.  Joseph 
Stetler,  Executive  Vice  President, 
Pharmaceutical  Manufacturers  As- 
sociation, Washington,  D.  C. 

FRIDAY,  SEPTEMBER  17,  1965 

8:00  a.m. — Registration  (all  day) 

Film — ‘Jungle  Doctors’ 

8:30  a.m. — “Venereal  Disease  Control” 

J.  Richard  Allison,  Jr.,  M.D.,  Con- 
sultant in  Charge,  Richland  County 
Venereal  Disease  Clinic,  Columbia, 
South  Carolina 

9:00  a.m. — “Acute  Renal  Failure” 

Malcolm  A.  Holliday,  M.D.,  Physi- 
cian-in-Chief,  Children’s  Hospital 
Medical  Center,  Oakland,  California 

9:30  a.m. — “Chemical  Changes  in  Uremia” 

David  Seligson,  M.D. 

10:00  a.m. — Recess  to  Visit  Exhibits 

10:30  a.m. — “Diagnostic  and  Therapeutic  Studies  in 
Balance  Disorders” 

David  A.  Dolowitz,  M.D.,  Salt  Lake 
City,  Utah 

10:45  a.m. — “Lipid  Metabolism,  General  Concepts” 

George  F.  Cahill,  Jr.,  M.D.,  As- 
sistant Professor  of  Medicine,  Har- 
vard University  Medical  School, 
Boston,  Massachusetts 

11:15  a.m. — “Treatment  of  Tachycardia  With  Direct 
Current  Shocks” 

C.  Hilmon  Castle,  M.D.,  Salt  Lake 
City,  Utah 

11:30  a.m. — “The  Prevention  of  Suicide” 

Eugene  L.  Bliss,  M.D.,  Salt  Lake 
City,  Utah 

12:15  p.m. — Luncheon — Empire  Room,  Hotel  Utah 

Question  and  Answer  Period  on  Medical 
Subjects 

2:00  p.m. — “Salt  Excess  and  Depletion” 

Malcolm  A.  Holliday,  M.D. 

2:30  p.m. — “Experimental  and  Clinical  Observations 
With  Allogeneic  Nerve  Grafts” 

Theodore  S.  Roberts,  M.D.,  Salt 
Lake  City,  Utah 

2:45  p.m. — "Excessive  Water  Drinking:  Diabetes  In- 
sipidus Versus  Compulsive  Water  Drink- 
ing” 

C.  Basil  Williams,  M.D.,  Ogden, 
Utah 

3:00  p.m. — Recess  to  Visit  Exhibits 

3:30  p.m. — “Current  Concepts  of  Diabetes” 

George  F.  Cahill,  Jr.,  M.D. 

4:00  p.m. — “The  Dilemma  of  the  Doctor/Professor” 
Leonard  W.  Cronkhite,  Jr.,  M.D. 
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Charles  M.  Carpenter,  M.D. 


Thomas  M.  Durant,  M.D. 


William  B.  Goddard,  M.D. 


Registration — Every  person  who  attends  must  first  register  at  the  Society's  registration  desk 
at  the  Lodge.  Registration  will  start  at  10:00  a.m.,  on  Tuesday,  August  24,  1965.  The  regis- 
tration fee  is  $25.  (See  official  program.) 


TUESDAY,  AUGUST  24,  1965 

11:00  a.m. — Council  Meeting 
2:00  p.m. — Orientation  Program 
7:15  p.m. — Exhibitors’  Buffet 


Turn  the  page  for 
scientific  program 


AFTERNOON  PROGRAM 


WEDNESDAY,  AUGUST  25,  1965 

8:30  a.m. — House  of  Delegates 

12:00  noon — WYOPAC  Luncheon 

Speaker  Rev.  Roy  Pfautch,  President 
Civic  Service,  Inc. 


AFTERNOON  PROGRAM 

“The  Patient  with  Coronary  Artery  Disease" 

Thomas  M.  Durant,  M.D.,  Consultant  in  Internal 
Medicine,  Philadelphia  General  Hospital 

“Initial  Treatment  of  Thermal  Injury” 

John  A.  Moncrief,  Colonel,  M.C.,  Commander 
and  Director  of  U.  S.  Army  Research  Unit, 
Brooke  Army  Medical  Center,  Fort  Sam 
Houston,  Texas 

“Cancer  and  the  Problem  of  Immunity” 

Charles  M.  Carpenter,  M.D.,  Professor  of  In- 
fectious Diseases,  School  of  Public  Health,  Uni- 
versity of  California  Medical  School 

“Emergency  Medical  Services  in  the  Small  Community" 
J.  Cuthbert  Owens,  M.D..,  Associate  Professor, 
Department  of  Surgery,  University  of  Colorado 
Medical  Center,  Denver,  Colorado 

5:30  p.m. — Outdoor  barbecue 


THURSDAY,  AUGUST  26,  1965 

8:00  a.m. — Breakfast  with  the  speakers 
9:30  a.m. — Reference  Committee  Meetings 
11:00  a.m. — Norman  Welch,  M.D.,  Memorial  Mass 


"The  Significance  of  Abnormal  Serum  Proteins  in 
Cancer  Detection” 

Charles  M.  Carpenter,  M.D. 

“Resuscitation  of  the  Severely  Injured” 

John  A.  Moncrief,  Colonel,  M.C. 

“Modern  Management  of  Rh  Sensitization  Including 
Amniocentesis  and  Intrauterine  Transfusion” 

William  B.  Goddard,  M.D.,  Director  of  Obstet- 
rics and  Gynecology,  Denver  General  Hospital, 
Denver,  Colorado 

Panel:  “Steroid  Therapy” 

Drs.  Carpenter,  Durant,  Moncrief,  Owens, 
Goddard 

7:15  p.m. — Banquet — Featured  Speaker 

Governor  Clifford  P.  Hansen,  Governor  State 
of  Wyoming.  Presentation  of  Robins  Award  for 
Community  Service 

FRIDAY,  AUGUST  27,  1965 

MORNING  PROGRAM 

“Intolerable  Pain — A Medical-Legal  Problem” 

J.  Cuthbert  Owens,  M.D. 

“The  Management  of  the  Patient  with  Resistant 
Congestive  Failure” 

Thomas  M.  Durant,  M.D. 

“Third  Trimester  Bleeding” 

William  B.  Goddard,  M.D. 

Question  and  Answer  Period 

Drs.  Owens,  Durant,  Goddard 

11:30  a.m. — Nominating  Committee  Meeting 

11:45  a.m. — Council  Meeting 

2:00  p.m. — House  of  Delegates 


NATIONAL 

AFFAIRS 


REPORT  ON  ACTIONS  OF 
THE  HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
114TH  ANNUAL  CONVENTION 
June  20-24,  1965 

New  York,  N.  Y. 

The  114th  Annual  Convention  of  the  American 
Medical  Association  was,  indeed,  an  historic  one. 
The  total  registration  was  64,517,  including  24,268 
physicians.  This  is  the  largest  physician  registration 
in  the  Association’s  history. 

The  official  meeting  was  unique,  in  that  Sunday 
meetings  were  held.  The  highlights  of  the  Sunday 
sessions  were  numerous.  An  impressive  occasion  be- 
fore the  main  event  was  devoted  to  discussion  of 
the  related  practices  of  physicians  and  clergymen, 
and  was  especially  well  attended.  The  speakers  were 
Dr.  Howard  Rusk,  Director  of  the  Institute  of  Physi- 
cal Medicine  Rehabilitation  at  New  York  University 
Bellview  Medical  Center,  and  the  Rt.  Rev.  John  E. 
Hinds,  Presiding  Bishop  of  the  Protestant  Episcopal 
Church  of  New  York.  This  was  a very  inspiring  oc- 
casion, deeply  appreciated,  and  establishing  forever 
the  close  relationship  between  the  two  noble  profes- 
sions. 

The  House  of  Delegates  convened  at  3:30  on 
Sunday  at  the  Americana  Hotel.  Dr.  James  Z.  Appel, 
surgeon  and  general  practitioner  of  Lancaster,  Penn- 
sylvania, was  installed  as  President  of  the  American 
Medical  Association.  The  inauguration  ceremonies 
were  held  in  the  Ballroom  at  the  Americana  Hotel 
and  were  beautiful.  Our  state  was  recognized  and 
duly  lauded.  Dr.  Appel’s  inaugural  address  was  con- 
troversial but  one  long  to  be  remembered. 

Expressing  his  personal  opinion  Dr.  Appel  said 
that  if  the  omnibus  medicare  bill  is  passed  by  Con- 
gress, the  medical  profession  must  do  all  it  can  to 
develop  the  good  points  and  eliminate  the  bad  points 
of  the  law.  He  declared  that,  regardless  of  personal 
opinion,  “we  do  not  have  the  right — either  as  physi- 
cians or  citizens — to  violate  a law  or  to  violate  the 
spirit  of  the  law  or  its  intent.” 

Many  of  the  Delegates  thought  his  talk  too  con- 
ciliatory, and  they  felt  he  was  too  ready  to  sur- 
render to  the  encroachments  of  socialism.  As  we  all 
know,  Dr.  Appel  has  had  a distinguished  career  in 
the  American  Medical  Association.  He  was  elected 
to  the  Board  of  Trustees  in  1957  and  re-elected  to 
a five-year  term  in  1960.  His  character,  morals,  and 
high  sense  of  ethics  will  in  the  future,  we  are  sure, 
carry  a great  deal  of  weight  in  the  decisions  made  by 
the  American  Medical  Association.  Outgoing  Presi- 
dent Donovan  F.  Ward  pointed  out:  “if  it  were 
true  that  the  public  climate  was  the  dominant  factor 
affecting  the  decisions  of  those  who  make  legislative 


history,  we  now  would  be  winning  both  in  the  House 
and  the  Senate.” 

The  scientific  offerings,  which  were  featured  on 
Monday  were  outstanding.  Some  of  our  delegation 
were  able  to  attend  and  reported  that  the  highlights 
of  the  program  were  Female  Pseudohermaphroditism 
Due  to  Congenital  Adrenal  Hyperplasia;  Carpal- 
tunnel  Syndrome;  Identification  of  Early  Syphilis; 
Plaster  Casts  and  Splints,  Preparation,  Application 
and  Removal. 

The  film  program  was  very  well  carried  out.  Film 
features  were  New  Methods  of  Removing  Common 
Duct  Stones;  Experimental  Pancreatitis;  Carcinoma 
of  the  Cecum  and  Ascending  Colon;  Functional 
Restoration  of  the  Calcified  Aortic  Valve  Using  a 
High  Speed  Drill  and  were  all  well  received.  Also 
some  very  highly  scientific  films  involving  micro- 
surgery were  presented  and  digested. 

The  Fracture  Exhibit  was  well  attended  and  beau- 
tifully executed.  One  of  the  interesting  features  was 
the  international  flavor  of  the  program.  Many  people 
from  other  Lands  attended.  The  exact  foreign  regis- 
tration was  not  obtainable. 

The  Woman’s  Auxiliary  festivities  were,  of  course, 
well  attended.  The  AMP  AC  banquet  was  the  high- 
light of  the  program.  Senator  Thruston  Morton, 
former  Chairman  of  the  Republican  National  Com- 
mittee, made  the  speech.  It  was  good  to  see  a Repub- 
lican on  the  AMPAC  program  and  restored  our 
motives  in  the  organization. 

Many  highly  specialized  sections  held  meetings. 
They  were  well  attended  and  their  contributions  will 
long  be  remembered.  The  most  controversial  issue, 
and  by  far  the  most  highly  attended,  before  the 
House  of  Delegates  was  that  of  non-participation 
under  any  so-called  medicare  law  that  might  be 
passed  by  Congress.  This  subject  came  up  in  various 
ways  in  nine  resolutions  and  in  a portion  of  Dr.  Ap- 
pel’s inaugural  address.  I might  say  that  Dr.  Appel  s 
remarks  pertaining  to  this  pledged  to  participate  in 
all  that  was  lawful  but  brought  forth  a great  deal  of 
adverse  comment  at  reference  committee  hearings. 

The  House  recommended  that  “The  members  of 
the  American  Medical  Association  be  reminded  that 
it  is  each  individual  physician’s  obligation  to  decide 
for  himself  whether  the  condition  of  a case  for  which 
he  is  about  to  accept  responsibility,  permit  him  to 
provide  his  own  highest  quality  of  medical  care.”  In 
adopting  a substitute  resolution,  the  House  declared 
that  “the  physicians  of  the  United  States  of  America 
pledge  themselves  to  continue  their  search  and  ac- 
tivity, in  whatever  social  environment  may  develop, 
to  secure  or  to  restore  the  freedom,  high  quality  of 
medical  care  which  has  been  traditional  in  our 
country.” 

When  the  fate  of  the  pending  medicare  legisla- 
tion is  determined,  the  House  indicated  that  it  would 
review,  in  special  session  if  necessary,  the  effect  of 
the  law  and  take  whatever  action  it  deemed  neces- 
sary. 

“In  keeping  with  the  testimony  before  this  ref- 
erence committee,  and  the  express  policies  of  the 
House,  this  action  should  in  no  way  be  interpreted 
as  a change  in  Section  6 of  ‘Principles  and  Ethics’ 
of  the  American  Medical  Association,  which  plainly 
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states  ‘A  physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere 
with  or  impair  free  and  complete  exercise  of  his 
medical  judgment  and  skill,  or  tend  to  cause  a de- 
terioration of  the  quality  of  medical  care’;  and  the 
House  of  Delegates  reaffirm  the  principles  of  what 
it  has  always  stood  for. 

“The  House  of  Delegates  reaffirms  the  nine  prin- 
ciples of  standards  of  Health  Care  programs  as 
adopted  by  the  House  of  Delegates  in  a special 
meeting  held  in  February,  1965,  and  amended  to 
read  as  follows: 

1.  No  person  needing  health  care  shall  be  denied 
such  care  because  of  the  inability  to  pay  for  it. 

2.  It  is  appropriate  that  government  revenues  be 
used  to  finance  health  care  when  other  resources 
have  been  found  to  be  inadequate. 

3.  Every  level  of  government,  municipal,  county, 
state  and  federal,  should  assume  a responsible  share 
in  the  financing  of  such  programs. 

4.  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  to  that 
available  to  those  who  can  afford  to  pay. 

5.  Maximum  use  should  be  made  of  voluntary 
prepayment  and  insurance  mechanisms. 

6.  Administration  of  such  program  should  be 
the  responsibility  of  the  state  government.  Partici- 
pating states  should  be  required  to  meet  adequate 
standards  of  administration  in  order  to  qualify  for 
federal  funds. 

7.  Eligibility  requirements  for  benefits  should  be 
fair,  realistic,  uncomplicated  and  practical. 

8.  Any  such  health  care  programs  should  provide 
funds  only,  and  not  direct  services. 

9.  Funds  for  such  programs  may  come  from  gen- 
eral tax  revenues  and  not  from  social  security  taxes.” 

It  was  very  significant  and  impressive  that  one  of 
the  delegates  had  quoted  President  Johnson  in  a 
talk  that  he  had  made  in  his  own  state  to  the  Ameri- 
can Medical  Association  some  years  ago.  At  the 
conclusion  of  this  reiteration  of  President  Johnson’s 
promise  to  organized  medicine  (this  was  shortly  after 
he  had  been  ill)  found  that  he  had  talked  to  every- 
one except  the  people  involved  in  the  program — our 
profession.  The  House  of  Delegates  issued  the  fol- 
lowing statements  to  the  President. 

“This  House  of  Delegates  restates  its  offer  to 
meet  with  the  President  of  the  United  States  through 
our  Legislative  taskforce  to  discuss  proposed  medical 
care  legislation  with  a view  to  safeguarding  the  con- 
tinued provision  of  the  highest  quality  and  avail- 
ability of  medical  care  to  the  people  of  the  United 
States.” 

It  was  agreed  that  the  House  of  Delegates  of  the 
American  Medical  Association  instruct  the  Board  of 
Trustees  of  the  American  Medical  Association  to 
embark  immediately  upon  an  active  campaign  to 
inform  the  membership  of  the  American  Medical 
Association  of  the  grave  considerations  in  adhering 
to  our  principles  of  ethics  posed  by  legislation  now 
pending  before  Congress. 

“The  American  Medical  Association  strongly 
urges  those  branches  of  government  interested  in 
the  formulation,  the  enactment,  and  the  implementa- 
tion of  laws  which  deal  with  the  provision  of  pro- 


fessional medical  services  to  the  public  to  seek  and 
utilize  the  advice  and  assistance  of  the  physicians 
who  will  render  such  services.  Such  advice  and  as- 
sistance should  be  received  through  our  chosen  rep- 
resentatives, the  officers  of  the  American  Medical 
Association. 

“The  American  Medical  Association  intensify  its 
efforts  to  modify  all  such  pertinent  legislation,  em- 
ploying the  necessary  means  and  appropriate  actions 
to  the  end  that  the  health  of  the  public  and  the 
pursuit  of  excellence  in  medicine  be  unimpaired  by 
such  legislation. 

“The  American  Medical  Association  make  every 
effort  to  continue,  and  where  necessary,  to  expand 
its  communication  activities  so  that  all  physicians 
as  members  of  component  medical  societies  will  be 
promptly,  continuously  and  completely  informed  of 
developments  in  this  critical  area  during  the  coming 
months.” 

A great  deal  of  discussion  of  the  meeting  sur- 
rounded the  DeBakey  Report.  Many  members  ques- 
tioned whether  Dr.  DeBakey  had  even  read  the  re- 
port, although  it  is  well  known  that  he  is  widely  sup- 
porting it.  Organized  medicine  in  all  echelons  seemed 
to  condemn  it  deeply.  The  final  statement  was  that 
“The  American  Medical  Association  point  with 
pride  to  the  immense  strides  made  in  the  approaches 
to  the  conquest  of  heart  disease,  cancer,  and  stroke 
under  existing  patterns  of  research  and  medical  prac- 
tice; strongly  favoring  the  use  of  available  financial 
support  for  extension  of  these  patterns  rather  than 
replacement  by  a complex  of  medical  control  centers 
and  satellites. 

“It  is  quite  obvious  that  the  American  Medical 
Association  oppose  those  particular  Commission  rec- 
ommendations which  call  for  and  have  stimulated 
proposals  for  hastily  contrived  and  unproven  sweep- 
ing changes  in  the  pattern  of  medical  research,  edu- 
cation, and  patient  care. 

“The  component  state  medical  associations  should 
be  urged  to  conduct  conferences  with  medical  edu- 
cators and  scientists,  medical  staffs  of  hospitals, 
medical  society  representatives,  and  other  interested 
parties,  for  the  purpose  of  exchanging  information 
and  for  the  development  of  such  recommendations 
as  may  be  appropriate  for  the  continued  improve- 
ment of  medical  education,  research  and  patient  care. 

“State  medical  associations  be  urged  to  report  find- 
ings and  recommendations  resulting  from  these  con- 
ferences to  the  AMA  Board  of  Trustees,  for  the  in- 
formation of  the  Board,  its  councils  and  the  Associa- 
tion members.” 

It  was  quite  obvious  that  Dr.  DeBakey  and  his 
report  were  not  popular,  maybe  even  repulsive  to 
most  states  and  their  constituents.  This  is  a personal 
impression,  but  this  could  be  one  of  the  most  unac- 
ceptable pieces  of  legislation  that  could  come  out  of 
this  session  of  Congress.  Let  us  pray  that  it  not  be 
enacted. 

The  Gunderson  Committee,  as  you  all  remember, 
was  appointed  an  ad  hoc  unit  at  a directive  of  the 
American  Medical  Association  House  of  Delegates 
in  June,  1963.  The  committee  was  appointed  to 
study  the  make-up  and  functions  of  the  House  of 
Delegates.  It  is  a very  long,  well  documented,  but 
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maybe  impractical,  report,  and  the  House  ruled  “It 
was  apparent  that  if  the  organization  of  the  House 
of  Delegates  of  the  American  Medical  Association, 
which  is  of  paramount  importance  to  the  efficient 
and  productive  operation  of  the  Association,  is  to 
be  thoroughly  studied  by  the  delegates,  more  time 
will  be  required.” 

The  report  had  35  pages;  it  recommended  actually 
few  changes,  which  would  add  little  to  the  efficiency 
of  our  official  body.  The  committee  which  studied 
this  report  pointed  out  that  certain  aspects  of  its 
work  were  unfinished,  particularly  those  dealing  with 
the  function  of  the  AMA  scientific  sessions.  The 
AMA  House  recommended  that  the  committee  con- 
tinue its  study  of  scientific  sessions. 

The  Board  of  Trustees  had  an  important  supple- 
mentary report  concerning  the  organization  of  a 
new  section.  In  a report  of  the  Board  of  Trustees, 
the  Council  on  Postgraduate  Programs  affirmed  its 
belief  that  the  establishment  of  a new  section  is  an 
important  change  in  the  AMA  structure,  and  sub- 
mitted a procedure  for  evaluating  the  qualifications 
for  a new  section  and  the  scientific  programs  of  all 
sections.  This  was  very  worthy. 

In  brief,  this  procedure  provides  that  (1)  a group 
requesting  formation  of  a new  section  submit  to  the 
Executive  Vice-president  written  request  for  ap- 
proval; (2)  the  request  be  transmitted  by  the  Board 
to  the  Council  on  Postgraduate  Programs  for  eval- 
uation of  the  petition;  (3)  if  approved  by  the  Coun- 
cil, a mandatory  trial  period  of  two  years  as  pres- 
ently in  effect  be  provided  under  the  auspices  of 
the  Council;  and  (4)  after  such  trial  period,  a 
recommendation  for  acceptance  or  denial  of  the 
petition  for  the  establishment  of  a section  be  made 
to  the  Board. 

It  might  be  interpolated  a little  here,  that  cate- 
gorical establishment  of  a new  board  for  each  new 
section  would  not  necessitate  the  formation  of  a 
board  for  that  section.  This  action,  of  course,  took 
care  of  the  worries  about  further  fragmentation  of 
many  specialties. 

Miscellaneous  Actions: 

In  dealing  with  73  resolutions  and  numerous  re- 
ports from  councils,  committees  and  the  Board  of 
Trustees,  the  House  of  Delegates  also: 

Urged  medical  schools  and  agencies  concerned 
with  continuing  education  to  incorporate  “appro- 
priate learning  experiences”  for  physicians  in  coun- 
seling relating  to  sexual  attitudes  and  behavior. 

Agreed  that  hospital  medical  staffs  and  state  and 
component  medical  societies  be  urged  to  encourage 
the  establishment,  maintenance,  and  proper  use  of 
cancer  registries  in  hospitals,  but  that  the  establish- 
ment of  such  registries  should  not  be  made  a require- 
ment for  accreditation  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  This  was  almost  the 
exact  wording  of  the  Colorado  resolution,  which 
pertained  to  the  desirability  of  adequate  cancer  fol- 
low-up. 

Instructed  the  Council  on  Medical  Service  and 
its  Committee  on  Federal  Medical  Services  to  “re- 
main alert  to  any  deviations  from  policies  of  the 
Veterans  Administration  concerning  the  provision 
of  drugs  to  veterans  treated  by  private  physicians, 


and  to  meet  with  pharmacy  representatives  so  that 
the  basic  principle  of  freedom  of  choice  of  pharma- 
cists be  maintained.” 

The  House  of  Delegates  also  referred  to  the  Board 
of  Trustees  a resolution  calling  for  the  AMA  to 
caution  the  public  against  discontinuing  voluntary 
health  insurance  policies  and  prepayment  plans  for 
persons  over  65  in  “anticipation  of  pending  legisla- 
tion.” 

Reaffirmed  its  policy  concerning  the  practice  of 
radiology,  pathology,  anesthesiology  and  physical 
medicine  in  hospitals. 

Reaffirmed  AMA  policy  that  human  blood,  as 
living  tissue,  should  not  be  purchased  under  insur- 
ance contracts.  It  was  recognized  that  exceptions 
may  be  necessary  when  there  is  need  for  unusually 
large  numbers  of  transfusions,  or  whenever  volun- 
teer blood  donors  are  not  available. 

Urged  state  and  local  medical  societies  to  en- 
courage the  development  of  the  Explorer  Scout 
Program  for  Medical  Specialty  Posts  and  noted 
that  about  150  of  the  21,000  Explorer  Scout 
posts  in  the  country  are  directly  related  to  health. 

Adopted  a resolution  calling  for  continued  efforts 
to  secure  the  passage  of  legislation  “which  will  re- 
move tax  discrimination  against  professional  people, 
specifically  HR  10  (Keogh)  and  HR  697  (Weltner),” 
but  turned  down  recommendations  that  the  AMA 
encourage  its  members  to  proceed  at  the  state  and 
county  levels  with  the  formation  of  corporations  for 
the  purpose  of  implementing  an  “organized  effort 
in  the  courts  to  remove  tax  discrimination.” 

Directed  the  Board  to  review  the  subject  of  fed- 
eral assistance  for  operating  expenses  for  health  or 
medical  education  facilities. 

Directed  the  Board  to  study  the  opportunities  and 
problems  associated  with  Operation  Head  Start  and 
other  programs  now  operating  or  planned  under  the 
Economic  Opportunity  Act. 

Referred  to  the  Board  for  study  a resolution  call- 
ing for  “a  program  of  purchase  of  health  insurance 
...  in  every  state,  subsidy  for  which  shall  be  by 
federal-state  participation,  under  which  ‘extension 
of  coverage  shall  be  to  all  needy  persons  regardless 
of  age.’  ” 

Disapproved  a series  of  resolutions  urging  the  ap- 
proval of  an  American  Board  of  Family  Practice, 
since  such  action  would  be  in  violation  of  estab- 
lished procedure  for  the  creation  of  new  specialty 
boards. 

Urged  the  Council  on  Medical  Education  to  es- 
tablish a standard  date  of  appointment  for  all  ap- 
proved residency  training  programs. 

Encouraged  state  and  county  medical  societies  to 
participate  in  the  formation  of  State  Associations  of 
the  Professions,  “to  provide  a vehicle,  for  interpro- 
fessional cooperation  in  those  areas  where  united 
activity  of  the  various  professions  can  be  of  great 
benefit.” 

Amended  the  bylaws  to  provide  that  the  vice 
president  shall  succeed  to  the  presidency  should 
the  president  die,  resign  or  be  removed  from  office. 

Accepted  a Board  of  Trustees  report  stating  that 
it  had  referred  to  the  joint  AMA-American  Bar  As- 
sociation committee  a previously  introduced  resolu- 
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tion  designed  to  present  a grievance  against  alleged 
abuse  of  legal  processes,  characterized  in  the  resolu- 
tion as  “vexatious  litigation.” 

Election  of  Officers 

The  election  of  officers,  of  course,  was  of  great 
interest  to  Colorado. 

Dr.  Hudson’s  unexpired  term  on  AMA’s  Board  of 
Trustees  will  be  filled  by  Dr.  Irvin  E.  Hendryson, 
Denver,  Colorado.  Dr.  Hendryson  will  serve  until 
1967. 

Re-elected  to  the  Board  for  three-year  terms  were: 
Drs.  Lester  D.  Bibler,  Indianapolis;  J.  B.  Copeland, 
Austin,  Texas;  Gerald  D.  Dorman,  New  York; 
L.  O.  Simenstad,  Osceola,  Wisconsin. 

W.  Andrew  Bunten,  MD,  Cheyenne,  Wyoming, 
was  elected  to  a one-year  term  as  the  Association’s 
vice  president. 

Dr.  Milford  O.  Rouse  of  Dallas,  Texas,  was  re- 
elected Speaker  of  the  House  of  Delegates,  and 
Dr.  Walter  C.  Bornemeier  of  Chicago  was  re-elected 
Vice  speaker. 

Elected  to  the  Council  on  Medical  Education 
were  Dr.  Bland  W.  Cannon  of  Memphis,  Tennessee; 
Dr.  William  R.  Willard  of  Lexington,  Kentucky  (to 
succeed  himself),  and  Dr.  Earle  M.  Chapman  of 
Boston,  Massachusetts. 

Named  to  the  Council  on  Medical  Service  were 
Dr.  C.  A.  Hoffman  of  Huntington,  W.  Virginia,  and 
Dr.  Russell  B.  Roth  of  Erie,  Pa.,  who  was  re-elected 
unanimously.  Dr.  George  D.  Johnson  of  Spartan- 
burg, S.  C.,  member  of  the  Council  on  Constitution 
and  Bylaws,  was  also  re-elected  unanimously. 

Dr.  James  H.  Berge  of  Seattle,  Washington,  was 
named  to  succeed  himself  on  the  Judicial  Council. 

Many  of  our  wonderful  Colorado  people  attended 


and  took  part  in  both  the  scientific  and  business 
sessions  of  the  meeting.  One  of  the  highlights  of  the 
meeting  was  a reception  held  by  the  University  of 
Colorado  Alumni,  honoring  Dean  John  Conger.  Old 
friends  collected  from  all  over  the  nation.  Dr.  Conger 
was  accompanied  and  assisted  in  his  alumni  contacts 
by  his  associate,  Mr.  Bob  Perkin.  Mr.  Perkin  at- 
tended all  of  the  alumni,  the  business  meetings,  and 
the  meetings  on  the  Council  on  Medical  Education. 
The  Colorado  people  are  always  happy  to  see  him 
at  an  AMA  gathering,  because  he  makes  our  state 
look  very  good.  He  tactfully  augments  all  of  Dean 
Conger’s  already  well  established  alumni  relations. 

The  program  was  well  received.  There  were  over 
350  scientific  exhibits  and  many,  many  technical 
exhibits.  The  social  events  throughout  the  city  were 
well  attended.  Colorado  had  a modest  program  held 
in  conservative  suite  which  is  always  open  to  the 
Colorado  people. 

The  highlight  of  the  meeting  was  an  action  by 
the  entire  House  of  Delegates  honoring  our  retiring 
Executive  Secretary,  Mr.  Harvey  Sethman.  His  com- 
mendation, read  before  the  House  to  Mr.  Sethman 
on  the  podium,  by  the  speaker  of  the  House  of 
Delegates  of  the  American  Medical  Association  was 
long  and  laudatory.  As  soon  as  possible  we  will 
obtain  it  and  make  it  a treasure  of  our  state  medical 
society  archives.  In  the  many  years  your  senior  dele- 
gate has  attended  the  American  Medical  Associa- 
tion, this  is  the  first  time  an  executive  secretary  has 
been  honored.  Harvey  himself  was  left  without 
words.  It  overwhelmed  our  state  delegation  and 
made  us  all  very  aware  of  the  wonderful  leadership 
we  have  had  and  very  thankful  to  Harvey  for  train- 
ing the  successor  of  his  and  our  choice. 

Respectfully  submitted, 

Kenneth  C.  Sawyer,  MD 


New  Diuretic  (DT-327)  cont.  from  page  48 

Summary 

DT-327  is  a potent,  effective  and  safe  diuretic 
in  the  dosages  used.  It  has  not  produced  any  side 
effects  except  for  slight  nausea. 

It  is  effective  when  used  alone,  or  in  combina- 
tion with  other  hypotensive  agents  when  an  ex- 
cellent response  is  obtained.  There  were  no  sig- 
nificant changes  in  electrolyte  concentrations. 
When  compared  with  other  diuretics,  mainly  chlo- 
rothiazide, DT-327  in  doses  of  25  to  50  mg.  was 
found  to  be  equal  to,  and  in  most  cases  it  ex- 
ceeded the  effect  of  500  mg.  of  chlorothiazide.  • 
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Colorado 

Dr.  O.  R.  Sunderland,  a charter  member  of  the 
Clear  Creek  Valley  Medical  Society  and  a long-time 
member  of  the  Colorado  Medical  Society,  died  June 
26,  1965,  in  his  75th  year.  He  served  as  Secretary- 
Treasurer  of  the  Clear  Creek  Society  in  1934  and  as 
its  President  in  1938  and  1939. 

Dr.  Sunderland  was  born  March  12,  1890,  in 
Allen  County,  Ohio.  He  attended  Miami  University 
in  Oxford,  Ohio,  and  Western  Reserve  University 
in  Cleveland,  Ohio.  He  moved  to  Denver  in  1920 
and  completed  his  medical  studies  at  the  University 
of  Colorado,  from  which  institution  he  graduated 
with  an  MD  degree  in  1922.  He  was  licensed  to 
practice  in  Colorado  that  same  year. 

Dr.  Sunderland  practiced  medicine  in  Edgewater 
from  1927  until  a few  months  before  his  death.  In 
addition  to  his  memberships  in  the  Clear  Creek  Med- 
ical Society  and  Colorado  Medical  Society,  he  was 
also  a member  of  the  American  Medical  Association. 

He  is  survived  by  his  widow,  Zoa,  a brother,  H.  Irl 
Sunderland,  of  Stroud,  Oklahoma,  and  three  cousins, 
Dr.  Franklin  V.  Sunderland  of  New  York  City,  Dr. 
W.  E.  Sunderland,  and  Dr.  Karl  F.  Sunderland,  of 
Denver. 

New  Mexico 

William  B.  Cantrell,  MD,  of  Truth  or  Conse- 
quences, New  Mexico,  died  on  June  10,  1965.  Dr. 
Cantrell  was  born  in  1880  and  was  graduated  from 
the  University  of  Nashville  Medical  School  in  1907 
and  from  the  University  of  Tennessee  in  1915,  and 
was  licensed  to  practice  in  New  Mexico  the  same 
year.  He  was  a veteran  of  World  Wars  I and  II,  and 
reentered  medical  practice  in  Gallup,  following  ser- 
vice in  the  army.  Dr.  Cantrell  came  to  Truth  or  Con- 
sequences, New  Mexico  from  Gallup  in  1945  and 
practiced  there  until  he  retired. 

Dr.  Cantrell  was  a member  of  the  New  Mexico 


Medical  Society  and  was  president  in  1941.  He  also 
was  a member  of  Sierra  County  Medical  Society  and 
served  as  its  president.  At  the  time  of  his  death  he 
was  an  emeritus  member  of  the  New  Mexico  Medical 
Society,  the  Sierra  County  Medical  Society  and  the 
American  Medical  Association. 

Robert  Dewey  Smith,  MD,  of  Las  Vegas,  New 
Mexico,  died  suddenly  at  his  home  on  May  24,  1965. 
Dr.  Smith  was  born  in  1929  and  graduated  from  the 
Colorado  University  Medical  College  in  1957.  After 
an  internship  of  one  year  at  Charity  Hospital,  New 
Orleans,  La.,  he  went  to  Mayo  Clinic  in  Rochester, 
Minn,  where  he  practiced  until  August  of  last  year, 
when  he  returned  to  Las  Vegas  and  practiced  there 
until  the  time  of  his  death. 

Dr.  Smith  was  a member  of  the  New  Mexico  Med- 
ical Society,  the  San  Miguel  County  Medical  Society 
and  the  American  Medical  Association.  He  was  pres- 
ident of  the  San  Miguel  County  Medical  Society  at 
the  time  of  his  death. 

Utah 

Virginia  Singleton  Lanier,  MD,  Salt  Lake  City 
allergist,  died  on  Monday,  June  21,  1965.  She  was 
in  private  practice  at  the  time  of  her  death,  and  was 
also  a clinical  instructor  in  pediatrics  at  the  Univer- 
sity of  Utah  College  of  Medicine. 

Dr.  Lanier  was  born  October  21,  1915,  in  Bowl- 
ing Green,  Kentucky.  She  graduated  from  Western 
Kentucky  State  University  with  BS  and  AB  degrees. 
She  received  her  MD  degree  from  Washington  Uni- 
versity, St.  Louis,  Missouri,  in  1941. 

She  served  her  internship  at  St.  Louis  Hospital 
and  then  a residency  in  pediatrics  at  St.  Louis  Chil- 
dren’s Hospital.  She  received  her  specialty  training 
as  an  allergist  on  a fellowship  at  Colorado  Medical 
Center.  She  was  on  the  staff  of  LDS  Hospital  in 
Salt  Lake  City. 

In  addition  to  membership  in  the  Utah  State 
Medical  Society,  Dr.  Lanier  and  her  husband  were 
formerly  members  of  the  Colorado  State  Medical 
Society.  She  and  her  husband  maintained  a practice 
in  Denver. 

Dr.  Lanier  was  married  to  Raymond  Lanier,  MD, 
who  died  in  1958.  She  is  survived  by  two  sons  and 
a daughter,  Keith  S.,  Robert  L.,  and  Ellen  Frances, 
all  of  Salt  Lake  City,  and  her  mother,  a brother, 
and  two  sisters. 

diagnosis  of  a cause  for  hip  joint  complaints  in 
a teenage  child.  The  symptoms  may  seem  insignifi- 
cant, the  history  may  be  completely  masked  by  a 
boy  or  girl  participating  in  active  sports,  and  a 
great  majority  of  these  children  will  be  found  to 
have  no  pathology  other  than  perhaps  a strain 
or  bruise,  but  early  recognition  of  definite  hip 
joint  pathology  can  mean  the  difference  between 
this  boy  or  girl  having  a normal  life  with  a normal 
hip,  or  need  to  modify  his  or  her  life  because  of 
a deformed  hip,  or  perhaps  even  the  difference 
between  life  and  death.  • 


Hip  Pathology  cont.  from  page  53 

old  boy’s  x-ray  of  the  pelvis  (Fig.  17)  which 
shows  an  already  well-advanced  sclerosing  lesion 
involving  the  proximal  femur,  on  the  right,  but 
possibly  stopping  at  the  epiphyseal  plate.  This 
is  already  a very  far  advanced  tumor.  His  symp- 
toms of  pain  in  the  hip,  a limp,  and  pain  in  the 
knee  covered  several  months.  A biopsy  showed 
this  tumor,  with  invasion  also  into  the  capital 
femoral  epiphysis  (Fig.  18).  At  present,  this  boy 
has  large  local  recurrence. 

I can  only  urge  extreme  care  in  establishing  the 
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Road  racing,  Venturi  tubes  and  Tar  Card 


What  does  the  carburetor  of  a competition  racer 
have  in  common  with  TAR  GARD?  They  both  bene- 
fit from  the  Venturi  principle: 

“A  convergent-divergent  duct  in  which  the  pressure 
energy  of  an  air  stream  is  converted  into  kinetic 
energy  by  the  acceleration  through  the  narrow  part 
of  the  wasp-waisted  passage.” 

In  TAR  GARD  the  accelerated  (approx.  200 
m.p.h.),  tar-filled  smoke  is  stopped  abruptly  by  an 
impingement  barrier.  The  tars  you  see  in  the  above 
unretouched  photograph  were  captured  from  a 
single  pack  of  filter  cigarettes  with  a TAR  GARD. 

And  if  this  picture  is  worth  a thousand  words,  a 
live  demonstration  in  your  office  may  well  be  worth 
ten  thousand  words.  That’s  why  we’d  like  to  send 
you  a complimentary  TAR  GARD  which  normally 
sells  for  $2.95. 

We’d  like  you  and  your  patients  to  see  for  your- 
selves that  TAR  GARD  is  every  bit  as  effective  as 


the  claims  made  for  it  in  our  national  advertising. 

Simply  fill  in  the  coupon  and  mail  it  to  the  TAR 
GARD  COMPANY,  2 Pine  Street,  San  Francisco. 
We'll  be  delighted  to  send  you  a free  TAR  GARD 
with  no  obligation  whatsoever. 

After  you’ve  seen  it  used,  we  think  you’ll  agree 
that  TAR  GARD  can  be  important  to  your  patients 
who  continue  to  smoke. 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name 

Type  of  Practice 

Address- 

City State Zip 

TGftR  MfllDt  rm-' 


10008  S.  E.  Stark  Street  Portland  16,  Ore.  inquiries  invited  Phone:  ALpine  2-5571 


Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 
HENRy  COE,  Administrator 


MOKNINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOE-MARK  ® 


things  go 

better,! 

Coke 
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an  innovation  in 
broad-spectrum 

antibiotic  dosage 


beclomyciN 

DEMETHYLCHLORTETRACYCLINE 


New 
300 mg 


Film-coated 

tablet 

\ 

For  adult  therapy 


One  mid-morning 
One  mid-evening 


it's  made  for 


BECLOMYCIN 

DEMETHYLCHLOETETRACYCLINE 
300mgFILM  COATED  1ABLETS 

One  mid-morning  One  mid-evening 

provides  a full  24  hours  of  therapy  for  adults 
with  all  the  extra  benefits  of  DECLOMYCIN 
...lower  mg  intake  per  day... proven  potency 
...1-2  days’  “extra”  activity  to  protect  against 
relapse  or  secondary  infection 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
300 mg'  FILM  COATED  TABLETS 


DECLOMYCIN®  Demethylchlortetracycline  HCI  TABLETS  (Film  Coated) 

Available  dosage  forms:  Film  Coated  Tablets  containing  150  mg.  and 
300  mg.  demethylchlortetracycline  HCI. 

ACTION:  DECLOMYCIN  Demethylchlortetracycline  is  a broad-spectrum 
antibiotic  derived  from  a strain  of  Streptomyces  aureofaciens.  Demethyl- 
chlortetracycline is  closely  related  chemically  to  tetracycline  and  has 
been  shown  to  have  several  advantages  which  make  it  a valuable  aid  to 
antimicrobial  therapeutics.  It  has  a greater  antibiotic  potency  which 
makes  it  possible  to  achieve  therapeutic  activity  with  less  weight  of  anti- 
biotic. It  has  a greater  stability  in  body  fluids  due  to  a slow  degradation. 
It  has  been  shown  to  have  a reduced  renal  clearance  rate  which  pro- 
duces a prolongation  of  the  antibacterial  levels  in  the  body. 

The  average  adult  daily  dose  of  DECLOMYCIN  Demethylchlortetracy- 
cline (600  mg.)  may  be  considered  to  be  the  equivalent  of  1,000  mg.  of 
tetracycline  per  day. 

INDICATIONS:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in  in- 
fections caused  by  organisms  sensitive  to  the  tetracyclines. 

The  following  conditions  have  been  successfully  treated: 


Otitis  (Externa  or  Media) 
Pharyngitis 
Pneumonia 
Pre-  and  Postoperative 
Prophylaxis  of  Infection 
Primary  Atypical  Pneumonia 
Primary  and  Secondary 
Syphilis 

Pustular  Folliculitis 
Pyelonephritis 
Pyoderma 
Sinusitis 

Streptococcal  Sore  Throat 
Tonsillitis 


Abscess 
Acne 

Bronchiectasis 
Bronchiolitis 
Bronchitis 

Bronchopulmonary  Infection 
Cellulitis 
Cystitis 
Endometritis 
Erysipelas 
Furunculosis 
Genitourinary  Infection 
Laryngotracheitis 
Mixed  Bacterial  Infection 
Non-Specific  Urethritis 

associated  with  tetracycline-sensitive  organisms  such  as  the  following: 

Eaton  Agent  Gonococci 

Endamoeba  histolytica  Shigellae 

Hemophilus  influenzae  Staphylococci 

Pneumococci  Streptococci 

Escherichia  coli 

Evaluation  in  other  infections  and  conditions  is  continuing. 

DECLOMYCIN  Demethylchlortetracycline  is  indicated  for  surgical  and 
dental  preoperative  and  postoperative  prophylaxis  of  infection  in  con- 
taminated fields.  Since  penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  it  should  be  employed  in  these  infections  except  in  patients 
with  a history  of  penicillin  allergy. 

In  cases  of  acute  gonococcal  urethritis  where  a primary  or  secondary 
lesion  of  syphilis  is  suspected,  proper  diagnostic  procedures  including 
darkfield  examination  should  be  followed.  In  all  other  cases  where  con- 
comitant syphilis  is  suspected,  serological  tests  should  be  made  monthly 
for  at  least  three  months. 

In  patients  with  agammaglobulinemia  or  hypogammaglobulinemia 
and  recurring  infections,  it  is  necessary  to  treat  with  both  gamma  globu- 
lin and  an  antibiotic  such  as  DECLOMYCIN  Demethylchlortetracycline. 

DECLOMYCIN  Demethylchlortetracycline  shows  activity  against  some 
strains  of  Pseudomonas  and  Proteus  heretofore  unresponsive  to  tetracy- 
cline therapy  as  shown  by  both  in  vivo  and  in  vitro  studies. 

In  the  treatment  of  staphylococcus  infections,  indicated  surgical  pro- 
cedures must  be  performed  in  all  cases. 

WARNING:  If  renal  impairment  exists,  even  usual  oral  or  parenteral 
doses  may  lead  to  excessive  systemic  accumulation  of  the  drug  and 
possible  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  demethylchlortetracycline 
serum  level  determinations  may  be  advisable. ' .2,3 

A photodynamic  reaction  precipitated  by  direct  exposure  to  natural 
or  artificial  sunlight  has  been  observed  in  some  individuals.  Small 
amounts  of  drug  and  short  exposure  to  these  sources  of  sunlight  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema over  the  exposed  parts  of  the  body  to  severe  skin  manifestations. 
In  a smaller  proportion,  photoallergic  reactions  to  this  drug,  as  well  as 
other  tetracycline  derivatives,  have  also  been  reported. 

Such  patients  should  be  warned  to  avoid  direct  exposure  to  natural 
or  artificial  sunlight  while  under  treatment  and  to  discontinue  the  drug 
at  the  first  evidence  of  skin  discomfort. 


Necessary  subsequent  courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 

PRECAUTIONS  AND  SIDE  EFFECTS:  The  use  of  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Constant  obser- 
vation of  the  patient  is  essential.  If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 

Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone  forming  tissue  with  no  serious  harmful  effects  reported  thus  far  in 
humans.  However,  use  of  demethylchlortetracycline  during  tooth  devel- 
opment (=  last  trimester  of  pregnancy,  neonatal  period  and  early 
childhood)  may  cause  discoloration  of  the  teeth  (=yel low-grey-brown- 
ish). This  effect  occurs  mostly  during  long-term  use  of  the  drug  but  it 
has  also  been  observed  in  usual  short  treatment  courses. 

As  with  all  other  antibiotics,  side  reactions  which  might  be  encount- 
ered include  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Rare  cases  of  anaphylac- 
toid reactions  have  been  reported  following  demethylchlortetracycline. 
Appropriate  precaution  is  advised. 

With  full  therapeutic  doses  in  infants,  increased  cranial  pressure' 
with  bulging  fontanels  has  been  observed.  The  frequency  has  been' 
rare  and  all  signs  and  symptoms  have  disappeared  rapidly  upon  cessa-i 
tion  of  treatment. 

ADMINISTRATION  AND  DOSAGE:  ADULT:  The  average  daily  adult  dos- 
age is 4 divided  doses  of  150  mg.  each  or  2 divided  doses  of  300  mg.  each.  .. 

An  initial  dose  of  300  mg.  may  be  used  in  the  more  severe  infections,  • ■ 
but  a single  dose  exceeding  300  mg.  is  thought  to  be  unnecessary. 

INFANTS  AND  CHILDREN:  The  dosage  is  3 to  6 mg.  per  pound  body 
weight  per  day  or  6 to  12  mg.  per  Kg.  per  day,  divided  into  2 or  4 doses 
dependent  upon  the  severity  of  the  disease.  This  should  not  be  given 
with  milk  formula  or  other  calcium  containing  foods  and  should  be 
given  at  least  one  hour  prior  to  feeding. 

Because  of  the  cumulative  effect  in  the  body,  continuation  of  high 
doses  beyond  the  first  few  days  is  thought  to  be  unnecessary. 

Therapy  should  be  continued  beyond  the  time  when  characteristic  : 
symptoms  or  fever  have  subsided;  however,  DECLOMYCIN  Demethyl- 
chlortetracycline, because  of  its  unique  property  of  prolonged  stability 
in  body  fluids,  permits  serum  activity  for  24  to  48  hours  after  the  last 
dose.  The  incidence  of  rheumatic  fever  or  glomerulonephritis  following 
streptococcal  infections  suggests  that  therapy  of  a streptococcal  infec- 
tion should  be  continued  for  10  days,  even  though  symptoms  have 
subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Gm.  given  in  equally  divided  doses  over  a period  of  10  to  15  days  should 
be  followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days.4-5-6 

In  the  treatment  of  pustular  acne  vulgaris  an  initial  dose  of  600  mg. 
daily  for  one  or  two  weeks  may,  in  most  cases,  be  reduced  to  300  mg. 
or  150  mg.  daily  for  remainder  of  treatment  course. ? 

Absorption  is  impaired  by  the  concomitant  administration  of  high 
calcium  content  drugs  such  as  some  antacid  medications,  foods  and 
some  dairy  products  such  as  milk.  Oral  forms  of  demethylchlortetracy- 
cline should  be  given  1 hour  before  or  2 hours  after  meals. 
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Foot  Disorders  cont.  from  page  40 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Aggression:  A Social  Psychological  Analysis:  By  Leonard 
Berkowitz.  New  York,  1962,  McGraw-Hill.  361p.  Price:  $7.95. 
Cardiomyopathies:  Ciba  Symposium.  Edited  by  G.  E.  W. 
Wolstenholme  and  Maeve  O’Connor.  Boston,  1964,  Little, 
Brown.  428p.  Gift  Ciba. 

Clinical  Endocrinology  and  Its  Physiologic  Basis:  By  Arthur 
Grollman.  Philadelphia,  1964,  Lippincott.  442p.  Price:  $18.50. 
Clinical  Scalar  Electrocardiography:  By  Bernard  S.  Lipman 
and  Edward  Massie.  5th  ed.  Chicago,  1965,  Year  Book.  634p. 
Price:  $11.00. 

Complex  World  of  Public  Health:  By  Luther  L.  Terry,  MD, 
New  York,  1964,  American  Public  Health  Association.  36p. 
Gift,  Colorado  Medical  Society. 

Diseases  of  the  Heart  and  Arteries:  By  William  Evans.  Balti- 
more. 1964,  Williams  and  Wilkins.  761p.  Price:  $20.50. 
Genetics  and  Disease:  By  Alfred  G.  Knudson,  Jr.  New  York, 
1965,  Blakiston.  294p.  Price:  $10.50. 

Gynecology:  Principles  and  Practice:  By  Robert  W.  Kistner. 
Chicago,  1964,  Year  Book.  654p.  Price:  $16.00. 

Intravenous  Cholangiography:  By  Robert  E.  Wise.  Springfield, 
111.,  1962.  Thomas.  139p.  Price:  $9.50. 

Neurosurgical  Techniques:  By  Alfonso  Asenjo.  Rev.  ed. 
Springfield,  111.,  1963,  Thomas.  339p.  Price:  $19.75. 

Pemphigus  and  Pemphigoid:  By  Walter  F.  Lever.  Springfield, 
111.,  1965,  Thomas.  266p.  Price:  $10.50. 

Readings  in  Child  Development  and  Personality:  Edited  by 
P.  H.  Mussen,  John  J.  Conger  and  Jerome  Kagan.  New  York, 
1965,  Harper  and  Row.  480p.  Price:  $4.95. 

Rehabilitation  Medicine  . . .:  By  Howard  A.  Rusk  and  others. 
2d  ed.  St.  Louis,  1964,  Mosby.  668p.  Price:  $15.50. 

Review  of  Child  Development  Research:  Edited  by  Martin  L. 
Hoffman  and  Lois  W.  Hoffman.  New  York,  1964,  Russell  Sage. 
1 vol.  Price:  $8.00. 

Rheumatic  Fever;  Diagnosis,  Management  and  Prevention: 
By  Milton  Markowitz  and  Ann  G.  Kuttner.  Philadelphia, 
1965,  Saunders.  Price:  $6.75. 

The  Rorschach  in  Practice:  By  Theodora  Alcock.  Philadephia, 
1964,  Lippincott.  252p.  Price:  $12.50. 

Technique  of  Internal  Fixation  of  Fractures:  By  M.  E.  Muller 
and  others.  New  York,  1965,  Springer-Verlag.  272p.  Price: 
$20.00. 

Textbook  of  General  Physiology:  By  Hugh  Davson.  3d  ed. 
Boston,  1964,  Little,  Brown.  1166p.  Price:  $19.75. 

With  Every  Breath  You  Take;  the  Poisons  of  Air  Pollution 
. . .:  By  Howard  R.  Lewis.  New  York,  1965,  Crown.  322p. 
Gift,  Colorado  Medical  Society. 


Novocain-Corticosteroid  solution,  as  the  second- 
ary bursitis  so  often  present  is  inflammatory  in  na- 
ture. Conservative  measures  failing,  surgery  is 
necessary.  Resection  of  the  spur  or  exostosis  is 
performed  if  possible;  otherwise  rotation  osteot- 
omy of  os  calcis  tuberosity  to  place  the  painless 
posterior  portion  interiorly  as  devised  by  Steindler 
is  advisable.  The  results  are  very  satisfactory.10 

Unfortunately  neglect  and  disinterest  by  the 
medical  profession  of  painful  feet  has  driven  pa- 
tients to  treatment  by  persons  who  have  signified 
interest  in  this  type  of  disability — frequently  per- 
sons without  medical  background.  A few  years 
ago,  patients  requiring  physiotherapy  drifted  to 
the  chiropractor  as  the  vendor  of  this  treatment; 
present  medical  interest  in  physiotherapy  has 
brought  improvement  in  both  patient’s  relief  and 
physicians’  incomes.  Is  it  possible  that  the  foot 
will  be  finally  rated  as  necessitating  a specialty? 
Will  the  chiropodist  become  as  necessary  to  gen- 
eral health  as  the  dentist?  Since  foot  imbalance 
and  difficulties  are  a general  health  problem,  they 
should  remain  in  the  hands  of  the  medical  profes- 
sion. • 
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...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure... milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 


for  August,  1965 
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Colorado  Medical  Society 

OFFICERS — 1964-65— Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
September  22,  1965  at  the  Annual  Session. 

President:  Samuel  B.  Childs,  Denver. 

President-elect:  Paul  R.  Hildebrand,  Brush. 

Vice  President:  Myron  C.  Waddell,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs. 

Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966. 
Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1965. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Harvey  T.  Sethman,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222. 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary -Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary -Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  John  M.  Read,  Elko. 

President-elect:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  William  A.  O'Brien,  III,  Reno. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal: Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

Delegates  to  Executive  Committee 

Clark  County  Medical  Society:  Harry  J.  McKinnon,  Jr.,  Las 
Vegas. 

Elko  County  Medical  Society:  Roger  C.  Seyferth,  Elko. 
Lahonton  Basin  Medical  Society:  V.  E.  Elliott,  Fallon. 

Washoe  County  Medical  Society:  Lowell  J.  Peterson,  Reno. 
White  Pine  County  Medical  Society:  Donald  D.  Wicker,  East 
Ely. 

Standing  Committees 

ARRANGEMENTS  AND  PROGRAM:  Hugh  S.  Collett,  Chair- 
man, Elko;  Charles  D.  Lanning,  Reno;  V.  E.  Elliott,  Fallon; 
Harold  L.  Miller,  Henderson;  S.  N.  Landis,  Reno;  Eugene  H. 
Bastien,  Elko;  J.  Kendall  Jones,  East  Ely;  Kirk  V.  Cammack, 


Las  Vegas;  John  S.  Gaynor,  Elko;  William  A.  O’Brien,  III, 
Reno. 

CONSTITUTION  AND  BY-LAWS:  William  A.  O'Brien,  III, 
Chairman,  Reno;  Hugh  C.  Follmer,  Las  Vegas;  James  N. 
Greear,  Jr.,  Reno;  Lome  M.  Phillips,  Henderson;  John  M. 
Moore,  East  Ely;  Ernest  W.  Mack,  Reno;  Lowell  J.  Peterson, 
Reno. 

MILITARY  AND  VETERANS  AFFAIRS:  Clinton  S.  Maupin, 
Chairman,  Mercury;  William  R.  Feltner,  Co-chairman,  Reno; 
Robert  A.  Oster,  Boulder  City;  Jack  P.  Sargent,  Reno; 
William  R.  King,  Carson  City. 

INSURANCE  (NIC  AND  INDUSTRIAL  HEALTH):  Charles  D. 
Lanning,  Chairman,  Reno;  Lome  M.  Phillips,  Co-chairman, 
Henderson;  Robert  K.  Myles,  Reno;  Jurgens  H.  Bauer,  Las 
Vegas;  John  W.  Callister,  Reno;  Richard  A.  Petty,  Carson 
City;  Harry  J.  McKinnon,  Jr.,  Las  Vegas;  Arthur  E.  Scott. 
Reno;  William  M.  Tappan,  Reno;  Vernon  Cantlon,  Reno; 
Thomas  S.  White,  Boulder  City;  Roger  C.  Seyferth,  Elko; 
Richard  C.  Sheretz,  Reno;  Kenneth  F.  Turner,  North  Las 
Vegas. 

LEGISLATIVE:  V.  A.  Salvadorini,  Chairman,  Reno;  Thomas 
S.  White,  Co-chairman,  Boulder  City;  Fred  M.  Anderson, 
Reno;  Harry  J.  McKinnon,  Jr.,  Las  Vegas;  Kenneth  F. 
Maclean,  Reno;  Leslie  A.  Moren,  Elko;  Charles  D.  Lanning, 
Reno;  Stanley  L.  Hardy,  Las  Vegas;  Richard  A.  Petty,  Car- 
son  City;  Robert  K.  Myles,  Reno;  Hugh  C.  Follmer,  Las  Ve- 
gas; Wesley  W.  Hall,  Reno. 

MENTAL  HEALTH  COUNCIL:  *V.  A.  Salvadorini,  Chairman, 
Reno,  1967;  Richard  W.  Brown,  Co-chairman,  Reno,  1966; 
William  D.  O’Gorman,  Las  Vegas,  1966;  *Henry  H.  Luster, 
Las  Vegas,  1967;  Richard  A.  Petty,  Carson  City,  1965;  John 
M.  Read,  Elko,  1966;  Richard  C.  Sheretz,  Reno,  1965;  Thomas 

S.  White,  Boulder  City,  1965;  **J.  Kendall  Jones,  East  Ely, 
1967.  * Reappointment.  **  New  Appointment. 

PUBLIC  HEALTH  ADVISORY:  Mortimer  S.  Falk,  Chairman, 
Reno;  George  T.  Manilla,  Co-chairman,  Elko;  Francis  M. 
Keman,  Reno;  John  M.  Davis,  Reno;  John  R.  Connolly, 
Henderson;  John  M.  Saycich,  Las  Vegas;  Leo  D.  Nannini, 
Reno;  Reed  J.  Anderson,  East  Ely;  Stanley  S.  Kline,  Carson 
City;  Eugene  H.  Bastien,  Elko;  Harold  L.  Boyer,  Las  Vegas; 
Warren  T.  Weathington,  Carson  City  (Advisory). 

a.  Tuberculosis:  Harry  J.  McKinnon,  Jr.,  Chairman,  Las 
Vegas;  John  R.  Ervin,  Co-Chairman,  Reno;  John  S.  Gaynor, 
Elko;  Reed  J.  Anderson,  East  Ely;  Horace  R.  Getz,  Reno;  John 
W.  Denser,  Hawthorne;  Harry  V.  Gibson,  Las  Vegas;  Robert 
Locke,  Reno;  Albert  G.  Noorda,  Las  Vegas;  Harold  S.  Orchow, 
Las  Vegas. 

b.  Cancer  Commission:  Harold  L.  Boyer,  Chairman,  Las  Ve- 
gas, 1965;  Daniel  J.  Hurley,  Secretary,  Reno,  1966;  t Donald 

T.  Hlubucek,  Reno,  1967;  Fred  M.  Anderson,  Reno,  1965; 
James  Y.  Clarke,  Las  Vegas,  1965;  Nicholas  F.  Grenfell,  Las 
Vegas,  1965;  V.  A.  Salvadorini,  Reno,  1966;  Richard  C. 
Sheretz,  Reno,  1966;  Robert  M.  Taylor,  Las  Vegas,  1966; 
t George  T.  Manilla,  Elko,  1967.  t New  appointments — 3 year 
terms. 

c.  Rural  Health  and  Medical  Survey:  John  S.  Gaynor,  Chair- 
man, Elko;  Harry  V.  Gibson,  Co-chairman,  Las  Vegas;  A.  J. 
Dingacci,  Fallon;  William  Welsh,  Gabbs;  Robert  E.  Bailey, 
East  Ely;  B.  A.  Winne,  Reno;  Eugene  H.  Bastien,  Elko;  Alan 
W.  Feld,  Las  Vegas. 

PUBLIC  RELATIONS:  Roderick  D.  Sage,  Chairman,  Reno; 
David  S.  Thompson,  Reno;  Hugh  S.  Collett,  Elko;  Anthony 
J.  Carter,  Las  Vegas;  Noah  Smernoff,  Reno;  Robert  E.  Bailey, 
East  Ely;  Leon  H.  Dantzig,  Las  Vegas;  Gerald  W.  Jones,  Las 
Vegas;  Jack  P.  Sargent,  Reno. 

FINANCE  AND  BUDGET:  Arthur  E.  Scott,  Chairman,  Reno; 
Hugh  C.  Follmer,  Las  Vegas;  William  M.  Tappan,  Reno; 
Leslie  A.  Moren,  Elko. 

OBITUARY:  C.  David  Lambird,  Chairman,  Sparks;  Mary  H. 
Fulstone,  Smith  Valley;  Clare  Woodbury,  Las  Vegas. 

Special  Committees 

AGING:  Francis  M.  Kernan,  Chairman,  Reno;  Frederick  D. 
Elliott,  Reno;  Paul  J.  Del  Giudice,  Elko;  George  A.  Miners, 
Henderson;  Henry  H.  Luster,  Las  Vegas;  Lawrence  A.  Russell, 
Reno;  B.  A.  Winne,  Reno. 

ALCOHOLISM:  William  D.  O’Gorman,  Chairman,  Las  Vegas; 
James  W.  Decker,  Reno;  Charles  J.  Kilduff,  Las  Vegas; 
Richard  A.  Petty,  Carson  City;  Richard  C.  Coopersmith,  Reno; 
Daniel  H.  Zimmerman,  Las  Vegas;  E.  F.  Hanson,  Reno. 

BLOOD  BANK:  George  T.  Manilla,  Chairman,  Elko;  John  W. 
Callister,  Reno;  Joseph  R.  Fouts,  Las  Vegas;  Nicholas  P. 
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Grenfell,  Las  Vegas;  Millard  H.  Duxbury,  Reno;  Hugh  S. 
Collett,  Elko. 

BUILDING:  Harold  L.  Miller,  Chairman,  Henderson;  Robert 

C.  Crosby,  Co-chairman,  Reno;  William  A.  O’Brien,  III,  Reno; 
Thomas  K.  Hood,  Elko;  Thomas  S.  White,  Boulder  City. 

HOSPITAL:  Adolf  Rosenauer,  Chairman,  Reno;  Ray  C. 
Wixom,  Co-chairman,  Las  Vegas;  James  Y.  Clarke,  Las  Vegas; 
Donald  T.  Hlubucek,  Reno;  John  S.  Gaynor,  Elko;  Richard 

D.  Grundy,  Carson  City;  Gilbert  G.  Lenz,  Reno. 

CRIPPLED  CHILDREN’S  ADVISORY:  Kermit  J.  Ryan, 
Chairman,  Las  Vegas;  Emanuel  Berger,  Co-chairman,  Reno; 
John  R.  Ervin,  Reno;  William  E.  Pasutti,  Reno;  Edward  H. 
Kopf,  Las  Vegas;  Thomas  K.  Hood,  Elko;  John  R.  Connolly, 
Henderson;  Daniel  J.  Hurley,  Reno;  Armand  J.  Scully,  Las 
Vegas;  George  F.  Magee,  Reno;  Anthony  J.  Carter,  Las 
Vegas;  Jack  P.  Sargent,  Reno;  Jurgens  H.  Bauer,  Las  Vegas. 

MATERNAL  AND  CHILD  HEALTH:  I.  Maternal  Health— 

Paul  O.  Wiig,  Chairman,  Reno;  William  D.  Swackhamer,  Co- 
chairman,  Henderson;  Roger  C.  Seyferth,  Elko;  Louise  B. 
Tyrer,  Reno;  O.  H.  Christoffersen,  Las  Vegas;  Kenneth  E. 
Turner,  N.  Las  Vegas;  Stanley  S.  Kline,  Carson  City.  II.  In- 
fant and  Child  Health— John  M.  Saycich,  Chairman,  Las 
Vegas;  Eugene  H.  Bastien,  Elko;  John  E.  Palmer,  Reno; 
Anthony  J.  Carter,  Las  Vegas;  John  R.  Connolly,  Hender- 
son; Robert  E.  Bailey,  East  Ely. 

NURSE  LIAISON:  Lowell  J.  Peterson,  Chairman,  Reno;  O.  H. 
Christoffersen,  Co-chairman,  Las  Vegas;  Lucien  H.  Imboden, 
N.  Las  Vegas;  Charles  E.  Fleming,  Reno;  Ray  C.  Wixom, 
Las  Vegas;  Noah  Smernoff,  Reno;  Rueben  Zucker,  Las  Vegas; 
Frederick  D.  Elliott,  Reno. 

MEDICAL  ADVISORY  TO  VOCATIONAL  REHABILITA- 
TION: Robert  K.  Myles,  Chairman,  Reno;  Edward  H.  Kopf, 
Co-chairman,  Las  Vegas;  Kenneth  F.  Smith,  Las  Vegas;  David 
S.  Thompson,  Reno;  Donald  F.  Guisto,  Reno;  Richard  A. 
Petty,  Carson  City;  Albert  G.  Noorda,  Las  Vegas;  William  B. 
Ririe,  East  Ely;  William  A.  Teipner,  Reno. 

NEVADA  MEDICAL  CARE,  INC.:  Earl  N.  Hillstrom,  Pres- 
ident, Reno;  John  M.  Read,  1st  Vice  President,  Elko;  Lome 
M.  Phillips,  2nd  Vice  President,  Henderson;  Joseph  M. 
George,  Jr„  Secretary-Treasurer,  Las  Vegas;  John  M.  Moore, 
Member-at-large,  East  Ely. 

NEVADA  PHYSICIANS  SERVICE,  INC.:  Earl  N.  Hillstrom, 
President,  Reno;  Arthur  E.  Scott,  Vice  President,  Reno; 
William  M.  Tappan,  Secretary-Treasurer,  Reno;  Joseph  M. 
George,  Jr.,  Las  Vegas;  Richard  D.  Grundy,  Carson  City; 
Charles  D.  Lanning,  Reno;  George  A.  Miners,  Henderson; 
John  M.  -Moore,  East  Ely;  Lome  M.  Phillips,  Henderson; 
John  M.  Read,  Elko;  Peter  Rowe,  Reno;  Richard  C.  Sheretz, 
Reno. 

MEDICINE  AND  RELIGION:  J.  Stephen  Phalen,  Chairman, 
Reno;  George  F.  Magee,  Reno;  Harold  L.  Miller,  Las  Vegas; 
George  J.  Madsen,  Las  Vegas;  John  M.  Moore,  East  Ely; 
Henry  Stewart,  Carson  City. 

MEDICAL  ASSISTANTS  ADVISORY:  Chester  C.  Lockwood, 
Chairman,  Las  Vegas;  Wesley  W.  Hall,  Co-chairman,  Reno; 
John  R.  Ervin,  Reno;  Thomas  S.  White,  Boulder  City;  Joseph 
M.  George,  Jr.,  Las  Vegas;  Leslie  A.  Moren,  Elko;  William  E. 
Simpson,  Jr.,  Reno;  Hoyt  B.  Miles,  Jr„  Reno. 

PROFESSIONAL  EDUCATION,  MEDICAL  SCHOOLS  AND 
SCHOLARSHIPS:  William  A.  O’Brien,  III,  Chairman,  Reno; 
Thomas  S.  White,  Co-chairman,  Boulder  City;  Lowell  J. 
Peterson,  Reno;  Louis  E.  Lombardi,  Reno;  Harold  L.  Miller, 
Henderson;  Hugh  S.  Collett,  Elko;  James  Y.  Clarke,  Las 
Vegas;  Hugh  C.  Follmer,  Las  Vegas;  Fred  M.  Anderson,  Reno; 
Robert  E.  Bailey,  East  Ely;  Vernon  Cantlon,  Reno. 

PUBLIC  SAFETY  (INCLUDES  ATHLETICS  AND  SCHOOL 
HEALTH,  HOME  AND  HIGHWAY,  ETC.):  David  L.  Roberts, 
Chairman,  Reno;  Kirk  V.  Cammack,  Co-chairman,  Las 
Vegas;  Reed  J.  Anderson,  East  Ely;  George  T.  Manilla,  Elko; 
Leon  H.  Dantzig,  Las  Vegas;  Lucien  H.  Imboden,  N.  Las 
Vegas;  Lynn  B.  Gerow,  Reno;  Frank  V.  Rueckl,  Jr.,  Reno; 
Jack  P.  Sargent,  Reno;  B.  A.  Winne,  Reno. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  Harry  J. 
McKinnon,  Jr.,  Chairman,  Las  Vegas,  1967;  Gilbert  G.  Lenz, 
Reno,  1966;  William  M.  Tappan,  Reno,  1965;  Joseph  M. 
George,  Jr.,  Las  Vegas,  1968;  Thomas  K.  Hood,  Elko,  1969. 

WOMAN’S  AUXILIARY  ADVISORY:  James  Y.  Clarke,  Chair- 
man, Las  Vegas;  John  R.  Connolly,  Henderson;  Hoyt  B. 
Miles,  Reno;  Hale  B.  Slavin,  Las  Vegas;  Jack  E.  Taylor,  Las 
Vegas;  Olin  C.  Moulton,  Reno. 


CIVIL  DEFENSE  AND  EMERGENCY  MEDICAL  CARE  (IN- 
CLUDING TRAINING  OF  AMBULANCE  DRIVERS):  Lucien 
H.  Imboden,  Chairman,  N.  Las  Vegas;  B.  A.  Winne,  Co-chair- 
man, Reno;  Jack  S.  Hirsh,  Las  Vegas;  Richard  C.  Laub,  Las 
Vegas;  James  R.  Herz,  Reno;  V.  E.  Elliott,  Fallon;  Everett 
C.  Freer,  N.  Las  Vegas;  Eugene  H.  Bastien,  Elko;  John  M. 
Moore,  East  Ely;  William  A.  Teipner,  Reno;  Harry  J. 
McKinnon,  Las  Vegas. 

HISTORIAN:  Fred  M.  Anderson,  Chairman,  Reno;  Harold  L. 
Boyer,  Las  Vegas;  Silas  E.  Ross,  Jr.,  Reno;  Richard  D. 
Grundy,  Carson  City;  Reed  J.  Anderson,  East  Ely;  Leslie  A. 
Moren,  Elko;  Silas  E.  Ross,  Sr.  (Honorary). 

New  Mexico  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmitt  M.  Jennings,  Roswell. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Omar  Legant,  Albuquerque. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk.  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal;  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  211  First  Na- 
tional Bank  Bldg.,  Albuquerque.  Telephone  CH  2-2102. 

Utah  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City. 

President-elect:  L.  V.  Broadbent,  Cedar  City. 

Past  President:  Scott  M.  Budge,  Logan. 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City. 
Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  AMA:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  AMA:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 


for  August,  1965 


89 


WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

13840  West  Braun  Drive 
Golden,  Colorado 

MEMBER 


anniversary"! 


DOCTOR!  A MINUTE  PLEASE! 

for  an  explanation  of  your  MEDICAL  SOCIETY'S  INCOME 
PROTECTION  PLAN! 

Approved  and  Endorsed  By  The  Colorado  Medical  Society  for 
Members. 

| Up  to  $800  a Month! 

An  Emergency  Income  for  you  and  Your  Family 

CONFINEMENT  TO  HOME  OR  HOSPITAL  NOT  REQUIRED 
return  the  coupon  for  full  details 
underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— Omaha,  Nebraska 

7-8 


VINCENT  ANDERSON  CO.,  INC. 

2nd  Floor,  R.R.  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection 
Plan  of  the  Colorado  Medical  Society. 

NAME  

ADDRESS  

CITY  STATE 
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Prescription: 

To  free  the  cash  you  have  tied  up  in 
transportation,  lease  a car  from  us  today! 

• You  get  a brand  new  car  at  regular  intervals. 

• Any  make  and  body  style — economy  or  prestige. 

• Whatever  extra/special  equipment  you  specify. 

• Drive  it  all  you  want — no  capital  invested. 

• Service  and  repair  bills  paid  anywhere  you  go. 

• Complete  insurance  coverage,  no  problems. 

• Prompt  attention,  respecting  your  busy  schedule. 

• You  may  save  on  taxes,  too! 

PLUS  free  pick-up  and  delivery,  loaner  and  24-HOUR 
EMERGENCY  ROAD  SERVICE  within  the  Metropolitan 
Denver  Area — priority  to  physicians! 

Closed-end  lease — including  license,  insurance,  main- 
tenance and  all  necessary  service — low  as  $100  a month. 


Open-end  leases  start  as  low  as  $65  a month. 
Call  without  obligation:  JOHN  BOWERS,  364-7465 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
I burdensome  cost 

with  DICARBOSIL®  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro1, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste -A  fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TH- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 


Prompt,  professional  service!  A 
complete  line  of  hospital  beds, 
wheelchairs,  traction  equipment, 
crutches,  walkers,  commodes, 
lamps,  whirl  pools— everything  to 
help  patients  get  well  faster. 

Rentals-Sales-Terms 

DENVER  ALBUOUEROUE 

24-Hour  Phone:  268-6736 

PE  3-5521  137  San  Pedro  N.E. 

350  Broadway  (Franchise  Holder) 

Vs-__ / 
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WANT  ADS 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TFB 


GP — Catholic,  Denver  suburb.  Large  practice  needs  help. 

Terms  open  for  partnership.  Details  first  letter.  Box  3-7-TF, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue, 
Denver  18.  Colorado.  3-7-TF 


SOLO  GENERAL  PRACTICE  grossing  over  $50,000.  Complete 
records.  Equipment  available.  $4,000  and  terms.  Reply  to 
Box  8-7-TF,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  8-7-TF 


GENERAL  PRACTICE  collecting  $40,000.  Excellent  histories, 
physicals  and  records.  Sell  and  introduce.  $5,000.  Reply  to 
Box  5-7-TF,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  5-7-TF 


INTERNIST  for  5-man  department  in  busy  and  steadily  grow- 
ing northcentral  Kansas  13-member  multispecialty  group. 
Partnership  after  salary  for  two  years.  Board  eligible  or 
Certified.  Gerald  R.  Arnold,  Business  Manager,  Gelvin- 
Haughey  Clinic,  Concordia,  Kansas.  7-3-3B 


NEW  PROFESSIONAL  BUILDING— Approximately  1,700 
square  feet.  Can  custom  finish  immediately.  The  building 
complete  except  for  this  portion.  Located  on  the  busy  Ralston 
Road  and  Dover  in  Arvada,  Colorado.  Ample  parking,  build- 
ing has  hot  water  heat  and  is  air  conditioned.  There  is  a 
possibility  of  participating  in  building.  Dr.  R.  Wayne  Winter, 
Dr.  Walter  H.  Winter,  424-4567,  424-1851.  6-1-3B 


MEDICAL  SPECIALISTS— Board  eligible  or  certified  physi- 
cians in  various  fields  of  medicine  with  combined  residency 
and  experience,  to  develop  and  provide  authoritative  medical 
policies  and  opinions  with  regard  to  drugs  and  drug  prod- 
ucts. Five  day,  forty-hour  week.  Entrance  salary  $16,130. 
Periodic  increases  of  $490  after  first  year.  Advancement  op- 
portunities. Non-discrimination  in  employment.  Limited  pri- 
vate practice  permitted  and  academic  affiliation  and  mem- 
bership and  participation  in  professional  organizations  en- 
couraged. Liberal  benefits  of  Federal  employment  including 
life  insurance,  health  insurance,  and  excellent  sick  leave, 
vacation,  and  retirement  plans.  Major  costs  of  travel  and 
transportation  of  household  furniture  to  the  Washington, 
D.  C.  area  will  be  paid.  Send  complete  curriculum  vitae  to: 
Joseph  F.  Sadusk,  Jr.,  MD,  Medical  Director,  Food  and  Drug 
Administration,  Bureau  of  Medicine,  Washington,  D.  C. 
20204.  6-7-3B 


NORTHGLENN  PROFESSIONAL  BUILDING.  2 G.P.’s,  and 
O.B.,  and  a Surgeon  ready  to  occupy  the  building.  This  is 
the  only  professional  building  in  this  suburban  Denver  com- 
munity of  18,000.  Room  for  a dentist  and  other  medical 
specialties.  Should  be  particularly  good  for  ophthalmologist. 
Phone  Mr.  Hickam  at  777-2671.  5-1-TFB 


Trade  Mark 


Registered  Trade  Mark 


BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


EARNEST  DRUG 

217  1 6th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


DESIRE  TO  RETIRE.  Forty  years  in  the  same  central  loca- 
tion. Reasonable  rent.  Two  examining  rooms,  consultation 
room,  secretary’s  office  and  laboratory.  Reasonable  price  for 
furnishings  and  equipment.  About  nine  thousand  complete 
case  histories  are  yours.  Will  remain  one  month  to  introduce. 
623-0813,  Denver,  or  Box  4-5-1,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue.  Denver,  Colorado  80218.  6-6-TF 


ENJOY  A SECOND  HOME  IN  COOL  SANTA  FE— mountain 
vacation  houses — fifteen  minutes  from  town  in  scenic  area 
— near  many  natural  and  tourist  attractions — opera  July  and 
August — -Write  Drawer  B,  Santa  Fe,  New  Mexico,  or  call 
982-1407.  6-4-3B 


INTERNIST,  Board  Certified  or  qualified  for  Multispecialty 
6-Man  Group  in  Midwestern  community  with  250-bed 
hospital.  Salary  or  percentage  first  year,  then  progressively 
leading  to  full  partnership.  Reply  to  Box  8-1-3B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  8-1 -3B 


PEDIATRICIAN,  Board  Certified  or  qualified  for  Multi- 
specialty 6-Man  Group  in  midwestem  Community  with 
250-bed  hospital.  Salary  or  percentage  first  year,  then  pro- 
gressively leading  to  full  partnership.  Reply  to  Box  8-2-3B, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue, 
Denver,  Colorado  80218.  8-2-3B 


ORTHOPEDIC  SURGEON  interested  in  relocating.  Would  like 
another  Orthopedic  Surgeon  to  take  over  existing  practice 
in  area  of  the  Southwest  offering  vast  facilities  in  sports  for 
the  entire  family  both  winter  and  summer.  Facts  and  figures 
furnished  on  request.  Address:  312  South  Lake  Street,  Farm- 
ington, New  Mexico.  8-14-TF 


AVAILABLE — General  practice  in  beautiful  Boulder,  Colo- 
rado. Assume  lease  and  improvements.  Phone  Boulder 
444-2149.  8-9-1 
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FOR  SALE — Complete  Clinical  and  X-ray  Laboratory  equip- 
ment. G.E.  Maxicon  Unit  R & F Comb.  Hyd.  table,  200 
M.A.,  Spot  Film  Dv.,  Recp.  Buckey,  16  to  1 grid. — Like  new. 
3 Ritter  Elec.  Hyd.  Phys.  tables,  one  never  uncrated.  G.E. 
EKG,  3 Hamilton  upright  Inst,  cabinets,  desks,  files,  20  G.F. 
red  leather  chairs,  small  Amer.  Autoclave,  one  Coreco  Re- 
search Camera,  one  Cine  Kodak  Special  16  MM  Movie  Re- 
search Camera.  Complete  set  of  surgical  instruments.  Call  or 
write  L.  N.  Myers,  MD,  3535  So.  Franklin  St.,  Englewood, 
Colorado.  Phone  781-2146.  8-4-3 


UNIVERSITY  HEALTH  SERVICE  has  an  opportunity  for  an 
enthusiastic  general  practitioner  to  join  the  full  time  staff 
of  a progressive,  active  and  expanding  service  for  young 
persons.  Please  write  Box  8-5-1B,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218. 

8-5-1B 


WANTED — General  practitioner  wanted  to  associate  with 
clinic  and  hospital  group,  West  Texas.  Pleasant  working 
and  living  conditions.  Excellent  financial  opportunity.  Reply: 
Cowper  Clinic  and  Hospital,  Box  111,  Big  Spring,  Texas. 

8-6-2B 


WANTED — Staff  Physicians  (3).  General  Practitioners  45  or 
under  to  assist  Attending  Staff  and  General  Practice 
Residents  in  260  bed  general  hospital.  Annual  appointment 
preferred.  $15,000-817,500  depending  on  training  and  experi- 
ence. Contact  Medical  Director,  San  Luis  Obispo  General 
Hospital,  San  Luis  Obispo,  California.  Phone:  805-543-1500. 

7-4-2B 


NEED  DENTIST  in  small  Wyoming  town  of  6,000-7,000  area 
in  next  six  months.  Will  sell  or  lease  IV2  year  old  building 
to  interested  party.  Reply  to  Box  8-3-5B,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218. 

8-3-5B 


FOR  SALE — Sanborn  Visocardiette  Model  51.  Factory  rebuilt 
12  months  ago — like  new — $350.  Enco  Examining  Table. 
Cream  base,  coppertone  top — like  new — $250.  Miscellaneous 
small  items.  Sigmoidoscope,  etc.  4101  E.  Yale  Avenue,  Denver, 
757-1732.  8-10-2 


SPACE  AVAILABLE  for  one  or  two  physicians  in  older 
modem  building  in  exceptionally  desirable  business  and 
residential  area.  One  suite  contains  five  rooms  including  re- 
ception room  and  small  lab.  Another  suite  available  for  re- 
modeling to  your  specifications.  Owner  will  cooperate  to 
fullest  extent  in  helping  to  build  a practice  in  this  area  which 
needs  a physician  badly.  Reply  to  Union  National  Bank 
Building,  104  Broadway,  Room  402,  Denver  80203  or  call 
SK  6-4700  or  RA  2-2102.  8-U-1B 


WANTED:  G.P. — Due  to  death  of  partner,  need  a general 
practitioner.  New  completely  equipped  building.  Salary 
first  year  and  then  partnership.  Contact  S.  Russ  Denzler, 
MD,  118  Dartmouth,  SE,  Albuquerque,  New  Mexico  87106. 
Phone  255-5562,  area  code  505.  8-12-3 


GENERAL  PRACTITIONER  desires  an  associate  in  South 
Wyoming.  Salary  guaranteed  and  partnership  in  one  year. 
Modern  clinic  and  hospital  facilities.  Time  off  shared  equally. 
Contact  E.  W.  McNamara,  MD,  Box  580,  Rawlins,  Wyoming. 

8-13-1 


MEDICAL  SUITE — 7 observation  rooms,  x-ray  room,  dark 
room,  lab,  cabinets,  etc.;  large  reception  room  14  x 20.  Front 
and  rear  parking,  all  oiled.  7233  No.  Lowell,  Westminster, 
Colo.  $300  per  mo.  Air  conditioned.  Reply  to  Box  8-8-1,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  8-8-1B 
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EXCLUSIVELY 


. : 


For  the  medical  and.  dental  professions 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


. 
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ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


We  are  your 
local  distributors 
of  Profexray  X-ray 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals. 


SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 


TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  • Denver  4,  Colorado  ■ MA  3-0258 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


NOW!  MEDICALLY  ACCREDITED 
( NATIONAL  COUNCIL  for  the 
ACCREDITATION  of  NURSING  HOMES ) 
DENVER  CONVALESCENT  CENTER 


DENVER 

NURSING 

HOME 

GLADYS  ELLIS,  Adm. 

Phone:  388-9383 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Sanborn  Company,  96 
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Smith,  Kline  & French 
Laboratories,  4 
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What 

percentage  of 
your  patients 

deserve 

protective 

lenses? 

v J 


1(^5%50  ' or  AM  of  them? 

A growing  number  of  doctors  apparently  think 
protection  should  be  a part  of  every  prescription.  And 
our  records  show  that  more  than  50%  of 
prescriptions  are  now  processed  in  protective  lenses. 

Doctors  with  strong  practices  capitalize  on 
opportunities  to  serve  their  patients  better!  And 
what  better  opportunity  than  to  provide  extra  eye 
safety  and  to  save  patients  the  inconvenience  and 
possible  danger  caused  by  lens  breakage? 

Build  in  protection  with  every  prescription— specify  BRx- 
Quality  warranted  HARDRx®  or  DURiKON®  protective  lenses. 


tSk  BENSON  OPTICAL  COMPANY 

your  service-partners  . . . 

Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


DENVER  SERVICE  LA  BO  RATO  R Y— I I 3 3 BANNOCK  STREET 
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START  SMALL  ...  . . . AND  GROW 

Sanborn’s  new  Patient  Monitoring  Modules 
adapt  perfectly  to  expanding  intensive-care  needs 


Sanborn  “Series  780”  Patient  Monitoring  Systems  alert 
the  intensive-care  staff  instantly  to  the  distress  of  any 
monitored  patient,  permitting  more  effective  care  of  all 
patients  by  the  available  nurses. 

Design  of  the  systems  in  functional  modules  offers 
greatest  flexibility  in  adapting  any  monitoring  system 
to  future  needs  — the  hospital  system  can  begin  mod- 
estly and  grow  steadily,  with  original  modules  fully 
utilized  in  the  expanding  system.  Also,  monitoring  ca- 
pabilities can  be  quickly  shifted  from  bed  to  bed,  as 
needed.  Separate  modules  for  heart  rate  (with  integral 
pacer  if  desired),  for  temperature  and  respiration  rate, 
and  for  systolic  and  diastolic  pressures.  Other  modules 
for  synchronized  de fibrillation,  for  resuscitative cardiac 
pacing,  for  oscilloscope  display  of  cardiac  or  pulse 


waveforms,  and  for  automatic  pacing  and  ECG  re- 
cording with  any  cardiac  distress.  Series  780  also  in- 
cludes remote  alarm  indicators  (specific-parameter  or 
general  alarms,  by  bed)  and  remote  patient-select  push- 
button switchboxes  for  through-switching  of  patient 
signals  to  numerical  display,  oscilloscope,  and/or  chart 
recorders  at  the  central  station. 

A complete  range  of  transducers,  recorders,  and  data 
displays  engineered  by  Sanborn  allows  us  to  design, 
install,  and  fully  warrant  the  complete  system  required 
for  unexcelled  patient  care  in  your  hospital. 

For  details,  phone  your  local  Hewlett-Packard/ 
Sanborn  office  or  write  Sanborn  Division,  Waltham, 
Mass.  02154.  In  Europe,  write  Hewlett-Packard  S.A., 
54  Route  des  Acacias,  Geneva,  Switzerland. 


HEWLETT 

PACKARD 


B 


SANBORN 

DIVISION 


Englewood  Hewlett-Packard,  Neely  Sales  Division,  Denver  Technological  Ctr., 
7965  East  Prentice,  (303)  755-1233,  Englewood,  Colorado  80110 
Salt  Lake  City  Hewlett-Packard  Neely  Sales  Div.,  1482  Major  Street,  (801)  486-8166 
Salt  Lake  City,  Utah  84115 
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3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor’’  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
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NlZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  three 
ways:  with  a decongestant,  a topical  antihistamine, 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes. 
Thenfadil®  HCI  0.1  %,  a topical  antihistamine  to 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  agent 
to  promote  the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

nTz  is  supplied  in  leakproof,  pocket-size,  spray 
bottles  of  20  ml.  and  in  bottles  of30ml.with  dropper. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiamine),  and 
Zephiran  (brand  of  benzafkoniiim,  as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 


Hay  fever. . . 
a summer  hazard 

prescribe 

nTz  Nasal  Spray 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  th 
gamut  of  home  remedies  without  succes: 
pleasant-tasting  cremomycin  can  answe 
the  call  for  help.  It  can  be  counted  on  t 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogen: 
and  detoxify  putrefactive  materials  — usi 
ally  within  a few  hours. 


CREMOMYCIN  combines  the  bacteriostati, 
agents,  succinylsulfathiazoie  and  neomi- 
cin,  with  the  adsorbent  and  protective  d( 
mulcents,  kaolin  and  pectin,  for  compn- 
hensive  control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kaoli; 
Withhold  if  diverticulosis  is  present  or  suspectei 
Precautions:  Sulfonamide:  Continued  use  require 
supplementary  administration  of  thiamine  and  viti- 


your  1$  for 
Cremomycin 
can  provide  relief 


where  today's  theory  is  tomorrow’s  therapy 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  U 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

©MERCK  SHARP  &DQHME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


nin  K.  Neomycin:  Patient  should  be  observed  for 
jew  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 

, kin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
:ytosis  with  a fatal  outcome  has  been  reported), 
deduction  of  thiamine  output  in  the  feces  and  of 
•'itamin  K synthesis  has  been  observed.  Neomycin: 
lausea,  loose  stools  possible. 
before  prescribing  or  administering,  read  product 
j Circular  with  package  or  available  on  request. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

iff*  WALLACE  LABORATORIES 
\£f,Cr anbury , N.J. 


“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 


BAYER  | 

CHILDREN  J| 
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Happily,  but 

not  all  your  patients  for  those  who  are . . . 

are  overweight 

Bamadex8 

d-amphetamine  sulfate  (1 5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 

Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  centra! 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  orsevere  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Peari  River,  N.Y.  <^§§§||> 
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in  theory, 
allergy  begins 
like  this: 


in  allergy, 

Dimetane  Extentabs 

(brompheniramine  maleate,  8 mg.  & 12  mg.) 


When  antigens  invade  the  body,  antibodies, 
formed  chiefly  by  plasma  cells,  may  become 
attached  to  mast  cells.  If  the  same  antigen 
reappears  and  reacts  with  the  antibodies, 
the  mast  cell  disrupts  (as  pictured  below). 
Subsequently,  the  “exploding”  mast  cell 
deposits  granules  of  bound  histamine  or 
histamine-like  'Jfe.  substance  in  inter- 
cellular spaces. 


work  with  no  more 
sedation  than  placebo* 

Although  the  mechanisms  of  allergy  are 
still  theoretical,  the  response  to  Dimetane 
(brompheniramine  maleate)  is  ample 
proof  that  a good  antihistamine  can,  and 
does,  work  — and  (as  reported  in  one  in- 
vestigation*) with  no  more  sedation  than 
placebo.  Dimetane  (brompheniramine 
maleate)  assures  your  allergy  patients 
prompt  relief  of  symptoms  while  usually 
permitting  them  to  lead  active,  alert 
lives.  And  a single  Extentab  provides  con- 
tinuous action  for  up  to  10-12  hours. 

*SchiIler,  I.W.  and  Lowell,  F.C.:  New  England  J. 
Med.  261:478,  1959. 

BRIEF  SUMMARY:  Contraindications:  Hypersen- 
sitivity to  antihistamines.  Not  recommended 
for  use  during  pregnancy.  Precautions:  Until 
response  is  determined,  patient  should  be 
cautioned  against  engaging  in  mechanical 
operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions,  including  skin  rashes, 
urticaria,  hypotension,  and  thrombocytopenia 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encountered.  Other 
dosage  forms  available:  conventional  tablets 
(4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc. 
in  2 cc.  vials).  *4^ 


Robins 

PHARMACEUTICALS  I RESEARCH 


A.  H.  ROBINS  CO.,  INC. 
Richmond,  Virginia  23220 


basic  therapy  in  low-back  pain:  bed,  board,  heat 

Whether  low-back  pain  is  in  the 
chronic  or  acute  phase,  the  appropri- 
ateness of  bed  rest  for  such  a patient 
is  beyond  controversy.  Boards  placed 
under  the  mattress,  for  a firmer  bed 
to  further  immobilize  the  spine,  are 
another  common  recommendation. 
And  most  investigators  consider  heat 
beneficial  —moist  heat  in  particular.1-5 


"wsthocarbaiBol* 

750  mg. 

in  each  tablet 

te*!?8*  federal  law  t»eWw® 
^?%±H  Without  pfwcnpttf" 


does  Robaxin  (methocarbamol)  often  provide 
liscle  relaxation  in  such  conditions  as  mus- 
culO'gfeletal  injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 


It  has  been  noted  that  low-back  disorders  fre- 
quently . . are  caused  by  truly  mechanical  condi- 
tions which  yield  to  conservative  treatment.”1  Basic 
to  this  conservative  treatment  are  bed  rest,  a board  for 
the  bed,  and  applied  heat.  In  addition,  a good  muscle 
relaxant  is  often  helpful,  as  . . muscle  relaxants  are 
useful  in  chronic  as  well  as  acute  low  backaches.”4 

Robaxin  (methocarbamol)  has  relieved  spasm  and 
pain  in  cases  where  the  patient  “had  not  responded  to 
conservative  measures  prior  to  drug  therapy.”6  A 100- 
patient  study  showed  that  Robaxin  provided  greater 
relief  of  muscle  spasm  for  a longer  period  of  time 
without  adverse  reactions  “than  any  other  commonly 
used  relaxants....”6 

A well-tolerated7  skeletal  muscle  relaxant  with 
“specificity  of  action,”7  methocarbamol  leaves  normal 
muscle  tone  unaffected.  Moreover,  there  is  little  like- 
lihood of  sedation7— a considerable  advantage  for  the 
patient  who  must  remain  active  and  alert  on  his  job. 

Significantly,  clinicians  advise  using  a muscle  re- 
laxant “early  and  in  adequate  dosage.”8  In  this 
regard,  Robaxin  ( methocarbamol ) — particularly  in 
the  750  mg.  dosage  (2  tabs,  q.i.d.)  — offers  optimal 
therapeutic  benefits  without  a significantly  increased 
incidence  of  side  effects.  And  just  as  it  works  well  as 
part  of  the  basic  regimen  for  low-back  pain,  so  also 


BRIEF  SUMMARY-Robaxin  (methocarbamol) 
Tablets : Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE : Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Gm./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  1.  Soto-Hall,  R.:  Med.  Sci.  U: 23,  1963. 
2.  McCarrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News:  J.A.M.A.  185: 39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  26: 82, 
1962.  5.  Larson,  C.B.:  Postgrad.  Med.  25:142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  157:163,  1958.  7.  Weiss,  M.,  and  Weiss,  S.:  J. 
Amer.  Osteopath.  Ass.  52:142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA  23220 


and  Robaxi  ri-750 1 

(methocarbamol  750  mg.) 


(CAPSULE-SHAPED  TABLETS) 


Robins 


at  Merck  Sharp  & Dohme... 


understanding. . . precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Shadow  or  substance 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


Apothegm 

So  like  they  were,  no  mortal 

Might  one  from  other  know; 

White  as  snow  their  armour  was: 

Their  steeds  were  white  as  snow. 

(Thomas  Babington  Macaulay) 

Case  reports 

Twin  brothers,  aged  14,  arrived  for  a weekend  of 
skiing,  attired  in  winter  armour  and  astride  their 
wooden  steeds.  They  failed  to  negotiate  an  obstacle 
and  sustained  twisting  injuries  to  their  legs.  Both 
boys  had  characteristics  of  identical  twins  in  their 
appearance,  habitus  and  mannerisms.  Both  were 
right-handed. 

Twin  1 injured  his  leg  at  about  11:30  a.m.,  and 


Fig.  1 


Fig.  2 


subsequent  radiographs  showed  a comminuted  frac- 
ture of  the  middle  third  of  the  left  tibia  (Fig.  1). 
Twin  2,  either  because  of  belated  sympathy  or 
sibling  rivalry,  acquired  his  injury  two  and  a half 
hours  later,  and  the  radiographs  showed  a spiral 
fracture  of  the  right  tibia  (Fig.  2).  The  fragments 
were  in  good  position  and  both  were  treated  with 
closed  reduction  and  long  leg  casts.  Both  had  un- 
eventful courses  in  the  hospital  before  returning  to 
their  homes  in  another  state,  some  48  hours  later, 
their  skiing  careers  temporarily  suspended. 

Epicrisis 

Studies  of  identical  and  fraternal  twins  have  shed 
important  light  on  genetics,  the  nature  of  many  dis- 
eases, intelligence,  morals  and  behavior.  Suscepti- 
bility of  identical  twins  to  the  same  diseases  is  an- 
ticipated, but  susceptibility  to  similar  traumatic 


for  September,  1965 


13 


stimuli  is  unexpected,  although  there  is  no  good 
reason  for  being  surprised  at  such  a state.  It  has 
been  said  that  all  characteristics,  without  exception, 
depend  on  the  nature  of  genes.  But  it  is  known  that 
environmental  changes  can  alter  some  characteristics. 

Research  on  twins  is  a fascinating  chapter  in  the 
annals  of  medicine.  Many  characteristics  of  monozy- 
gotic twins  have  been  investigated;1  their  physiologic, 
physical,  chemical,  hormonal  and  neurological  pat- 
terns have  been  shown  to  be  identical  as  well  as 
their  susceptibility  to  and  immunity  to  disease.  Yet 
twins  separated  from  each  other  for  long  periods  of 
time  can  show  significant  differences  in  I.Q.,  moral 
characteristics  and  personality,  thus  attesting  to  the 
importance  of  environmental  influences. 

However,  the  coincidence  of  almost  mirror  image 
fractures  in  identical  twins  within  a few  hours  of 
each  other  would  lead  some  observers  to  emphasize 
such  genetic  factors  as  similar  personalities  and 
reaction  to  stress.  Protagonists  of  the  environmental 
school  might  belabor  the  factor  of  types  of  ski  boots 
or  bindings,  or  snow  conditions  on  the  ski  slopes. 
We  don’t  have  to  take  sides,  but  since  this  is  the 
New  Mexico  issue  of  the  Rocky  Mountain  Medical 
Journal,  we  are  on  the  side  of  the  genes. 

We  are  indebted  to  Dr.  William  C.  Westen,  Santa 
Fe,  New  Mexico,  for  permission  to  present  the  case 
material. 

REFERENCE 

'Jennings,  H.  S.:  Heredity  and  Environment  in  Pediatrics.  In 
Brennemann’s  Practice  of  Pediatrics,  Vol.  I,  Chap.  3,  W.  F. 
Prior  and  Co.,  Hagerstown,  Maryland,  1960. 

Addendum:  Dr.  Bergere  Kenney,  a member  of 
the  Santa  Fe  Ski  Patrol,  added  the  information  that 
both  of  these  boys  were  skiing  for  the  first  time, 
in  the  beginners’  area  and  using  rented  equipment. 
He  stated  that  about  75%  of  all  serious  injuries  in- 
volve newcomers  to  the  sport  and  that  about  35% 
occur  on  the  first  day  of  skiing! 


“For  a $5  office  call,  you  could  at  least  find  some- 
thing wrong!” 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
HY-3417 


Hygroton 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 
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who  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnaney...or  obesity. 

Patients  you  want  to  bring  to  dry  weight 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 


in  scalp  dermatitis 

nothing  shows 
but  results 


Synalar  solution 

(fluocinolone  acetonide) 


the  results  show \ . . but  the  treatment  doesn’t 

“...50  of  the  85  patients  enjoyed  complete  remission.... 
Thirty-one  patients  exhibited  moderate  improvement....”* 


Synalar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  problem  — with  out  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Precautions : In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 
Application  to  denuded  or  fissured  areas  may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
lias  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As  with  all  drugs, 


use  with  caution  in  pregnant  patients.  Adverse 
Reactions:  Side  effects  are  not  encountered  ordinar- 
ily with  topically  applied  corticosteroids.  As  with  all 
drugs,  however,  a few  patients  may  react  unfavor- 
ably to  Synalar  under  certain  conditions.  Supply: 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in  a 
vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  cc.  and  60  cc.  plastic  squeeze  bottles. 

*Lubowe,  I.  I.:  Scalp  dermatoses:  Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO  CALIF. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


a working  analgesic  for  the  working  arthritic 


BRIEF  SUMMARY: 

Arthralgen  and  Arthralgen-PR  are  indicated  in  the  manage- 
ment of  rheumatoid  arthritis,  acute  gouty  arthritis,  rheumatoid 


Arthralgen®  rapidly  relieves  early  morning  stiffness  and 
arthritic  pain.  It  promises  a quicker  response  in  most 
patients  because  its  analgesic  ingredients  need  no  meta- 
bolic conversion  before  they  act.  Combining  two  better- 
tolerated,  time-tested  analgesics,  acetaminophen  and 
salicylamide,  into  a pharmacologically  sound  and  thera- 
peutically effective  formulation,  Arthralgen  relieves  pain 
rapidly  with  less  likelihood  of  gastric  irritation  than 


spondylitis,  osteoarthritis,  bursitis,  fibrositis,  and  neuritis. 
Arthralgen  may  be  used  for  analgesia  in  colds,  flu,  and  various 
myalgias. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  ingredient. 

As  with  any  drug  containing  prednisone,  Arthralgen-PR  is 
contraindicated,  or  should  be  administered  only  with  care,  to 
patients  with  peptic  ulcer,  tuberculosis,  nephritis,  diabetes 
mellitus,  acute  psychoses,  Cushing's  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  infection,  or 
predisposition  to  thrombophlebitis. 


aspirin. 

in  maintenance  therapy  . . . 

Because  it  contains  no  sodium,  Arthralgen  is  often  a safer 
and  more  suitable  analgesic  for  use  in  the  long-term 
treatments  of  arthritic  patients  who  have  other  conditions 
which  require  sodium  restriction.1 


Arthralgen-PR  is  generally  contraindicated  in  patients  with 
uremia  and  viral  infections,  including  poliomyelitis,  vaccinia, 
ocular  herpes  simplex,  and  fungus  infections  of  the  eye.  It  is 
also  contraindicated  in  patients  with  chickenpox  or  sus- 
ceptible persons  exposed  to  it. 

PRECAUTION:  Reduction  in  dosage  of  Arthralgen-PR  given 
over  a long  period  should  be  gradual,  never  abrupt. 


Arthralgen® 

Each  tablet  contains: 

Salicylamide  250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen®-PR 

(Arthralgen  with  prednisone  1 mg.) 


SIDE  EFFECTS:  Nausea,  GI  upset,  or  mild  salicylism  may 
rarely  occur.  Symptoms  of  hypercorticoidism  dictate  reduction 
of  dosage  of  Arthralgen-PR. 

DOSAGE:  One  or  two  tablets  four  times  a day.  After  remission 
of  symptoms  dosage  should  be  reduced  to  the  minimum 
maintenance  level. 

REF:  1.  Boreus  & Sandberg,  ACTA.  PHYSIOL.  SCAND.. 

28:266,  1953- 
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Critical  Respiratory  Management,  Venturi  Tubes  and  Tar  Gard 


What  does  the  bedside  respirator  used  in  critical 
respiratory  management  have  in  common  with  TAR 
GARD?  They  both  benefit  from  The  Venturi  Prin- 
ciple: 

“A  convergent-divergent  duct  in  which  the  pres- 
sure energy  of  an  air  stream  is  converted  into  ki- 
netic energy  by  the  acceleration  through  the  narrow 
part  of  the  wasp-waisted  passage.” 

In  TAR  GARD  the  accelerated  (approx.  200 
m.p.h.),  tar-filled  smoke  is  stopped  abruptly  by  an 
impingement  barrier.  The  tars  you  see  in  the  above 
unretouched  photograph  were  captured  from  a 
single  pack  of  filter  cigarettes  with  a TAR  GARD. 

And  if  this  picture  is  worth  a thousand  words,  a 
live  demonstration  in  your  office  may  well  be  worth 
ten  thousand  words.  That’s  why  we’d  like  to  send 
you  a complimentary  TAR  GARD  which  normally 
sells  for  $2.95. 

We’d  like  you  and  your  patients  to  see  for  your- 
selves that  TAR  GARD  is  every  bit  as  effective  as 


the  claims  made  for  it  in  our  national  advertising. 

Simply  fill  in  the  coupon  and  mail  it  to  the  TAR 
GARD  COMPANY,  2 Pine  Street,  San  Francisco. 
We’ll  be  delighted  to  send  you  a free  TAR  GARD 
with  no  obligation  whatsoever. 

After  you’ve  seen  it  used,  we  think  you’ll  agree 
that  TAR  GARD  can  be  important  to  your  patients 
who  continue  to  smoke. 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name— 

Type  of  Practice 

Address 

City State. Zip. 
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stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 

& 

Bonadoxin 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 


References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y.,  N.Y.,  (July)  1963. 


Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 
However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 


J.  B.  Roerig  and  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being- 


for  a 

nutritionally 

sound 

pregnancy 


® 


0BR0N-6 

Prenatal  nutritional 
supplement  with 
high  B6  content. 
Also  available  with 
fluoride. 
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Butazolidin® 

jrand  of 
phenylbutazone 

in 

osteoarthritis 


i 

Geigy 

i 


Therapeutic  effects 

A number  of  investigators  report  improve- 
ment in  about  75%  of  cases.  Relief  of  pain 
and  stiffness  is  the  predominant  response. 
Frequently,  there  is  also  a significant 
improvement  in  function.  The  beneficial 
I effects  of  the  drug  are  usually  seen  by  the 
third  or  fourth  day  of  treatment. 

There  is  general  agreement  that  milder 
cases  of  osteoarthritis  are  preferably 
treated  by  simple  analgesics.  In  many 
patients,  however,  this  mode  of  therapy 
fails  to  give  sufficient  relief.  Because  ster- 
' oids  are  not  very  effective  in  this  form  of 
arthritis,  phenylbutazone  affords  the  drug 
therapy  most  capable  of  relieving  the  more 
severe  cases.  For  best  results,  it  is  recom- 
mended that  treatment  with  phenylbutazone 
be  combined  with  physiotherapy  and  other 
appropriate  supportive  measures. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  in  divided  daily  doses.  In  most  instances, 
400  mg.  daily  is  sufficient  for  maximum 
therapeutic  response.  A trial  period  of  one 
week  is  adequate  to  determine  the  effects 
otthe  drug;  if  there  is  no  improvement, 
discontinue  the  drug.  When  improvement 
does  occur,  dosage  should  be  promptly 
decreased  to  the  minimum  effective  level: 
this  should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 


should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black 
ortarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action 
of  sulfonylurea  and  sulfonamide-type 
agents  and  insulin.  Patients  receiving  such 
concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Side  effects 

The  most  common  side  effects  are  nausea, 
edema  and  drug  rash.  Infrequently,  agranu- 
locytosis, generalized  allergic  reaction, 
stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed 
to  the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  are  also  possible  side 
effects.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice,  and  several  cases 
of  anuria  and  hematuria.  With  long-term 
use,  reversible  thyroid  hyperplasia  may 
occur  infrequently. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy; 


history  of  blood  dyscrasia.  Because  of  the 
increased  possibility  of  toxic  reactions,  the 
drug  should  not  be  given  when  the  patient 
cannof  be  seen  regularly,  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  con- 
currently. Large  doses  of  Butazolidin®  alka 
are  contraindicated  in  patients  with 
glaucoma. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects  and 
contraindications  as  contained  in  the 
complete  prescribing  information. 

Butazolidin  alka 


Each  capsule  contains: 


Butazolidin,  brand  of 
phenylbutazone 

100  mq. 

dried  aluminum 

hydroxide  qel 

100  mq. 

magnesium  trisilicate 

150  mq. 

homatropine 

methylbromide 

1 .25  mq. 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


<my 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

BU-3143 


When  doctors  talk  to  doctors 
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“Multivitamin  formulas?— well  there's  Stuart 
Formula  and- — ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less.” 


“Where  can  you  get  a decent  liquid  multivitamin 
that’s  not  part  muscatel?- — Stuart  Formula  has 
a liquid.  I don’t  know  off-hand  who  else  puts 
one  out  that  is  as  complete.’’ 


“Why  don't  you  try  prescribing  a physician's 
vitamin  formula— Stuart  Formula?  Onee  his  nu- 
tritional status  is  improved,  he  won’t  need  ail 
that  door-to-door  food-fad  nonsense." 


"Drops  for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid—  my  kids  take  it  every  day.” 


Give  them  any  sample  you've  got,  but  first 
check  to  see  if  we  have  any  Stuart  Formula.” 


“Take  him  off  the  yogurt!  Put  him  on  Stuart 
Formula— you  can  be  sure  it’s  complete.” 


prescribe  it! 


Stirart 


“Why,  I can’t  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  Is  three 

colors." 


"The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 


The  ISrtuart  Company 

Pa  sa-d  ena , C 

Divis-iofi  of  At  ta  g Che.fnioai  Industries,  fnc. 
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Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance . . .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corttosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  ;to  ad- 
justment of  dosage.  Precaution:  in  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

A/so  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian -rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABAL  ATE-SO  DI  U M FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


AS  YOU  LIKE  IT... 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  "Were  I Aladdin,  and  had  I his  lamp,  how  would 
I transform  education  to  meet  the  crisis  that  is  bound 
to  arise  from  the  effects  of  the  Second  Industrial 
Revolution?  My  first  step  would  be  to  get  the  univer- 
sities and  the  schools  to  develop  a common  policy  to 
produce  educated  men  who  appreciate  art,  music, 
and  literature,  who  understand  the  elements  of  sci- 
ence and  the  nature  of  the  world  around  them,  and 
who  possess  an  interest  in  the  problems  of  the  day. 
Were  I asked  for  a single  reason  it  would  be  this. 
Tomorrow  is  an  age  of  automation,  and  automa- 
tion must  mean  leisure.  The  masses  tomorrow  will 
correspond  to  the  privileged  of  yesterday.  Hooli- 
ganism and  other  manifestations  of  endless  boredom, 
or  the  cultivated  enjoyment  of  leisure? — that  will  be 
the  important  question,  at  least  if  one  follows  Jeremy 
Bentham’s  principle  of  the  greatest  good  for  the 
greatest  number.”  (Sir  George  Pickering,  The  Lan- 
cet, January  9,  1965,  page  61.) 

2.  “Medicine  is  neither  a static  art  nor  a static  sci- 
ence. In  1935  a man  could  practice  good  medicine,  if 
he  had  read  up  liver  extracts  and  insulin,  with  the 
knowledge  he  acquired  in  medical  school  in  1910; 
but  a man  practising  in  1965  with  no  more  than 
the  knowledge  of  1950  would  be  almost  criminally 
negligent.  . . . Continuing  education  is  not  achieved 
by  attending  special  instructional  courses  every  2 or 
3 years;  it  needs  frequent  discussions  with  colleagues 
on  the  individual  patient,  and  with  those  who  are 
introducing  modern  ideas,  by  attendance  at  staff 
rounds,  clinical  meetings,  and  outpatient  sessions,  or 
by  clinical  assistantships.  By  such  means  new  ideas 
can  be  seen  in  action,  rather  than  passively  received 
by  instruction.”  (Some  Observations  on  General 
Practice,  W.  Essigman  and  George  Discombe,  The 
Lancet,  March  6,  1965,  page  541.) 

3.  “For  technical  reasons  the  estimation  of  uric 
acid  is  one  of  the  less  satisfactory  hospital  laboratory 
investigations.  Too  much  reliance  should  not  be 
placed  on  a single  reading.”  (To-day’s  Drugs,  British 
Medical  Journal,  January  16,  1965,  page  175.) 

4.  “Not  only  does  good  anesthesia  make  advanced 
surgery  possible  and  practical,  it  also  in  part  protects 
patients  from  poor  surgery,  since  it  gives  the  inept 
surgeon  time  to  blunder  his  way  to  some  solution.” 
(J.  B.  Dillon,  MD,  JAMA,  Vol.  190,  No.  11,  De- 
cember 14,  1964,  page  997.) 

5.  “There  remains  yet  another  group  of  patients  with 
an  elevated  serum  urate.  These  are  suffering  from 


what  appears  to  be  typical  rheumatoid  arthritis.  The 
incidence  of  an  elevated  serum  urate  in  rheumatoid 
arthritis  is  noteworthy,  even  though  the  finding  may 
confuse  the  attending  physician.  It  is  our  belief  that 
the  clinical  diagnosis  of  rheumatoid  arthritis  out- 
weighs heavily  any  laboratory  finding  if  this  is  the 
only  datum  in  support  of  a diagnosis  of  gout.”  (John 
H.  Talbott,  MD,  Gout,  Second  Edition,  1964,  Grune 
& Stratton,  page  49.) 

6.  “A  great  many  people  seem  to  believe  that  the 
so-called  emancipation  of  women  and  the  subsequent 
competition  with  men  is  the  root  of  our  common 
anxiety- — that  we  would  be  free  of  it  if  we  women 
would  only  gracefully  accept  our  role  as  breeders, 
feeders,  and  follow-the-leaders.  But  I think  that  this 
anxiety  of  ours,  the  transition  from  accessory  to 
partnership,  is  a healthy  one,  because  it  is  a part  of 
the  pain  of  growth  and  development;  and  we  shall 
have  to  endure  it  if  we  are  ever  to  become  whole 
human  beings  instead,  as  I have  said,  of  accessories 
to  men.  And  men,  too,  will  have  to  endure  this 
transition  and  its  attendant  anxieties,  because  this 
is  a natural  and  inevitable  evolution.”  (The  Roots 
of  Anxiety  in  the  Modern  Woman,  Marya  Mannes, 
Journal  of  Neuropsychiatry,  Vol.  5,  No.  7,  Oct. 
1964,  page  412.) 

7.  “What  I call  the  destructive  anxieties  are  not  the 
growth  of  women’s  minds  and  powers,  but  quite  the 
contrary:  the  pressures  of  society  and  the  mass 
media  to  make  women  conform  to  the  classic  and 
traditional  image  in  men’s  eyes.  They  must  be  not 
only  the  perfect  wife,  mother  and  homemaker,  but 
the  ever-young,  ever-slim,  ever-alluring  object  of 
their  desire.  Every  woman  is  deluged  daily  with 
urges  to  attain  this  impossible  state,  to  buy  this, 
to  do  that,  in  order  to  get  or  keep  a man  and  be 
forever  happy.  The  girl  with  small  breasts  is  tor- 
tured by  the  fear  that  men  will  not  love  her  because 
of  them.  The  woman  with  large  hips  feels  herself  a 
freak.  Women  quail  at  the  first  wrinkle,  the  first  gray 
hair,  the  thickening  of  the  waist,  because  they  are 
daily  told  that  these  signal  the  end  of  attraction.  They 
spend  infinitely  more  time  worrying  about  how  they 
look  than  about  what  they  are.  Obsessively,  they 
worry  about  the  right  slipcovers,  the  right  clothes, 
the  right  canapes,  the  newest  recipes;  for  these  are 
the  guarantors  of  a man’s  love  and  a successful  life. 
Clearly,  they  are  not.  But  so  great  is  the  compulsion 
to  acquire  these  things,  so  deep  the  fear  of  their 
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loss  or  lack,  that  the  legitimate  anxiety — am  I 
being  true  to  myself  as  a human  being? — is  sub- 
merged in  trivia  and  self-deception.”  (Ibid.,  page 
412.) 

8.  “In  fact,  there  is  not  a single  independent  study 
program  worthy  of  the  name  in  any  medical  school 
in  America  today.  Yet  this  has  become  a standard 
part  of  many  collegiate  programs  and  many  high 
school  programs  as  well.  The  fact  is  that  we,  as 
medical  faculties,  are  ill-prepared  for  the  students 
who  will  be  entering  our  schools  in  the  next  few 
years.  These  students  will  have  had  learning  experi- 
ences so  much  more  challenging,  exciting  and  satis- 
fying that  what  is  traditionally  offered  in  most  of  our 
schools  may  deter  students  from  entering  the  pro- 
fession of  medicine  rather  than  encouraging  them  to 
do  so.  It  seems  to  me  that  the  problem  is  not  that 
our  students  are  ill  prepared,  but  rather  that  we,  as 
faculty,  neither  recognize  nor  acknowledge  the  ex- 
cellence that  they  bring  with  them.”  (Problems  of 
Medical  Education,  George  E.  Miller,  MD,  Archives 
of  Dermatology,  Vol.  91,  No.  4,  April  1965,  page 
295.) 

9.  “We  all  know  that  consultants,  physicians  and 
surgeons,  head  the  coronary  deaths  by  a very  wide 
margin.  For  this  reason  we  tend  to  pin  medals  on 
ourselves.  ‘Poor  fellows!  We  spend  all  our  lives 
working  for  other  people.  We  carry  an  almost  in- 
tolerable burden  of  anxiety  and  responsibility.  No 
wonder  we  crack  up  under  the  strains.’  Strain  fiddle- 
sticks. The  only  thing  that  consultants  and  million- 


aires have  in  common  is  that,  physically  they  are 
bone  lazy.  They  never  walk  a hundred  yards  if  they 
can  help  it.  They  never  go  up  the  stairs  if  a lift  is 
available.  I asked  the  greatest  anaesthetist  in  Britain 
what  exercise  he  took:  he  replied  ‘I  just  wind  my 
watch.’  Their  coronaries  fur  up  with  atherosclerosis 
with  all  their  other  arteries,  because  their  vasomotor 
system  is  never  put  through  its  paces.”  (The  Tired 
Business  Man,  Sir  H.  Ogilvie,  1964,  Charles  C 
Thomas,  page  21.) 

10.  “To  every  man  there  comes  a time  when  there 
is  none  left  with  whom  he  can  exchange  memories. 
Those  who  were  young  with  him  have  long  been 
dead,  and  most  of  those  whom  he  has  watched 
grow  up  have  also  passed  on.  The  events  that  he 
remembers  with  pleasure  no  longer  interest  a younger 
generation.  The  tunes  that  he  loves  to  hum  bore 
them.  There  is  no  sadder  spectacle  in  the  world  than 
the  V.I.P.  who  is  no  longer  important,  the  great 
figure  of  the  past  who  is  now  a figure  of  pathos.  . . . 
If  you  want  to  live  to  be  a hundred,  think  again! 
You  may  be  granted  your  wish.”  (Ibid.,  page  59-60.) 

11.  “I  have  talked  about  motor  cars,  and  motor  cars 
are  almost  at  the  bottom  of  the  coronary  problem, 
because  the  frequency  of  coronary  deaths  in  any 
community  is  almost  in  direct  ratio  with  the  number 
and  size  of  the  cars  in  the  garages  of  the  community. 
A man  who  never  walks  is  not  giving  his  cardiovas- 
cular system  a chance.  A man  who,  at  the  age  of 
thirty,  uses  hire  purchase  to  buy  a bigger  car,  a 

( Continued  on  page  57) 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’m 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


fCU  BURROUGHS  WELLCOME  & CO.  (U.S.fl.)  INC.,Tuckahoe,N.Y. 


for  September,  1965 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  Y-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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H, 


Preservation  of 
Integrity 


-IGH  in  one  of  the  remote  Indian  mountain 
villages  of  New  Mexico  lives  a group  of  people 
whose  bountiful  benefits  come  from  the  land,  and 
who  have  inherited  through  the  generations  a 
simple  philosophy  of  the  ages,  spoken  in  simple 

words  “life  grows  slow.” 

Not  too  far  removed 
from  this  culture  and  this 
region  is  the  bustling 
capital  city  of  New 
Mexico,  Santa  Fe,  where  the  richness  of  another 
culture  of  old  Spain  and  Mexico  persist  despite  the 
influence  of  our  Western  civilization.  And  only 
another  short  distance  away  the  city  of  Los 
Alamos  lies  nestled  in  the  typical  forested  mesas 
of  this  state,  and  the  birth  place  of  the  first  nu- 
clear destructive  force.  And  here  we  grimly  pon- 
der tomorrow’s  destruction  or  hopefully  await 
the  beauty  of  tomorrow’s  sunrise. 

New  Mexico  typifies  the  old  and  the  new;  it 
enjoys  the  beauties  of  yesterday  and  works  for 
the  hopes  of  tomorrow.  Three  great  cultures  live 
and  work  harmoniously  in  what  must  be  the  last 
frontier  of  this  great  country.  Race,  religion,  and 
creed  have  not  been  neutralized  or  besmirched 
through  the  use  of  a common  denominator. 

In  the  general  world  of  medical  progress  and 
human  needs  and  in  the  particular  world  of  social 
progress,  there  must  come  a medium  through 
which  every  person  should  have  the  advantage  of 
the  great  scientific  surge.  The  Medicare  law  is 
this  medium,  but  it  fails  in  the  idealistic  purpose 
and  removes  another  ounce  of  flesh  and  pride 
from  that  which  has  always  been  the  strength  of 
America,  its  youth. 

Volumes  have  now  been  written  in  censure  or 
approbation  of  this  new  law  of  the  land,  but  in 
the  heat  and  emotion  that  has  been  generated, 
thoughtful  people  have  not  had  the  opportunity  to 
evaluate  and  view  it  in  its  proper  perspective. 
Neither  a supernatural  gift  nor  divine  right  is 
automatically  bestowed  upon  any  law  or  decree 
formulated  by  man.  In  the  haste  and  even  in  the 


defiance  of  some  basically  sound  social  principles 
a law  may  be  written  which  inherently  creates 
evil  to  perform  good.  We  have  believed  and  do 
believe  that  the  new  Medicare  law  was  so  created 
and  devised. 

Men  of  medicine  and  men  of  honor  need  never 
approve  this  new  proclamation  of  the  land.  These 
men  must  never  have  fear  from  the  genius  or 
guile  of  man  and  in  this  spirit  we  never  need  to 
fear  the  Medicare  law.  We  need  to  fear  the  loss 
of  personal  integrity  as  we  stand  and  work  with 
the  law.  We  must  never  be  intimidated  through 
threats  of  retaliation,  nor  pay  heed  to  the  grim 
warnings  of  the  starry  eyed  social  planners  in  our 
pursuit  of  the  best  possible  care  for  the  patient. 
If  in  these  endeavors  we  are  able  to  morally  and 
ethically  work  within  the  framework  of  the  law 
we  must  not  extend  defiance  to  it  but  stand  ready 
to  assist  in  its  improvement. 

Surely,  the  use  of  a common  denominator  to 
solve  the  problems  of  human  misery  amongst  the 
people  of  all  classes  and  of  so  many  varied  and 
proud  cultural  backgrounds  is  indeed  a moment  of 
darkness  in  this  great  country.  A country  defacing 
the  image  of  its  founding  fathers  must  reflect  the 
consequences  and  anticipate  the  hazards  of  such 
a precipitous  journey.  For  no  land  in  the  world 
was  so  constructed  and  conceived  by  virtue  of  its 
heterogenous  character  that  it  can  reasonably  hope 
to  perpetuate  its  freedoms  by  the  application  of 
principles  occasionally  used  with  success  in  the 
solving  of  problems  peculiar  to  one  race  or  one 
creed  or  one  culture. 

False  prophets  under  the  guise  of  high  sounding 
slogans  have  made  conformity  a virtue  and  in- 
dividualism an  evil.  When  conformity  denies  the 
rights  and  privileges  and  removes  self-respect  and 
self-reliance  it  becomes  the  tool  of  the  few  and 
the  evil  of  the  many.  Medicine  has  long  learned 
that  life  grows  slow.  We  stand  ready  to  work  with 
the  law,  but  honor  and  duty  may  never  permit  us 
to  approve  it! 

ROBERT  P.  BEAUDETTE,  MD 

President,  New  Mexico  Medical  Society 
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ew  Mexico  was  still  a Territory,  the  stage- 
coach trip  from  the  Missouri  River  to  Santa  Fe 
took  80  to  90  days,  there  were  violent  depreda- 
tions by  the  Navajo,  Apache  and  visiting  Coman- 
che Indians,  and  violence  and  crime  were  rampant 

when  the  first  Sisters 


St.  Vincent  Hospital  * 
Celebrates  100  th 
Anniversary 


of  Charity  of  Cin- 
cinnati, Ohio,  estab- 
lished a hospital  in 
Santa  Fe  in  1865. 


This  was  the  year  that  the  Civil  War  ended,  and 
that  President  Lincoln  was  assassinated.  The 
railroad  had  not  yet  spanned  the  country  and  te- 
legraphy had  recently  linked  New  Mexico  to  the 


Fig.  1.  Photograph  dated  1887,  from  old  Fort 
Marcy,  showing  in  foreground  St.  Vincent  Hospital, 
St.  Francis  Cathedral  and  the  County  Court  House 
(now  the  site  of  the  Coronado  Building). 

east.  However,  telegraphic  communication  was 
uncertain,  since  a favorite  pastime  was  that  of 
destroying  the  telegraph  lines.  Mail  was  delivered 
about  once  a month.  Peonage  and  (Indian) 
slavery  were  still  in  existence,  although  New  Mexi- 
co had  been  in  the  Union  ranks  during  the  Civil 
War. 

In  those  early  days,  Kit  Carson,  Gen.  Tecumseh 
Sherman,  Gov.  Lew  Wallace  and  Billy  the  Kid 
were  familiar  figures.  One  of  the  first  of  the  Sis- 
ters, Sister  Blandina,  visited  Billy  the  Kid  while  he 
was  in  the  local  jail.  He  was  so  grateful  for  this  act 
of  kindness  that,  in  the  future,  whenever  he 
spotted  one  of  the  Sisters  in  a stagecoach,  he 
would  abandon  his  plans  for  a hold-up,  tip  his  hat, 
and  vanish  into  the  hills. 

In  those  early  days  Santa  Fe  was  a trading 
center  for  merchants  and  freighters,  and  an  Army 
post  existed  there.  The  first  four  Sisters  (two  of 
them  former  Civil  War  nurses)  arrived  because  of 
the  encouragement  of  Bishop  Lamy,  later  to  be- 

*  Santa  Fe,  New  Mexico. 


come  the  Archbishop,  and  familiar  to  the  world  as 
the  hero  of  Willa  Cather’s  “Death  Comes  to  the 
Archbishop.”  The  military  authorities  and  the 
Bishop  donated  wood,  meat,  and  flour  to  the 
struggling  Sisters.  In  1879,  the  Legislature  passed 
a bill  providing  $100  a month  for  the  hospital  and 
the  orphanage,  also  established  by  the  Sisters  of 
Charity. 

The  first  hospital  was  a small  adobe  structure 
with  mud  floors,  located  behind  the  famous  St. 
Francis  Cathedral.  In  1880,  a three  story  brick 
building  was  erected;  this  burned  to  the  ground  in 
1896.  In  1910  a 75  bed  hospital  was  built,  and  in 
1952  the  present  new  200  bed  unit  was  completed. 
The  growth  from  1865  to  the  present  has  been  one 
of  steady  progress;  from  four  Sisters  in  1865,  the 
staff  now  numbers  21  Sisters,  66  doctors  and  400 
employees. 

The  uncertainty  and  excitement  of  existence  in 
a frontier  town,  coupled  with  the  struggle  for 
survival  during  Indian  and  bandit  raids,  must  have 
made  both  hospital  administration  and  the  prac- 
tice of  medicine  hazardous  and  unremunerative. 
In  addition,  these  were  the  golden  days  of  patent 
medicine. 

Life  became  more  peaceful  with  the  coming  of 
Statehood  in  1910,  though  still  exciting.  Dr. 
LeGrand  Ward,  now  in  retirement  in  Santa  Fe, 
established  practice  there  in  1915.  He  recalls 
that  at  that  time,  the  small  laboratory  where  the 
doctors  did  their  own  checking  of  urine  albumin 
and  sugar,  and  blood  hemoglobin,  was  located 
west  of  the  billiard  table  on  the  first  floor  and 
that  the  hospital  was  also  a hotel  with  big  poker 
parties  frequented  by  members  of  the  State  Legis- 
lature. He  added  that  there  were  no  staff  meetings, 


Fig.  2.  St.  Vincent  Hospital  today. 
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and  that  patients  went  into  the  hospital  as  a last 
resort,  expecting  to  die  there. 

Things  are  different  now.  The  hospital  is  fully 
accredited,  staff  meetings  are  held  regularly  and 
the  poker  games  are  over.  St.  Vincent  Hospital 
authorities  reminded  us  that  the  word  “hospital,” 
literally  means  “a  place  where  a guest  is  received.” 
With  modern  developments  in  practice  of  medi- 
cine and  hospital  care,  St.  Vincent  Hospital  is  no 
longer  the  last  resort. 

MARCUS  J.  SMITH,  MD 


Pity  the  Poor 
Utilization 
Committee * 


X he  authors  of  HR  6675,  mindful  of  the 
tendency  of  human  beings  to  abuse  anything 
which  they  consider  “free”  have  cast  the  physician 
in  the  role  of  a policeman.  It  provides  that  medi- 
cal staffs  of  hospitals  shall  develop  utilization 

committees  to  control 
over-utilization  of  hospit- 
als and  physician  ser- 
vices. It  even  stipulates 
how  such  committees 
shall  be  established  in  the  event  the  hospital 

staffs  fail  to  provide  them. 

Certainly  there  will  be  no  rush  by  hospital  staff 
members  to  obtain  places  on  these  utilization  com- 
mittees. Ignoring  for  the  moment  the  obvious  fact 
that  HR  6675  will  give  the  Federal  Government 
a measure  of  control  over  even  the  most  remote 
community  hospital,  membership  on  utilization 
committees  will  no  doubt  prove  to  be  the  most 
onerous  of  many  tasks  that  staff  members  must 
accept.  At  first  glance  assignment  to  such  a com- 
mittee seems  to  ask  too  much  of  the  most  public 
spirited  physician.  If  he  carries  out  his  duties  con- 
scientiously he  could  be  forever  condemned  to  po- 
litical oblivion  both  by  his  irate  medical  colleagues 
and  the  grasping  relatives  of  the  inevitable  minor- 
ity of  senior  citizens  who  will  try  to  impose  upon 
the  plan.  If  he  is  not  conscientious  the  results 
could  be  disastrous. 

Who,  then,  should  be  appointed  to  utilization 
committees?  The  most  cantankerous  members  of 
the  staff,  who,  if  they  ever  had  any  political  am- 
bitions abandoned  them  years  ago?  Or  should 
the  quiet  ones  who  attend  staff  meetings  regularly 
but  make  their  presence  known  only  by  the  oc- 
cupation of  chairs,  never  by  offering  anything 
constructive  or  otherwise?  We  do  not  recommend 
either  of  these  classes.  Early  in  the  program,  par- 

*  Published  in  Newsletter  of  New  Mexico  Medical  Society, 
Aug.,  1965. 


ticularly,  great  care  should  be  exercised  in  the  se- 
lection of  utilization  committees  and  they  should 
be  composed  only  of  outstanding  leaders  among 
the  profession  with  well  developed  senses  of  re- 
sponsibility. Our  model  committee  member  must 
also  have  more  than  his  share  of  tact  both  in 
dealing  with  his  colleagues  and  with  the  public. 
Another  desirable  quality  is  a thick  hide  as  he  will 
be  exposed  to  slings  and  arrows  from  many 
quarters. 

But  our  utilization  committee  member  may  find 
some  consolation  in  a recent  publication  by  the 
Blue  Cross  of  New  Jersey.  This  listed  the  average 
length  of  hospitalization  for  many  surgical  pro- 
cedures. It  was  designed  as  a guide  to  committees 
which  might  be  established  to  prevent  over-utiliza- 
tion of  hospital  insurance.  We  were  pleasantly 
surprised  at  the  liberality  of  this  list  and  gratified 
to  learn  that  for  almost  every  procedure  the 
average  length  of  hospitalization  in  our  institution 
was  from  30  to  50  per  cent  less.  While  we  realize 
that  for  many  reasons  the  aged  and  welfare  pa- 
tients always  require  more  hospitalization  than  the 
average,  the  New  Jersey  table  might  be  used  as  a 
rough  guide. 

But  regardless  of  their  capabilities  the  members 
of  the  utilization  committees  will  encounter  many 
difficulties.  To  paraphrase  A.  A.  Milne,  “A  police- 
man’s life  is  terrible  hard.” 

R.  C.  DERBYSHIRE,  MD 

Santa  Fe,  New  Mexico 
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Peripheral  City,  USA 


hat  is  wrong  with  medicine  in  Peripheral 
City?  Quite  a bit,  if  we  are  to  believe  what  has  re- 
cently been  recommended  by  government  ap- 
pointed fact-finding  committees.  So  much  has  ap- 
peared in  the  press  recently  about  the  great  need 

for  centralized  treat- 
ment centers  for 
heart  disease,  stroke 
and  cancer  that  sure- 
ly the  lay  public 
must  wonder  whether  the  care  they  get  in  Periph- 
eral City  can  be  considered  anything  but  grossly 
inadequate.  It  is  my  feeling  that  many  of  the 
medical  educators  endorsing  this  are  doing  a great 
disservice  to  the  American  public  and  American 
medicine,  in  that  they  undermine  the  confidence 
of  a great  number  of  people  in  the  family  doctor 
or  the  specialist  in  Peripheral  City.  Must  these  pa- 
tients not  wonder  “Can  my  doctor  really  take  care 
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of  me?  Won’t  my  treatment  be  better  if  I go  to 
one  of  the  Centers?” 

Maybe  these  educators  should  flip  the  coin  and 
investigate  the  other  side  of  the  issue.  Perhaps 
it  would  be  a revelation  to  them  to  find  that  most 
doctors  are  active  in  postgraduate  education  and 
the  experience  gained  from  years  of  practice  has 
been  as  fruitful  for  those  in  Peripheral  City  as  the 
men  in  the  large  teaching  institutions.  Do  we  real- 
ly need  the  government  to  set  up  criteria  for  pa- 
tients to  be  sent  to  treatment  centers  or  cannot 
our  Peripheral  City  physicians’  clinical  judgment 
be  relied  upon  to  determine  if  patients  should  be 
sent  to  already  existing  diagnostic  centers  for 
diagnosis  and/or  treatment  of  major  problems. 

And  what  about  the  younger  men,  the  interns 
and  residents  who  have  attended  these  Metropolis 
Institutions  in  more  recent  years?  Have  they  sud- 
denly become  devoid  of  knowledge  because  they 
leave  the  large  teaching  centers  and  prefer  to  live 
in  smaller  towns?  Let  us  not  assume  that  the 
doctors  in  Peripheral  City  are  devoid  of  knowl- 
edge merely  because  they  prefer  not  to  live  in 
areas  where  medical  centers  are  located. 

One  of  the  reasons  offered  for  centralized  treat- 
ment centers  is  the  time  factor  involved  in  getting 
the  patients  to  a medical  center  area,  should 
complications  occur.  However,  with  modern  trans- 
portation, it  is  doubtful  that  there  is  a large  treat- 
ment center  more  than  two  hours  away  from  us 
by  plane.  Certainly,  we  have  all  spent  that  much 
time  going  across  town  in  Los  Angeles,  Chicago, 


and  New  York  when  the  freeways  are  congested, 
so  actually  maybe  our  patients  are  no  farther  from 
specialized  help  than  those  in  Metropolis  who  can 
wait  interminably  for  their  doctor  who  is  fighting 
his  way  through  impossible  traffic  conditions. 

We  will  all  admit  that  Peripheral  City  does  not 
have  the  full  gamut  of  tools  available  for  the 
diagnosis  of  the  case  that  requires  this  or  that 
specific  diagnostic  instrument,  but  how  much 
better  it  would  be  for  the  educators  to  improve  the 
public  image  of  the  doctor  in  Peripheral  City  by 
stating  that  the  equipment  necessary  for  the  diag- 
nosis of  fully  90  to  95  per  cent  of  his  cases  is 
available  within  his  area;  thus  the  personal  doctor- 
patient  relationship  would  be  improved,  rather 
than  discouraged.  Do  not  many  of  us  wonder  if 
the  impersonal  attitude  that  is  rapidly  being  as- 
sumed by  many  educators  accounts  for  much  of 
the  same  attitude  taken  by  the  government  in  then- 
treatment  of  the  medical  profession  today  and 
should  not  the  medical  educators  encourage, 
rather  than  discourage,  an  intimate  doctor-patient 
relationship?  I think  most  of  our  patients,  even 
today,  prefer  the  personal  touch  of  their  own 
physician  to  merely  being  Chart  895  in  Bed  6, 
Ward  10  in  Metropolis  Hospital. 

Perhaps  these  medical  educators  could  them- 
selves become  educated  by  visiting  Peripheral  City 
and  seeing  that  our  brand  of  medicine  is  not  as 
archaic  as  they  suspect. 

EMMIT  M.  JENNINGS,  MD 

Roswell,  New  Mexico 


30 


Vhere  does  one  vacation  give  you  all  this?  Only  in  the  nn  State  of 

NEW  MEXICO 


Exciting  as  a foreign  land!  Comfortable  as  home! 


For  the  vacation  of  a lifetime 
come  to  New  Mexico  — 
the  land  of  enchantment 

1.  Magnificent  Carlsbad  Caverns 
National  Park  has  thrilled  millions 
with  its  awesome  beauty. 

2.  Sparkling  cool  lakes  and  green 
forests  can  be  found  everywhere  in 
New  Mexico.  The  fishing  is  great! 

3.  What's  your  pleasure?  Accom- 


modations to  suit  every  budget 
can  be  found  in  New  Mexico, 
where  the  living  is  relaxed  and 
easy. 

4.  The  venerable  missions  have 
watched  history  unfold  over  hun- 
dreds of  years. 

5.  Indians  of  all  ages  take  part  in 
the  colorful  dances  and  ceremo- 
nials at  the  pueblos  and  on  the 
reservations. 


FREE:  For  colorful  literature 
about  New  Mexico,  write  Depart- 
ment of  Development,  Box  M-l 
Santa  Fe,  New  Mexico. 


See  the  U.S.A. 


Jaok  M.  Campbell 

GOVERNOR 


Salud: 

I am  happy  to  salute  the  readers  of  the  Rocky  Mountain  Medical 
Journal  on  the  publication  of  its  first  New  Mexico  issue. 

The  practice  of  medicine  in  one  form  or  another  goes  back  many 
centuries  along  the  Rio  Grande.  Although  we  like  to  think  that 
our  comfortable  climate  and  daily  dose  of  sunshine  take  up  where 
the  healing  arts  leave  off,  we  are  grateful  for  the  many  contribu- 
tions that  physicians  have  made  to  the  well-being  of  our  people 
and  the  progress  of  our  State.  Not  only  have  they  helped  mend 
our  bodies  and  soothe  our  spirits,  but  they  have  been  leaders  in 
countless  civic  projects  and  charitable  programs.  We  appreciate 
the  cooperation  we  have  received  from  other  Rocky  Mountain 
States  in  the  training  of  New  Mexico  medical  students  in  past  years. 
We  are  proud  of  the  new  medical  school  now  in  the  building  at  The 
University  of  New  Mexico.  It  was  my  privilege  to  help  introduce 
and  support  the  legislation  creating  this  school,  with  the  encour- 
agement of  medical  doctors  throughout  the  State.- 

I hope  you  will  have  the  opportunity  to  see  New  Mexico  for  your- 
self and  observe  the  colorful  mingling  of  various  cultures,  the 
compatibility  of  the  ancient  and  the  modern,  and  the  upsurge  of 
interest  in  science,  education  and  culture  that  is  making  the 
Land  of  Enchantment  a great  place  to  live. 
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Plague — 

Laboratory  experiences  in  diagnosis  of  four  outbreaks 


Daniel  E.  Johnson,  PhD,*  Albuquerque,  New  Mexico 


Twelve  cases  of  plague  were  reported  in 
the  United  States  in  ten  years,  all  in  the 
western  states.  The  six  cases  in  New 
Mexico  are  reviewed  in  this  article. 

Plague  is  primarily  a disease  of  rodents  with 
fleas  transmitting  the  disease  from  one  animal  to 
another.  When  man  accidentally  becomes  involved 
in  this  cycle,  he  undergoes  an  acute  febrile  illness. 
The  usual  incubation  period  is  three  to  five  days 
followed  by  clinical  manifestations  of  bubonic, 
pneumonic,  septicemic,  meningeal,  tonsillar,  or 
other  involvements.  Any  two  or  more  of  these 
involvements  may  occur  simultaneously  in  a case 
of  plague.  When  axillary  and/or  inguinal  lymph- 
adenopathy  of  unknown  origin  is  encountered  in  a 
patient  in  an  epizootic  area  of  plague  or  in  one 
who  has  recently  been  in  an  epizootic  area,  the 
possibility  of  plague  should  be  entertained.  The 
mortality  rate  of  untreated  plague  may  be  about 
65  per  cent.  If  an  early  diagnosis  is  made  and  ade- 
quate therapy  is  instituted,  the  infection  may  be 
readily  cured. 

In  the  United  States  in  the  period  from  1954 
through  1963  there  were  12  cases  of  plague  re- 
ported. These  are  shown  in  Table  1.  Six  of  these 
12  cases  occurred  in  the  State  of  New  Mexico. 

In  New  Mexico  plague  is  known  to  occur  in 
22  of  32  counties.  The  distribution  of  these  coun- 
ties is  shown  in  Fig.  1.  The  presence  of  plague 
has  been  demonstrated  by  the  isolation  of 
Pasteurella  pestis  from  wild  rodents  or  rabbits 
collected  in  surveys  or  found  dead  in  their  natural 
habitat.  Human  cases  of  plague  have  been  re- 
ported in  seven  of  these  22  counties.  It  is  of 
great  interest  that  in  three  of  these  seven  counties, 

* Director  of  Public  Health  Laboratories,  New  Mexico  De- 
partment of  Public  Health. 


the  human  infections  were  associated  with  ex- 
posure to  rabbits  and  their  fleas. 

Review  of  cases 

The  first  of  this  series  occurred  in  1959.  The 
young  girl  had  been  treated  in  a local  hospital. 
Streptococci  and  staphylococci  normally  found 


TABLE  1 

REPORTED  CASES  OF  PLAGUE  IN  UNITED 
STATES  1954-1963* 


YEAR 

NEW  MEXICO 

UNITED  STATES 

1954 

0 

0 

1955 

0 

0 

1956 

0 

1 

(California) 

1957 

0 

1 

(Colorado) 

1958 

0 

0 

1959 

1 

4 

(California,  2; 
Colorado,  1) 

1960 

2 

2 

1961 

3 

3 

(One  died  in  Boston, 
Massachusetts) 

1962 

0 

0 

1963 

0 

1 

(Arizona,  died  in 
New  Mexico) 

6 

12 

* Adapted  from  the  "Morbidity  and  Mortality  Weekly  Re- 
port,” U.  S.  Public  Health  Service  Communicable  Disease 
Center,  Vol.  12:413. 


in  the  nasopharynx  had  been  isolated  from  throat 
cultures.  The  patient  went  into  a crisis  at  home 
and  died  in  an  ambulance  en  route  to  the  hospital. 
At  autopsy  a hemorrhagic  cervical  lymph  node 
was  removed.  A gram-negative  rod  was  recovered 
by  culture  from  this  lymph  node.  This  organism 
was  submitted  to  the  State  Public  Health  Labora- 
tory, where  it  was  identified  as  P.  pestis  by  culture, 
agglutination  reaction,  phage  reaction,  and  animal 
inoculation.  The  isolation  was  confirmed  by  the 
Plague  Laboratory  in  San  Francisco.  P.  pestis  was 
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I I No  plague  reported 


Figure  1.  Distribution  of  Plague  in  New  Mexico. 

demonstrated  in  a tissue  impression  preparation 
by  the  fluorescent  antibody  technic,  by  the  Com- 
municable Disease  Laboratory  in  Atlanta,  Geor- 
gia. A history  was  later  obtained  that  the  patient 
had  been  exposed  to  fleas  from  cottontail  rabbits. 
Antibodies  against  plague  were  demonstrated  by 
the  Plague  Laboratory  in  San  Francisco  in  the 
blood  serum  of  a dog  that  belonged  to  the  family. 

The  next  two  cases  occurred  in  1960  in  two 
soldiers  who  had  been  hunting  cottontail  rabbits 
about  30  miles  north  of  Roswell.  They  developed 
axillary  lymph  node  adenopathy  and  were  hos- 
pitalized in  Roswell.  Therapy  was  instituted.  A 
gram-negative  rod  was  isolated  from  blood  cul- 
tures. The  culture  was  submitted  to  the  State 
Public  Health  Laboratory,  and  the  organism  was 
identified  as  P.  pestis  by  culture,  agglutination  re- 
action, phage  reaction,  and  animal  inoculation. 
The  identification  was  confirmed  by  the  Plague 
Laboratory  in  San  Francisco. 

In  1961  three  more  cases  occurred  within  a 
few  days  in  the  Santa  Fe-Pecos  area.  A critically 
ill  male  was  admitted  to  the  hospital  in  Santa  Fe. 
His  condition  deteriorated  rapidly  and  he  died 
within  a few  hours  after  admission.  Many  gram- 
negative rods  were  observed  in  the  fixed  lung 
tissue  sections.  Subcultures  were  made.  One  was 
submitted  to  the  State  Public  Health  Laboratory 
and  a second  was  submitted  to  a Federal  Govern- 


ment hospital.  P.  pestis  was  not  isolated  by  cul- 
ture or  animal  inoculation  by  the  State  Public 
Health  Laboratory,  but  was  isolated  from  a mixed 
culture  by  the  Federal  Government  Hospital.  A 
second  case  occurred  within  a few  days  after  this 
diagnosis.  The  patient  received  an  early  diagnosis, 
treatment  was  started  immediately,  and  he  made 
an  uneventful  recovery.  A third  case  received  his 
exposure  in  a near-by  area  of  the  State.  He  left 
the  State  by  airplane  during  his  incubation  period. 
He  became  ill  en  route  to  Boston,  Massachusetts, 
where  he  died  in  a hospital.  A diagnosis  of  plague 
was  made  at  autopsy  after  a communication  from 
the  New  Mexico  State  Health  Department,  which 
had  learned  that  the  patient,  a geologist,  had  be- 
come ill  en  route  to  Boston,  Massachusetts. 

In  1963  an  Indian  sheepherder  in  Arizona  be- 
came critically  ill  and  was  admitted  to  a hospital 
in  Gallup,  New  Mexico.  His  condition  deter- 
iorated rapidly  and  he  died  within  a few  hours. 
Gram-negative  pleomorphic  rods  were  observed 
in  a stained  blood  film.  A tentative  diagnosis  of 
tularemia  was  suggested  because  he  gave  a history 
of  killing  a wild  rabbit  and  feeding  it  to  his  sheep 
dogs.  A blood  culture  was  obtained  and  forwarded 
to  the  State  Public  Health  Laboratory.  This 
proved  to  be  a mixed  culture.  Diplococcus  pneu- 
moniae Type  III  was  identified  by  culture  and 
serotyping.  P.  pestis  was  isolated,  and  identified 
by  culture,  phage  reaction,  agglutination  reaction, 
and  animal  inoculation.  Mixed  cultures  of  D. 
pneumoniae  Type  III  and  P.  pestis  were  isolated 
in  large  numbers  from  the  liver,  spleen,  and  lung 
tissues.  D.  pneumoniae  was  isolated  within  15  to 
18  hours,  but  colonies  of  P.  pestis  were  not  ob- 
served until  48  hours.  The  isolation  of  P.  pestis 
was  confirmed  by  the  Plague  Laboratory  in  San 
Francisco,  Communicable  Disease  Center,  At- 
lanta, Georgia,  and  Walter  Reed  Army  Institute  of 
Research  Laboratory.  Their  fluorescent  antibody 
tests  for  P.  pestis  were  immediately  positive  and 
these  were  confirmed  by  culture,  phage  reaction, 
agglutination  reaction,  and  animal  inoculation. 

Identification 

The  microbiologic  reactions  that  are  used  in  the 
identification  of  P.  pestis  are  shown  in  Table  2. 
Pasteurella  pseudotuberculosis  is  included  for 
comparison  because  it  may  be  confused  with  P. 
pestis.  The  reactions  that  are  useful  in  the  isola- 
tion and  rapid  identification  of  P.  pestis  are: 

1 . Rate  of  growth  on  blood  agar. 

2.  No  hemolysis  of  blood  agar. 
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TABLE  2 


REACTION 

P.  PESTIS 

P.  PSEUDOTUBERCULOSIS 

1.  Motility  20°  C. 

— 

+ 

35°-37°  C. 

- 

- 

2.  Capsule  or  envelope 

+ 

- 

3.  Rate  of  growth 

Slow  (24-48  hours) 

Rapid  (24  hours) 

4.  Hemolysis  on  blood  agar 

- 

- 

5.  Lysed  by  Phage  25°  C.* 

+ 

- 

35°-37°  C. 

+ 

+ 

6.  Growth  on  desoxycholate 

Small  reddish,  pinpoint,  colonies,  few 

Many  yellow,  large,  opaque 

agar — 48  hrs.  at  35°-37°  C.* 

in  number 

colonies 

7.  MacConkey’s  agar 

+ 

+ 

Colonies  round,  pinpoint,  clear  to  trans- 
lucent 

8.  Agglutinated  with  specific 
anti-plague  serum* 

+ 

Cross  reaction  may  occur  if 
serum  is  not  carefully  prepared 
and/or  absorbed 

9.  Stained  with  fluorescent 

+ 

- 

antibody  for  P.  pestis* 

White  rats  - 

10.  Pathogenicity* 

Mice,  rats,  guinea  pigs,  rabbits,  etc. 

Other  rodents  + 

11.  Biochemicals: 

a.  urea  (Christensen)* 

- (but  grows) 

+ 

b.  nitrates  reduced  to  nitrites 

+ 

+ 

c.  indol 

+ 

— 

d.  methyl  red 

- 

A 

e.  rhamnose* 

- 

A 

f.  glucose 

A 

A 

g.  mannitol 

A 

A 

h.  dulcitol 

- 

— 

i.  melibiose* 

- 

A 

j.  sucrose 

- 

±A 

k.  lactose 

- 

- 

1.  arabinose 

A 

A 

Prepared  by  W.  B.  Cherry,  Laboratory  Branch,  Communicable  Disease  Center,  Atlanta,  Georgia,  U.S.A. 
* Indicates  most  useful  differential  diagnostic  tests. 


3.  Lysis  by  phage  at  37°  C.  and  20°-25°  C. 
(room  temperature). 

4.  Fluorescent  antibody  reaction  (specific  ab- 
sorbed antiserum  is  difficult  to  obtain). 

5.  Agglutination  by  absorbed  sera. 

6.  Pathogenicity  in  mice,  rats,  guinea  pigs, 
rabbits,  etc. 

A high  index  of  suspicion  of  plague  is  of  utmost 
importance  for  its  early  diagnosis,  which  is  neces- 
sary for  its  proper  and  successful  management. 
Clinical  specimens  for  diagnosis  of  plague  should 
be  submitted  to  a laboratory  equipped  and  staffed 
to  provide  rapid  isolation  and  identification.  The 
fluorescent  antibody  technique  offers  a rapid 
method  of  diagnosis,  but  it  requires  expensive 
equipment,  experienced  technologist,  and  specific 
absorbed,  tagged  antiserum,  which  is  difficult  to 
obtain  or  prepare.  After  isolation,  the  lysis  by 


phage  provides  a rapid  means  of  identification  of 
P.  pestis.  Animal  inoculation  provides  character- 
istic lesions  with  virulent  P.  pestis  organisms,  but 
it  takes  a few  days  for  them  to  develop.  Use  of  the 
enteric  media,  Desoxycholate  Agar  and  Mac- 
Conkey’s  Agar,  may  be  helpful  in  isolation  from 
mixed  flora.  Mixed  cultures  from  terminally  ill 
patients  may  obscure  or  increase  the  difficulty  of 
making  a bacteriologic  diagnosis.  It  is  significant 
that  rabbits  were  associated  with  three  of  the 
six  cases  of  plague.  The  cottontail  rabbit  is  hunted 
as  a sport  and  source  of  food. 

Summary 

Six  cases  of  plague  were  reported  in  New  Mexi- 
co between  1954  and  1963.  These  are  reviewed 
briefly  with  emphasis  on  laboratory  tests  for  early 
identification,  so  that  prompt  treatment  may  be 
instituted.  • 
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The  painful  jaw  joint 


“ Ope  not  thy  marble  jaws,  but  get  thee 
to  a nunnery,  go!” — Hamlet,  via 
Huckleberry  Finn. 

Treatment  of  the  temporomandibular  joint 
suggested  in  the  above  situation  would  hardly  be 
the  method  of  choice  in  this  day  and  age,  and 
moreover  would  help  only  half  the  total  number 
of  patients  anyway!  The  temporomandibular 
joint,  along  with  the  sternoclavicular,  are  the 
only  two  primordial  joints  that  remain  in  the 
human  frame,  with  original  complete  cartilaginous 
partitions,  or  menisci  separating  the  joint  into 
two  different  compartments.  The  knee  joint,  to 
be  sure,  has  menisci  of  a partial  type,  which  are 
functionless  remnants  of  the  complete  primitive 
partition.  Partial  or  complete,  these  menisci  have 
the  unhappy  faculty  of  tearing  loose,  fracturing 
crosswise  or  lengthwise,  and  like  broken  bearings, 
jamming  the  living  machinery  of  the  joint. 

On  the  average,  the  clinician  sees  involvement 
of  the  temporomandibular  joint  less  often  than 
that  of  the  axial  or  appendicular  joints,  due 
chiefly,  I think,  to  the  fact  that  the  partitioning 
meniscus  prevents  the  articulating  condyle  and 
condylar  fossa  from  grinding  too  much  together 
and  becoming  stiff  and  ankylosed.  The  meniscus 
acts  like  a built-in  or  prophylactically  preformed 
natural  “arthroplasty”  that  keeps  the  articulating 
surfaces  from  contact.  One  must  remember  how 
very  thin  the  bony  barrier  is  at  this  point,  between 
the  roof  of  the  condylar  socket  in  the  temporal 
bone  and  the  dura  on  the  opposite  intracranial 
surface.  It  is  possible  for  the  bone  to  become 
eroded  extremely  thin  at  this  point.1 

Diagnostic  problems 

The  diagnostic  approaches  to  disorders  of  this 
small  joint  are  many  and  varied — somewhat  in  the 
spirit  of  those  of  the  famous  five  blind  men  who 
each  in  his  turn  described  an  elephant,  depending 
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on  which  part  he  felt.  One  patient  will  come  to  an 
internist,  complaining  of  headache;  another  to 
an  otolaryngologist,  complaining  of  earache,  in- 
termittent deafness  or  tinnitus;  another  to  an  ortho- 
pedic surgeon,  complaining  of  a locking  jaw; 
many  to  a dentist,  presenting  the  problem  of  mal- 
occlusion or  trismus.  Tertiary  syphilis,  in  the  form 
of  cerebral  leptomeningitis,  involving  the  fifth 
cranial  nerve,2  may  be  a cause  for  bafflment.  And 
occasionally  one  will  seek  refuge  with  a psychi- 
atrist for  relief  of  his  tension,  clenching  of  teeth 
and  extreme  nervousness.  In  a most  basic  and 
exhaustive  paper,  Costen1  describes  a “syndrome 
of  ear  and  sinus  symptoms  dependent  upon  dis- 
turbed function  of  the  temporomandibular  joint.” 
He  emphasizes  the  protean  nature  of  the  syn- 
drome— how  it  mimics  many  affections,  putting 
considerable  strain  on  one’s  diagnostic  acumen, 
all  out  of  proportion  to  such  a small  mechanism. 
Waite3  deals  with  the  joint  as  a dental  problem, 
considering  malocclusions  of  the  teeth  of  various 
types  as  an  underlying  cause,  and  treating  them 
with  splints  and  prostheses,  with  frequent  success. 
Mallett4  emphasizes  myositis  of  the  muscles  of 
mastication,  with  accompanying  changes  in  the 
shape  of  the  mandibular  condyle.  To  demonstrate 
these  changes,  an  interesting  x-ray  technique  was 
developed  by  Parma,5  in  which  the  x-ray  tube  is 
brought  very  close,  without  its  cone,  to  the  oppo- 
site side  of  the  face,  a small  distance  anterior  and 
inferior  to  the  opposite,  normal  temporomandibu- 
lar joint,  with  the  affected  joint  against  the  film. 
The  spreading  rays  thus  nullify  the  obliterating 
effect  of  the  uninvolved  joint. 

Many  patients,  of  course,  will  already  have 
localized  their  trouble,  and  present  themselves 
complaining  of  a painful  jaw  joint,  with  or  with- 
out clicking  or  locking.  The  underlying  cause 
may  be  capsular  or  muscular  tension,  which  can 
be  treated  with  exercises,  passively  stretching  the 
jaws  farther  open  by  bilateral  thumb  and  finger 
pressure  many  times  daily.4  In  these  later  days 
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hydrocortone  has  become  a most  effective  agent, 
especially  in  cases  of  acute  synovitis  or  rheuma- 
toid arthritis.  Injection  of  the  joint  will  sometimes 
relieve  even  a torn  meniscus.  Wiring  the  jaws  is 
seldom  effective.  The  procedure  simply  aggravates 
any  malocclusion  and  is  nothing  short  of  dis- 
astrous in  rheumatoid  arthritis,  hastening  anky- 
losis. When  the  patient  complains  only  of  pain, 
with  tenderness  localized  over  the  joint,  and  per- 
haps some  capsular  distention  to  be  felt,  an  injec- 
tion of  hydrocortone  or  methyl  prednisolone  will 
often  completely  and  permanently  relieve  the 
symptoms.  In  such  cases  the  injection  should  be 
followed  by  a thorough  dental  investigation.  Mal- 
occlusion, caries  or  local  alveolar  infection  may 
turn  out  to  be  the  local  underlying  cause.  In  addi- 
tion to  pain,  the  patient  may  complain  of  clicking, 
gliding  or  stubborn  locking  of  the  jaw  joint,  in- 
dicative of  a local  mechanical  derangement.  When 
one  at  long  last  has  decided  that  exercises,  splints, 
injections  or  other  conservative  measures  will  be 
fruitless,  it  remains  for  the  joint  to  be  approached 
surgically. 

Operative  procedure 

Happily,  the  chief  landmark  of  the  temporo- 
mandibular joint  is  the  joint  itself,  which  is  easily 
felt  while  the  mouth  is  actively  or  passively  opened 
and  shut.  In  cases  of  rigid  ankylosis,  especially 
with  deformity  due  to  loss  of  bone  from  infection, 
a real  challenge  is  thrown  down  before  the  opera- 
tor— to  make  his  incision  far  enough  in  front  of 
the  auriculotemporal  nerve,  and  far  enough  be- 
hind the  temporal  branches  of  the  facial  nerve! 
The  general  landmarks  (and  hazards)  are  shown 
in  Fig.  1 . There  are,  unfortunately,  no  road  signs, 
elevations,  friendly  promontories  or  headlands  to 
mark  the  course  of  the  facial  nerve.  It  springs 
from  the  stylomastoid  foramen,  crosses  the  ramus 
of  the  mandible,  and  straightway  sends  up  an  im- 
portant motor  branch  over  the  zygomatic  arch, 
again  with  no  particular  landmark.  The  incision 
begins  above  and  anterior  to  the  helix  of  the  ear, 
continuing  downward,  cutting  through  the  dermis 
only,  for  about  one  third  the  distance  to  the  angle 
of  the  mandible.  The  dermis  is  cautiously  retract- 
ed and  the  incision  deepened  in  its  upper  portion 
down  to  the  hard  bone  of  the  zygoma.  The  thin 
subcutaneous  layer  is  then  bluntly  and  sharply 
divided,  to  expose  the  zygomatic  and  capsular 
fascia,  and  finally  the  capsule  of  the  joint  itself, 
Fig.  2.  One  works  down  the  neck  of  the  mandible 
no  farther  than  necessary,  carefully  dissecting  the 


anterior  aspect  of  the  capsule  free  of  cover,  re- 
membering that,  even  though  the  main  maxillary 
vessels  will  be  avoided,  it  is  still  possible  to  set  off 
a profuse,  annoying  and  even  alarming  hemor- 
rhage from  the  maxillary  branches  or  from  the 
vascular  retrocondylar  pad  of  Luschka.  At  this 
point  one  is  sometimes  put  to  the  necessity  of 
packing  off  a deep  hemorrhage  and  continuing  the 
operation  at  another  session.  I have  been  com- 
pelled to  pack  one  such  twice,  in  a four  year  old 
girl  with  an  ankylosed  and  badly  deformed  jaw, 
completing  the  operation  at  a third  session.  After 
exposing  the  joint  capsule,  one  incises  it  longi- 
tudinally and  transversely,  Fig.  3.  The  torn  menis- 
cus then  shows  itself,  and  is  grasped,  Fig.  4,  and 
dissected  free  with  sharp  dissection.  The  condyle 
of  the  mandible  should  be  inspected  at  this  stage. 
If  it  seems  to  be  healthily  covered  with  good  artic- 
ular cartilage,  the  operation  can  be  terminated  and 
closure  effected.  If  the  condyle  is  deformed  or  the 
articular  cartilage  badly  eroded,  the  condyle 
should  be  completely  resected,  preferably  with 
gouge  or  saw  . . . never  with  rongeur  (any  instru- 
ment with  jaws  is  apt  to  include  the  maxillary 
branches  or  part  of  the  retrocondylar  vascular 
pad,  with  copious  hemorrhage  resulting).  One 
experience  with  this  takes  such  an  occurrence  en- 
tirely out  of  the  purely  academic  field!  The  neces- 
sary retraction  during  the  intracapsular  part  of  the 
operation  may  pull  unduly  upon  the  temporal 
branches  of  the  facial  nerve  (emphasis  on  the 
facial  nerve  is  to  be  noted  in  all  the  illustrations), 
with  resulting  loss  of  ability  to  raise  the  eyebrow 
on  that  side.  This  complication  should  be  only 
temporary,  and  if  the  patient  has  been  properly 
prepared  psychologically  beforehand,  he  will  re- 
gard it  as  no  more  than  a minor  complication,  and 
will  cultivate  a well  adjusted  and  philosophical 
attitude.  Needless  to  say,  an  irreparably  damaged 
facial  nerve  requires  a little  more  than  philosophy! 

The  patient  may  present  himself  with  a com- 
pletely ankylosed  temporomandibular  joint,  with 
or  without  deformity,  Fig.  5.  The  diagnosis  is 
simple  enough:  complete  immobility  of  the  jaw, 
without  pain.  In  approaching  such  a lesion,  one 
does  not  have  the  reassuring  palpable  moving  joint 
to  keep  one’s  sharp  edge  in  the  proper  path,  but 
the  incision  and  dissection  are  much  the  same. 
The  exposed  condyle  is  chiselled  free  of  the  tem- 
poral bone  (in  some  fractures,  the  neck  of  the 
mandible  may  be  solidly  united  to  the  zygomatic 
arch,  with  the  condyle  lying  deep)  with  a small 
gouge,  Fig.  6,  and  trimmed  down  to  the  neck  of 
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the  mandible  with  gouge,  burr  or  oscillating  saw. 
To  give  a patient  back  his  bite  by  means  of  this 
relatively  simple  procedure  seems  to  me  most 
gratifying. 

Case  report 

Mrs.  M.  U.,  aged  43,  gave  no  history  of  injury. 
There  was  gradually  increasing  frequency  of  painful 
locking  of  the  left  temporomandibular  joint.  When 
the  patient  was  first  seen,  she  was  advised  to  use  a 
head  bandage  to  rest  the  jaw,  and  to  remind  herself 
not  to  chew  or  talk.  With  continued  and  increasing 
symptoms,  0.5  cc.  of  methyl  prednisolone  was  in- 
jected into  the  joint  space,  with  at  first  fairly  long 
lasting  relief.  After  the  third  injection,  the  relief  did 
not  last.  At  operation  the  meniscus  was  found  to  be 
torn  around  its  outer  periphery,  with  its  edge  smooth- 
ly rounded.  The  meniscus  was  removed  in  toto.  The 
postoperative  course  was  entirely  benign,  except  for 
loss  of  ability  to  raise  the  left  eyebrow.  Since  she  had 
been  previously  prepared  psychologically,  she  main- 
tained perfect  aequanimitas,  allowing  that  she  had 


the  “better  of  the  trade”!  Motor  function  completely 
returned  after  twelve  weeks. 

Summary  and  conclusions 

Attention  is  called  to  the  peculiar  nature  of  the 
temporomandibular  joint,  and  the  various  mani- 
festations of  its  disorders.  While  the  painful  jaw 
joint  is  not  too  easy  to  treat,  yet  it  responds  to 
energetic  and  well  directed  efforts  to  relieve  it. 
Internal  derangements  are  especially  amenable  to 
surgical  correction.  While  it  is  a small  joint,  de- 
rangement of  it  can  be  very  distressing,  particularly 
when  it  impedes  that  popular  pastime — eating!  • 
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Small  community  fluoridation  program 

in  New  Mexico 


Walter  D.  Atkins,  DDS,  MPH,  Santa  Fe,  New  Mexico® 


In  1947  an  act  was  passed  by  the  New  Mexico 
Legislature  to  furnish  pure  water  supplies  to  un- 
incorporated communities  in  New  Mexico.  These 
communities  average  forty  families.  In  1957  an 
amendment1  was  added  to  this  act  to  add  sewerage 
systems  in  these  same  communities. 

An  outgrowth  of  this  project  was  to  add 
fluorides  to  all  of  these  systems  that  were  found  to 
be  deficient.  This  program2  was  begun  in  1961. 
To  date,  25  systems  have  been  equipped  with 
feeders  and  are  maintained  on  a periodic  basis  to 
keep  the  levels  at  optimum. 

All  water  systems  are  deep  wells.  Small  fluoride 
feeders  (manufactured  by  B-I-F  Industries,  Inc., 
Providence,  Rhode  Island,  and  Culligan,  Inc., 
Northbrook,  Illinois)  were  found  to  be  adequate 
as  to  supply,  and  very  durable.  The  cost  of  in- 
stallation is  approximately  $150.  This  includes 
the  feeder,  all  necessary  equipment,  and  installa- 
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tion.  The  annual  maintenance  cost  is  approximate- 
ly 40  cents  per  person. 

These  feeders  have  the  capacity  to  serve  com- 
munities with  a maximum  population  of  1,500. 


Feeding  system  used  in  fluoridation  project.  New  Mexico 


Therefore,  this  method  can  be  used  very  effective- 
ly in  rural  consolidated  schools  as  a means  of 
giving  dental  decay  protection  to  a very  large  pop- 
ulation of  children.  • 
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Alcoholism — 

Medical  management  of  the  acute  withdrawal  phase 

John  D.  Abrums,  MD,  Albuquerque,  New  Mexico* 


A medical  treatment  program  for  acute 
alcoholism,  tried  on  over  2,500  patients, 
is  recommended  for  patients  in  a general 
hospital. 

Although  at  times  the  medical  management  of 
the  acute  phases  of  alcoholism  can  be  very  com- 
plex and  require  the  use  of  a variety  of  drugs  and 
coordination  of  all  available  medical  facilities,  it 
has  been  our  experience  that,  for  the  most  part, 
the  following  program  is  extremely  useful  in 
handling  most  of  the  problems  which  arise,  and,  if 
begun  immediately  after  cessation  of  drinking, 
can  prevent  many  of  the  usual  complications.  The 
following  medical  program  has  now  been  utilized 
for  the  past  nine  years.  A total  of  2,587  patients, 
representing  all  types  of  chronic  alcoholics  and 
coming  from  all  social  and  economic  levels  have 
been  treated  at  the  Turquoise  Lodge,  located  near 
Albuquerque.  This  is  an  institution  established  by 
the  State  of  New  Mexico  through  its  Commission 
on  Alcoholism  as  a treatment  facility  for  alco- 
holics or  “rehabilitation  center.”  New  admissions 
accounted  for  2,104  patients  and  the  remainder 
were  readmissions,  having  been  treated  at  some- 
time in  the  past. 

Treatment  program 

The  patient  who  arrives  at  the  hospital  intoxi- 
cated is,  of  course,  often  confused,  argumentative, 
frequently  resentful,  garrulous  and  may  even  be 
denying  the  need  for  hospitalization.  A sympa- 
thetic but  firm  attitude  on  the  part  of  the  staff  is 
required.  The  first  step  in  the  treatment  should  be 
the  abrupt  and  complete  withdrawal  of  all  alcohol. 
There  is  no  justification  for  the  traditional  gradual 
withdrawal  or  “tapering  off”  that  most  alcoholics 
think  they  require. 

Because  post-alcoholic  convulsions  are  one  of 
the  most  serious  complications  in  the  treatment 
of  this  problem,  all  patients  are  given  orally,  im- 
mediately after  admission,  90  mgm.  of  diphenyl- 
hydantoin,  which  is  repeated  every  six  hours  for 
five  days  and  phenobarbital,  30  mgm.,  which  is 

* Dr.  Abrums,  a practicing  Internist,  is  Clinical  Associate  in 
Medicine,  University  of  New  Mexico  School  of  Medicine,  and 
Medical  Director,  Turquoise  Lodge,  Albuquerque. 


given  every  four  hours  for  eight  doses,  and  then 
every  six  hours  for  five  days.  Before  this  method 
of  attempting  to  prevent  convulsions  was  instituted 
routinely,  post-alcoholic  convulsions  were  frequent 
(occurring  in  5 to  7 per  cent  of  the  admissions), 
and  occasionally  very  serious.  Since  these  medica- 
tions have  been  used  routinely  in  all  patients  and 
started  immediately  after  alcohol  is  withdrawn, 
only  12  patients  have  had  convulsions  in  the  past 
nine  years.  Nine  of  these  convulsions  occurred 
within  the  first  few  hours  after  admission  and  all 
occurred  in  patients  who  for  some  reason  had 
had  withdrawal  of  alcohol  several  days  before 
being  admitted  to  the  hospital.  It  is  now  our  policy 
to  initiate  such  preventive  treatment  with  sodium 
phenobarbital,  120  mgm.,  intramuscularly  in  pa- 
tients who  have  had  a prolonged  drinking  bout 
and  who  have  stopped  drinking  several  days  be- 
fore being  admitted.  This  program  is  also  carried 
out  in  patients  who  give  a history  of  having 
previously  had  convulsions.  Prior  to  using  pheno- 
barbital combined  with  diphenylhydantoin,  di- 
phenylhydantoin  alone  was  used  but  did  not  seem 
to  be  effective  in  preventing  convulsions.  Recent 
experimental  work  in  dogs  seems  to  verify  this 
clinical  observation.1  It  is  our  feeling  that  proper 
sedation  is  an  essential  part  of  this  early  treat- 
ment. However,  if  patients  on  admission  are  co- 
operative, even  though  intoxicated,  and  it  appears 
that  they  will  sleep  for  several  hours  from  the 
depression  of  the  alcohol  alone,  they  are  allowed 
to  do  so.  If  on  the  other  hand,  the  patient  is  rest- 
less at  the  time  he  is  admitted,  he  is  given  50 
mg.  of  promazine  hydrochloride  intramuscularly. 
If  the  patient  has  slept  for  several  hours  without 
sedation,  the  same  dose  of  promazine  hydro- 
chloride is  given  immediately  upon  awakening.  In 
either  event,  the  same  dose  of  promazine  hydro- 
chloride is  repeated  six  hours  after  the  first.  This 
dosage  is  usually  adequate  to  bring  about  relaxa- 
tion and  often-times  sleep,  although  the  patient 
can  be  easily  aroused  to  take  oral  fluids  and 
fruit  juices. 

Immediately  after  admission,  patients  are  given 
thiamin  hydrochloride  intramuscularly,  usually  in 
a dose  of  25  to  50  mgm.  In  addition,  the  complete 
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Vitamin  B complex  with  added  Vitamin  C is 
given  intramuscularly  and  repeated  daily  for  the 
first  several  days  that  the  patient  is  in  the  hospital. 
These  intramuscular  vitamins  are  supplemented 
with  oral  vitamins  of  the  therapeutic  type  formulas 
which  are  high  in  thiamin  and  are  given  in  two  to 
three  times  the  usual  dosage,  so  that  patients,  in 
addition  to  the  multiple  vitamins,  are  receiving 
50-75  mg.  of  thiamin  orally  daily. 

There  is  no  substitute  for  adequate  hydration 
and  electrolyte  replacement.  We  have  found,  how- 
ever, that  with  the  use  of  promazine  hydrochloride 
in  the  doses  described,  nausea  and  vomiting  are 
eliminated  and  with  adequate  urging,  oral  feedings 
can  be  usually  instituted  promptly,  adequate  oral 
fluids  can  be  retained,  and  the  use  of  intravenous 
therapy  has  not  been  necessary.  After  the  second 
dose  of  intramuscular  promazine  hydrochloride, 
oral  promazine  is  used  in  dosage  ranges  from  50 
mg.  every  6 hours  to  100  mg.  every  4 hours.  With 
each  dose  of  promazine  hydrochloride,  one  gram 
of  mephenesin  carbamate  is  given.  Experience 
has  shown  that  this  drug  is  useful  in  reducing  the 
muscular  tension  and  cramping  that  is  a frequent 
complication  at  this  time.  In  general  we  have 
found  that  in  patients  in  whom  the  drinking  bout 
has  been  for  one  week  or  less,  the  50  mg.  dose  of 
promazine  hydrochloride  every  6 hours  is  ade- 
quate. For  those  who  have  been  drinking  for 
longer  periods  of  time,  regardless  of  the  amount, 
the  increased  dosage  of  promazine  hydrochloride 
and  mephenesin  carbamate  is  indicated.  In  this 
regard  we  have  also  found  that  it  is  the  length  of 
the  drinking  bout,  rather  than  the  amount  con- 
sumed, which  is  of  the  most  significance  in  pre- 
dicting the  probable  complications  which  will 
occur. 

Magnesium  sulphate  is  added  to  the  treatment 
regime  of  those  patients  who  show  tremors  either 
on  admission,  develop  tremors  during  the  course 
of  their  hospitalization,  or  give  a history  of  a pro- 
longed drinking  bout,  with  or  without  actual 
tremor  development.  When  indicated,  this  drug  is 
given  in  the  form  of  a 50  per  cent  solution  of  mag- 
nesium sulphate  in  doses  of  2 cc.  intramuscularly 
every  6 hours  for  a total  of  ten  to  fifteen  doses  or 
until  the  patient  is  eating  well.  It  has  been  shown 
that  high  concentrations  of  serum  magnesium  are 
not  produced  by  this  dosage.  However,  mag- 
nesium should  be  given  with  caution  to  patients 
who  are  not  known  to  have  good  kidney  function 
and  good  urinary  output. 

The  promazine  hydrochloride,  phenobarbital, 


diphenylhydantoin  and  other  drugs  described  are 
used  for  a relatively  short  period  of  time.  Usually, 
after  four  or  five  days,  they  are  tapered  off  and 
discontinued  completely.  The  complications  which 
arise  from  the  use  of  promazine  hydrochloride  in 
the  doses  described  have  been  relatively  minor. 
Some  patients  experience  hypostatic  hypotension 
following  the  first  intramuscular  dose  and  the 
nurses  must  be  carefully  instructed  not  to  allow 
the  patient  out  of  bed  during  the  first  several 
hours  after  the  drug  is  given.  From  the  practical 
standpoint  this  is  more  easily  accomplished  if  it 
is  made  certain  that  the  patient’s  bladder  is 
emptied  before  the  first  dose  of  promazine  hydro- 
chloride is  given.  The  use  of  a “Posey  Belt”  manu- 
factured by  the  J.  T.  Posey  Company  of  Pasadena, 
California,  provides  a mild  restraint  to  which 
the  patients  do  not  object.  Although  it  allows  free 
movement  within  the  bed  and  even  sitting  on  the 
side  of  the  bed,  it  prevents  the  patient  from  stand- 
ing. The  use  of  this  simple  appliance  has  practical- 
ly eliminated  all  of  the  hypotensive  problems  re- 
lated to  the  intramuscular  promazine  hydro- 
chloride. It  has  been  our  experience  that  the 
second  dose  of  intramuscular  promazine  hydro- 
chloride does  not  produce  as  much  hypostatic 
hypotension  as  the  first.  Patients  that  are  carried 
on  a higher  oral  dosage  of  promazine  hydro- 
chloride may  occasionally  complain  of  light-head- 
edness and  mental  fuzziness.  These  symptoms 
clear  promptly  when  the  dosage  is  reduced  or  the 
drug  discontinued.  It  has  been  our  experience  that 
the  patients  carried  on  the  above  regime  are  able 
to  retain  large  amounts  of  oral  fruit  juices  and 
other  fluids  within  the  first  few  hours  after  ad- 
mission. Most  patients  are  taken  to  the  dining 
room  and  eat  well  within  12-24  hours  after  ad- 
mission. Hallucinations  and  delirium  tremens  still 
occur  occasionally,  although  not  as  frequently  as 
before  this  regime  was  instituted.  Of  much  more 
importance,  however,  is  the  fact  that  for  the  most 
part  when  delirium  tremens  do  occur  they  occur 
in  a rather  mild  form,  and  although  the  patient 
speaks  freely  of  his  hallucinations,  we  have  not 
observed  the  frenzied  terror  which  is  usually  seen 
in  such  patients.  Although  patients  are  usually 
secluded  during  the  time  they  are  actually  hallu- 
cinating, we  have  found  that,  for  the  most  part, 
they  accept  this  cooperatively,  and  most  im- 
portantly, they  continue  to  eat  well  during  the 
entire  period  of  hallucinations.  Occasionally,  pa- 
tients with  delirium  tremens  require  additional 
sedation.  Our  experience  has  shown  that  it  is 
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best  not  to  increase  the  promazine  beyond  100 
mg.  every  four  hours  but  rather  to  add  paral- 
dehyde in  dosage  of  12  to  16  cc.  given  orally  as 
frequently  as  required. 

Deaths  usually  stated  to  be  due  to  vascular  col- 
lapse have  been  reported  in  alcoholic  patients 
treated  with  the  promazine  group  of  drugs. 
Mitchell2  reported  one  death  in  a series  of  156 
patients,  while  Fazeksa3  reported  eight  deaths 
in  a group  of  500  patients.  In  our  group  of  ap- 
proximately 2,500  cases,  no  deaths  have  occurred 
related  to  promazine  hydrochloride  therapy.  Other 
series  have  reported  mortality  rates  of  patients  in 
delirium  tremens  of  from  2 to  16  per  cent.  Tavell,4 
in  a careful  review  in  1961,  showed  a mortality 
rate,  over-all,  of  patients  in  delirium  tremens  of 
11.5  per  cent.  In  this  series  of  2,587  cases,  only 
one  patient  has  died  during  therapy.  This  sudden 
death  occurred  less  than  1 8 hours  after  admission 
from  a massive  pulmonary  embolus  from  an  un- 
recognized iliac  vein  thrombosis. 

We  have  found  that  many  other  methods  of 
treatment  which  were  previously  used  offer  no 
therapeutic  advantages  over  the  regimen  described 
and  they  have  been  abandoned.  We  have  aban- 
doned the  endocrine  treatment  of  alcoholism  using 
corticosteroids  and  ACTH.  We  no  longer  use 
intravenous  infusions  of  50  per  cent  glucose  with 
vitamins  and  insulin  added,  and  in  fact,  intra- 
venous medications  of  all  kinds,  including  intra- 
venous fluids  have  been  found  to  be  unnecessary. 
For  the  most  part,  the  nutritional  and  metabolic 
theories  have  been  examined  but  found  to  be 
lacking.  We  have  not  found  antabuse  therapy 
or  conditioned  reflex  therapy  to  be  of  as  much 
value  as  our  rehabilitation  program  closely  asso- 
ciated with  Alcoholics  Anonymous.5-  6 

Attempts  at  rehabilitation 

The  acute  alcoholic  state  is  best  looked  upon 
as  one  phase  of  chronic  alcoholism.  The  treatment 
here  is  primarily  the  medical  treatment  of  an 
acute,  organic,  toxic  disease.  However,  even  at 
this  time,  a beginning  should  be  made  toward  the 
ultimate  long-range  rehabilitation  lest  a valuable 
opportunity  be  lost.  It  is  evident  that  the  over-all 
medical  management  of  the  alcoholic  is  complex 
and  requires  the  coordination  of  all  available  fa- 
cilities, the  use  of  a variety  of  drugs  and  technics 
and  the  greatest  patience  of  all  concerned — fre- 
quently in  the  face  of  a frustrating  and  hostile  pa- 
tient. The  treatment  of  the  alcoholic  is  not  the  sole 
province  of  psychiatrists,  internists,  family  physi- 


cians, sociologists,  ministers  or  any  scientific  or 
lay  disciplines.  Rather  does  this  treatment  require 
the  close  cooperation  of  all  of  these  groups. 

Within  2-5  days  following  admission,  most  pa- 
tients are  over  the  acute  toxic  phases  of  alcoholism 
and  are  ready  for  counseling  and  attempts  at  re- 
habilitation. At  the  Turquoise  Lodge  this  is 
carried  out  over  a two-week  period  with  trained 
counselors  and  close  liaison  with  groups  of  Alco- 
holics Anonymous.  The  New  Mexico  law  is  unique 
in  that  it  requires  that  certain  members  of  the 
Commission  on  Alcoholism,  certain  members  of 
the  executive  staff,  and  the  lodge  managers  and 
counselors  must  be  alcoholics  of  at  least  five  years 
of  continuous  sobriety. 

Because  those  approaches  toward  alcoholism, 
in  which  the  establishment  of  total  abstinence  is 
the  main  consideration,  have  probably  produced 
the  greatest  number  of  good  results,  our  program 
is  tied  closely  with  Alcoholics  Anonymous.  In 
these  methods  no  organized  effort  to  gain  insight 
is  made,  and  any  psychotherapy,  intentionally  or 
unintentionally  used,  is  supportive  and  directive 
only  in  nature.  Alcoholics  Anonymous  has  grown 
rapidly  since  its  inception  in  1940.  The  basic  prin- 
ciple is  the  acceptance  of  the  fact  that  an  alcoholic 
is  an  individual  who  is  powerless  over  alcohol 
and  for  whom  the  use  of  alcohol  is  completely 
prohibited  if  total  destruction  of  the  individual 
is  to  be  avoided.  Alcoholics  Anonymous  is  un- 
surpassed as  an  expression  of  group  therapy  for 
the  alcoholic  and,  for  many  individuals,  it  is  the 
best  form  of  maintenance  therapy.7  The  physi- 
cian’s encouragement  of  the  patient  to  follow  the 
twelve  steps  of  Alcoholics  Anonymous,  along 
with  the  medical  control  that  has  been  instituted 
by  a physician,  can  be  of  considerable  benefit 
therapeutically.  In  this  regard  there  are  certain 
criteria  which  indicate  whether  an  alcoholic  pa- 
tient will  be  successful  and  will  profit  from  the  re- 
educational  method  of  treatment.  These  are  (1) 
the  unequivocal  self-made  decision  to  undergo 
treatment  for  a minimal  period  of  time;  (2)  an 
agreement  to  accept  and  live  up  to  a prescribed 
regimen  during  treatment  and  upon  return  to 
home  and  work;  (3)  the  ability  to  cooperate  fully 
with  Alcoholics  Anonymous  and  to  carry  out 
their  program.8 

Summary 

A method  of  medical  management  of  acute 
alcoholic  withdrawal  which  is  aimed  at  preventing 
( Continued  on  page  65) 
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Management  of  abdominal  trauma 

Theodore  J.  Scharf,  MD,  Santa  Fe,  New  Mexico* 


The  author  presents  principles  of  manage- 
ment based  upon  experience  in  86  cases 
with  operative  or  autopsy  confirmation. 

Abdominal  injuries  caused  by  penetrating  ob- 
jects and  non-penetrating  forces  comprise  emer- 
gency problems  in  diagnosis  and  management 
which  continue  to  command  the  attention  of  phy- 
sicians. Particularly  in  cases  of  blunt  trauma  to 
the  abdomen,  systematic  and  correct  appraisal 
of  the  patient  is  essential  in  order  to  institute  in- 
telligent therapy. 

Material 

The  case  histories  of  86  patients  treated  for 
abdominal  trauma  at  the  Bernalillo  County-Indian 
Hospital,  Albuquerque,  New  Mexico  were  re- 
viewed. Only  those  patients  with  intra-abdominal 
injury  proven  by  operation  or  autopsy  are  in- 
cluded. This  study  covers  the  years  1955  through 
1961.  In  addition,  the  cases  were  selected  to  in- 
clude abdominal  injury  as  the  sole  disorder,  and 
excluded  were  patients  with  mixed  injuries,  i.e., 
skeletal,  thoracic  or  cranial  trauma  plus  an  ab- 
dominal injury.  The  cases  of  penetrating  trauma 
outnumber  the  non-penetrating  by  nearly  two  to 
one  (Table  1),  although  there  were  more  deaths 
in  the  latter  group. 

Penetrating  injuries 

The  penetrating  wounds  were  caused  by  39 
knife  stabbings  and  17  gunshot  missiles  to  total  56 

* From  the  Department  of  Surgery,  Bernalillo  County-Indian 
Hospital,  Albuquerque,  New  Mexico. 

TABLE  1 


TOTAL  CASES  OF  ABDOMINAL  TRAUMA 


TYPE 

CASES 

DEATHS 

Penetrating 
a.  Stab  

39 

1 ( 2.6%) 

b.  Gunshot  

17 

3 (17.6%) 

Non-penetrating  

30 

6 (20.0%) 

— 

Totals  

86 

10  (11.6%) 

patients.  The  four  deaths  from  these  injuries  were 
a consequence  of  puncture  of  the  abdominal  aorta 
and  exsanguinating  hemorrhage.  All  patients  with 
penetrating  abdominal  wounds  were  operated. 
Noteworthy  in  the  stab  wound  group  was  the  high 
percentage  (29  patients — 74% ) of  “negative” 
abdominal  explorations  where  either  the  wound 
did  not  transgress  the  peritoneum,  or  if  penetrated, 
no  abdominal  organ  was  injured  (Table  2).  There 
were  no  operative  deaths  or  post-operative  com- 
plications in  these  patients. 

TABLE  2 

SURGICAL  FINDINGS  IN  STAB  WOUNDS 

WOUND  CASES 

* Peritoneum  intact  17 

*No  organ  injury  12 

Liver  6 

Stomach  2 

Colon  1 

Aorta  1 (death) 

Total  39 

* 74%  “negative”  laparotomies 

Should  the  patient  with  a potentially  penetrat- 
ing wound  be  subjected  to  the  risks  of  anesthesia 
and  abdominal  surgery  in  the  absence  of  definite 
physical  signs  usually  indicated  for  laparotomy? 
Clinical  signs  of  damage  to  abdominal  viscera  are 
not  always  evident  immediately.  The  wisest  de- 
cision favors  formal  laporatomy.  It  is  hazardous  to 
assume  that  what  appears  to  be  a harmless  super- 
ficial wound  can  be  adequately  evaluated  by  local 
inspection  and  probing. 

Non-penetrating  injuries 

Non-penetrating  abdominal  trauma  may  result 
from  a variety  of  offending  agents  such  as  ve- 
hicular accidents,  kicks  (human  and  animal), 
falls,  explosions  and  heavy  objects  rolling  over 
or  coming  to  rest  in  contact  with  the  abdomen. 
In  most  cases  of  blunt  trauma  the  forces  applied 
are  diffuse  and  consequently  damage  can  be  quite 
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extensive.  Blunt  traumatic  abdominal  injuries  are 
frequently  deceiving  since  what  may  seem  to  be  a 
trivial  blow,  as  evidenced  by  lack  of  signs  of  ex- 
ternal violence  and  a paucity  of  abdominal  physi- 
cal findings,  may  in  reality  be  a life  endangering 
situation.  It  is  the  unexpected  blow  upon  the  re- 
laxed abdomen  that  will  demand  the  physician’s 
vigilance. 

TABLE  3 


BLUNT  TRAUMA:  CAUSE  OF  INJURY 


CASES 

DEATHS 

Auto  accident  . 

25 

6 

Motorcycle  

2 

0 

Bicycle  

1 

0 

Horse  kick  

1 

0 

Falling  object  . . . . 

1 

0 

Total  

30 

6 

The  causes  of 

injury 

in  the  30  cases  of  blunt 

trauma  are  listed 

in  Table  3.  There  were  40  in- 

juries  to  visceral  and  genitourinary  organs  in  the 

30  patients  (Table  4). 

Laceration  of  the  spleen 

was  the  most  frequent  injury.  Death  as  a result  of 

TABLE  4 

BLUNT  TRAUMA 

: ORGAN  INJURY 

NUMBER 

Spleen  

. 20 

Liver  

6 

Pancreas  

3 

Gastrointestinal 

7 

Genitourinary  . 

4 

Total  

. 40 

trauma  occurred  in  six  patients.  These  six  all  had 
more  than  one  organ  injury  (Table  5). 

Each  of  the  30  patients  complained  of  ab- 
dominal pain.  Bowel  sounds  were  absent  in  only 
four.  Transperitoneal  paracentesis,  used  as  an  aid 
in  diagnosis,  was  performed  in  four  patients  and 
failed  to  produce  blood  in  three.  X-ray  examina- 
tions were  diagnostic  in  three  cases,  one  in  which 
evidence  of  free  retroperitoneal  air  prompted  the 
radiologist  to  render  a correct  diagnosis  of  a per- 
foration of  the  second  portion  of  the  duodenum. 
Hematuria  and  pyelographic  interpretation  of  a 
non-functioning  left  kidney  in  one  patient  led  to 
fatal  delay  in  laparotomy  as  attention  was  diverted 
from  a lacerated  liver.  Another  patient  with  injury 
to  the  left  upper  quadrant,  in  whom  a renal  injury 
was  suspected,  failed  to  visualize  the  left  kidney 


TABLE  5 

BLUNT  TRAUMA:  ORGAN  INJURY 
IN  SIX  DEATHS 

1.  Duodenum,  spleen,  liver 

2.  Spleen,  liver 

3.  Kidney,  colon 

4.  Liver,  kidney 

5.  Liver,  kidney,  pancreas 

6.  Colon,  pancreas 


on  a pyelogram,  but,  at  operation,  congenital  ab- 
sence of  that  kidney  was  found;  however,  a rup- 
tured spleen  was  removed. 

One  patient  died  before  operation  could  be  in- 
stituted. He  was  in  shock  from  the  time  of  initial 
treatment  and  died  17  hours  after  admission  to  the 
hospital  from  aspiration  of  gastric  content.  At 
autopsy  lacerations  of  the  liver  and  spleen  were 
found. 

Problems  in  management  of  blunt  trauma  are 
demonstrated  by  the  following  case  report: 

Case  report 

A 65-year-old  man  walked  into  the  emergency 
room  thirty  minutes  after  being  involved  in  an  auto- 
mobile accident  in  which  he  was  the  driver.  He  com- 
plained of  pain  in  the  left  lateral  chest,  left  flank 
and  lower  dorsal  spine.  Blood  pressure  was  170/90 
and  the  pulse  was  80.  The  lungs  were  clear  to 
auscultation.  Examination  of  the  abdomen  revealed 
absent  bowel  sounds  with  tenderness,  guarding  and 
rebound  in  the  left  upper  quadrant.  Hematocrit  was 
49  per  cent,  and  white  blood  count  was  17,000.  While 
in  the  emergency  room  he  voided  gross  blood.  A four 
quadrant  abdominal  paracentesis  obtained  no  blood. 

The  patient  was  admitted  to  the  Urology  Service 
with  a diagnosis  of  a lacerated  left  kidney.  One  and 
one  half  hours  after  admission  he  suddenly  developed 
marked  hypotension  requiring  whole  blood  replace- 
ment to  maintain  his  blood  pressure.  The  patient’s 
condition  continued  to  deteriorate  in  spite  of  eight 
transfusions.  A retrograde  pyelogram  was  performed 
eleven  hours  after  admission  which  showed  the 
calyceal  anatomy  intact.  At  the  twelfth  hour  it  was 
noted  the  patient  had  a rigidly  tender  abdomen  and 
he  was  still  without  bowel  sounds. 

A laparotomy  was  then  performed  which  revealed 
1500  cubic  centimeters  of  blood  in  the  peritoneal 
cavity,  a large  retroperitoneal  hematoma  and  an  ac- 
tively bleeding  three  inch  laceration  of  the  liver.  The 
patient  left  the  operating  room  in  shock  and  re- 
mained hypotensive  until  he  died  a week  later  in 
renal  failure. 

Comment 

Fatal  procrastination  characterized  the  manage- 
ment of  this  case.  It  was  anticipated,  as  is  usual, 
(Continued  on  page  64) 
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Acanthosis  nigricans 

Wm.  Hentel,  MD,  Albuquerque,  New  Mexico 


Case  report  and  discussion  of  a mysterious 
skin  disorder  which  often  foreshadows 
the  presence  of  a malignant  condition. 

Acanthosis  nigricans  is  a cutaneous  manifesta- 
tion which  is  not  confined  to  its  dermatologic 
aspects  alone  and  has  wide  spread  ramifications 
throughout  most  branches  of  medicine.  Acanthosis 
nigricans  is  a fairly  well  known  dermatologic  con- 
dition that  is  frequently  associated  with  develop- 
ment of  carcinomata  in  various  body  systems. 

* From  the  VA  Hospital  and  Dept.  Pathology,  UNM  School 
of  Medicine,  Albuquerque,  New  Mexico. 


Fig.  1A.  Hyperkeratosis  and  discoloration  of  axillary 
skin.  Note  discoloration  of  right  nipple. 


Since  the  skin  manifestations  precede  actual  car- 
cinomatous change  for  varying  periods  of  time 
(several  months),  one  could  well  consider  the 
obvious  cutaneous  changes  as  a pertinent  clinical 
sign  and  alert  the  examining  physician  to  its 
prognostic  importance. 

Acanthosis  nigricans  usually  develops  on  the 
skin  as  localized  areas  of  dark  brown  or  black 
pigmentation.  These  areas  frequently  become 
thickened  and  accentuated.  Invariably  there  are 
many  small  papillary  and  verrucous  growths, 
palmar  and  plantar  hyperkeratosis,  alopecia  of 
scalp  and  eyebrows  as  well  as  striated  and  brittle 
fingernails.  The  sites  of  predeliction  are  the  axil- 
lae, groin,  genitalia,  neck  and  nipples,  or  involve- 
ment of  the  mucous  membranes  of  tongue  and 
mouth.  The  entire  gross  picture  is  suggestive  of  a 
cutaneous  Addisonian  pigmentation  with  addition 
of  a verrucous  proliferation. 

The  microscopic  skin  changes  consist  primari- 
ly of  hyperkeratosis,  acanthosis  and  papillary  hy- 
pertrophy, associated  with  basal  layer  pigmenta- 
tion. 

The  first  observation  of  the  association  with 
carcinoma  was  reported  by  Pollitzer  and  Janov- 
sky1  in  1890.  Since  that  time,  numerous  cases 
have  been  added  to  the  literature  and  Curth2  has 


Fig.  IB.  Hyperkeratosis  and  discoloration  of  scrotal 
region  and  dorsum  of  both  hands. 
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Fig.  2.  Skin  biopsy  demonstrating  verrucous  forma- 
tion with  hyperkeratosis,  slight  acanthosis  and  dermal 
papillary  elevations  (X  20). 

now  accumulated  over  500  cases.  The  present 
consensus  is  that  there  are  two  distinct  types.  One 
type,  by  reason  of  its  almost  absolute  association 
with  carcinomata  of  body  organs  has  been  desig- 
nated as  “malignant.”  Although  most  cases  of  this 
type  begin  in  adults,  there  are  sufficient  numbers 
of  children  involved  to  prohibit  allocation  of  this 
disease  entity  to  adults  only.  The  benign  type  of 
acanthosis  nigricans  begins  at  birth  or  early  child- 
hood with  evidences  of  accentuation  during  the 
adolescent  period.  The  lesions  invariably  regress 
or  remain  stationary  when  adolescence  is  over. 
Benign  acanthosis  nigricans  is  thought  to  be  a 
genetically  transmitted  pigmentation  disturbance 
of  the  skin.  This  condition,  however,  is  morpho- 
logically indistinguishable  from  the  malignant 
form  of  acanthosis  nigricans. 

Most  malignancies  associated  with  this  cu- 
taneous lesion  are  found  in  the  abdomen.  An 
overall  evaluation  indicates  93  per  cent  of  400 
cases  are  associated  with  abdominal  neoplasia. 
Most  of  these  tumors  appear  to  be  of  the  adeno- 
carcinomata  type.  Gastric  carcinoma  alone  ac- 


Fig. 3.  Skin  biopsy  demonstrating  pigmentation  of 
basal  layer,  hyperkeratosis  and  epidermal  elevations 
(X  100). 

counts  for  60-70  per  cent.  A small  proportion  of 
cases  have  also  been  associated  with  carcinoma 
of  the  lungs,  breast,  mediastinum  and  esophagus.3 
One  case  has  been  described  with  an  associated 
squamous  cell  carcinoma  of  the  hypopharynx.4 
Sarcoma  and  lymphosarcoma  have  also  been  de- 
scribed as  being  coexistent  with  acanthosis  ni- 
gricans. These  instances,  however,  have  been  very 
rare.5 

The  spontaneous  exacerbation  of  “benign” 
acanthosis  nigricans  at  puberty  and  the  regression 
of  cutaneous  lesions  after  adolescence  seems  to 
favor  a hormonal  factor  as  the  trigger  mechanism 
for  malignant  change.  Most  dermatologic  exam- 
iners seem  to  favor  the  general  theory  that  the 
physiologic  imbalance  of  steroid  hormones  at 
puberty  is  the  decisive  factor  in  the  activation  of 
many  dermatoses.  At  present,  however,  this  con- 
cept must  await  a specific  biochemical  confirma- 
tion that  the  steroid  hormones  are  the  actual  ac- 
tivators of  the  malignant  type  of  acanthosis  ni- 
gricans.6 

The  relative  rarity  of  acanthosis  nigricans  in 
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the  face  of  abundant  types  of  unassociated  adeno- 
carcinoma suggests  that  the  specific  carcinoma 
inciter  lies  in  the  skin  rather  than  in  the  organ 
undergoing  malignant  change.  Curth  feels  that 
most  of  the  adenocarcinomata  occurring  in  the 
general  population  do  not  resemble  the  group  of 
adenocarcinomas  associated  with  acanthosis  ni- 
gricans.6 

One  case  is  reported  to  exemplify  the  condi- 
tions previously  described  and  to  emphasize  cer- 
tain features  in  order  to  facilitate  a differential 
diagnosis. 

Case  report 

HIP,  a 49-year-old  white  male  cook,  was  admitted 
to  the  Veterans  Administration  Hospital  in  April, 
1952,  stating  that  for  three  months  prior  to  admis- 
sion he  had  observed  a progressive  thickening  of  the 
skin  with  a deepening  of  the  color  to  gray  black.  He 
also  stated  that  although  he  had  always  been  of  a 
dark  complexion,  his  skin  had  never  been  this  black 
or  had  it  been  very  rough.  At  the  time  of  admission 
there  was  cutaneous  hyperkeratosis  with  marked  ac- 
centuation of  the  normal  skin  lines.  The  superficial 
discoloration  was  present  in  the  axillae,  groin,  scro- 
tum, popliteal  space,  gums  and  lips  as  well  as  the  skin 
of  both  hands  (Fig.  1A-B).  Review  of  his  past  his- 
tory and  family  history  was  not  considered  contribu- 
tory to  the  patient’s  problem.  Apart  from  tonsillec- 
tomy and  fracture  of  the  right  clavicle,  he  has  had 
no  previous  injury.  The  family  history  was  entirely 
negative  for  carcinoma,  diabetes  and  congenital  de- 
fects. Apart  from  the  skin,  the  physical  examination 
on  admission  was  entirely  normal  and  a careful  sys- 
tem review  did  not  furnish  any  diagnostic  leads  to- 
ward incipient  organic  difficulty. 

Shortly  after  admission,  a biopsy  of  the  skin  from 
the  right  axilla  was  taken  and  reported  as  acanthosis 
nigricans  based  on  ( 1 ) hyperkeratosis  with  verrucous 
formation,  (2)  melanotic  pigmentation  confined 
chiefly  to  the  basal  layer  (3)  irregular  papillary  ele- 
vations of  the  epidermis  with  fibrous  dermal  folds  and 
(4)  slight  or  significant  acanthosis  (Fig.  2)  (Fig.  3). 
The  entire  period  of  time  from  admission  to  the  mid 
portion  of  September,  1952,  was  without  any  sympto- 
matic complaints  other  than  personal  general  con- 
cern regarding  the  progressive  pigmentation  of  the 
skin.  During  this  interim  of  time,  chest  x-rays,  GI 
series  and  I-V  pyelograms  were  all  within  normal 
limits  and  showed  no  suggestion  of  malignancy.  Blood 
studies  were  normal  on  admission  and  continued  so 
throughout  his  entire  period  of  hospitalization.  Liver 
function  studies  were  all  within  normal  limits.  The 
patient  also  had  negative  bronchoscopy  findings,  and 
bronchial  washings  were  negative  for  malignant  cells. 
At  no  time  did  his  laboratory  work  give  any  indica- 
tion of  renal  impairment. 

The  patient  was  entirely  asymptomatic  until  the 
last  week  of  September,  1952.  He  showed  no  tend- 
ency to  gain  weight,  although  his  dietary  intake  was 


Fig.  4.  Adenocarcinoma  pancreas  (X  140). 


good.  During  the  last  week  of  September,  however, 
for  the  first  time  he  became  symptomatic.  He  com- 
plained of  chronic  dyspepsia,  slight  epigastric  tender- 
ness and  pain  in  the  lower  dorsal  spine  at  night  when 
he  attempted  to  lie  flat  in  bed.  The  pain  in  the  back 
was  fairly  intense  and  caused  disturbance  of  his 
sleeping  habits.  Simple  remedies  were  ineffective  in 
giving  him  relief.  Because  of  the  prognostic  import 
of  the  skin  diagnosis,  as  well  as  localization  of  pain 
in  the  dorsal  spine,  it  was  suspected  that  carcinoma 
of  the  tail  or  body  of  the  pancreas  could  be  present. 

The  patient  was  transferred  to  surgery  and  an  ex- 
ploratory laparotomy  was  performed  early  in  Octo- 
ber, 1952.  At  the  time  of  exploratory  the  peritoneum 
was  seeded  with  small  grayish  nodules.  The  head  of 
the  pancreas  was  enlarged  twice  its  normal  size,  was 
irregular  in  shape  and  firmer  in  consistency  than 
normal.  The  gallbladder  was  greatly  dilated.  The 
stomach  and  duodenum  were  normal  except  for 
small  subserosal  nodules.  A cholecystoduodenostomy 
was  performed.  Material  from  the  gastrocolic  liga- 
ment and  biopsy  of  one  of  the  nodules  in  the  peri- 
toneum was  diagnosed  as  carcinoma  of  the  pancreas. 
Following  surgery,  this  patient  had  no  significant  re- 
lief from  his  back  pain.  He  continued  to  lose  weight 
and  found  eating  very  difficult  in  spite  of  sympto- 
matic measures  directed  to  its  relief.  Narcotics  of 
various  types  offered  but  very  little  relief  of  his  pain. 

(Continued  on  page  73) 
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Pitfalls  of  health  education 


A.  Kenneth  Young,  MD,  Albuquerque,  New  Mexico* 


“ A paradox,  a paradox,  a most  ingenious 
paradox ” — Gilbert  and  Sullivan 

In  seeking  a concise  definition  of  an  intangible 
subject,  one  must  make  current  study  of  it,  and 
inquire  into  its  function,  structure  and  impact. 
Applying  this  dictum  to  Health  Education,  wheth- 
er through  the  popular  media  of  present  day  com- 
munications— press,  television  and  radio — or  via 
the  more  formal  channels  of  High  School  or  Uni- 
versity, one  finds  that  the  best  definition  is  in 
the  above  line  borrowed  from  Gilbert  and  Sulli- 
van. In  fact  the  paradox  is  such  that  in  actual 
practice  health  has  become  a synonym  for  disease 
when  found  in  phrases  such  as  “Health  Educa- 
tion,” “Health  Consciousness”  and  similar  pseudo- 
scientific cliches.  The  emphasis  is  on  disease  and 
how  to  avoid  it,  rather  than  on  health  and  how  to 
retain  it.  This  is  not  a new  concept  but,  with  the 
increase  in  distributing  media,  its  impact  is  great- 
er and  its  consequences  are  more  profound. 

Let  us  examine  this  more  closely  in  specific  re- 
lation to  the  awakening  of  Health  Consciousness 
in  lohn  Q.  Public — or  his  sister  Susie  Q.  for  that 
matter.  From  his  earliest  days,  in  other  words,  as 
soon  as  he  can  manipulate  the  switch  on  his  par- 
ents’ television  set,  he  is  informed  with  apparent 
authority  and  great  urgency,  of  the  horrors  of 
irregularity,  and  imbued  with  the  fear  of  cancer 
or  T.B.,  the  dread  of  bacteria,  body  odor,  “stom- 
ach acid”  and  “liver  bile.”  With  this,  his  juvenile 
entertainment,  usually  morbid  enough  in  itself, 
is  generously  salted. 

As  he  progresses  from  the  auditory  appreci- 
ation of  these  “words  of  wisdom  from  our  spon- 
sor” and  learns  to  read  for  himself,  he  may  readily 
acquire  close  acquaintance  with  abnormal  psychol- 
ogy from  a study  of  the  mental  deviates  portrayed 
by  the  great  writers  of  today,  John  Steinbeck, 
Tennessee  Williams,  or  Bud  Schulberg,  or  he 
may  savour  the  pursuit  of  mental  health  in  the 
lush  surroundings  of  Peyton  Place.  For  his  lighter 
reading  he  may  choose  the  condensed  magazines 

* Dr.  Young  is  Director,  Student  Health  Service,  University 
of  New  Mexico. 


with  their  lurid  accounts  of  personal  heroism  in 
the  face  of  brain  tumour,  leukemia,  or  other  dis- 
ease of  similarly  strong  emotional  appeal.  Scat- 
tered generously  among  these  highly  educational 
excursions  into  the  realm  of  other  people’s  health, 
he  will  find  surprising  tid-bits  of  useless  informa- 
tion about  his  own;  how  far  his  blood  vessels 
would  reach  across  the  continent  if  spread  out  in 
a straight  line,  or  possibly,  how  many  times  round 
the  Pentagon  his  hair  would  grow  in  70  years.  He 
may  be  further  diverted  by  racy  accounts,  usually 
wholly  inaccurate,  of  how  to  preserve  one’s  fast 
dwindling  physical  resources  by  adopting  the  diet 
of  the  Queen  Bee  or  how  to  improve  one’s  failing 
intellect  with  the  secret  of  the  Ancient  Chinese 
who  seasoned  their  food  with  sodium  glutamate 
(“it  makes  food  flavors  sing”) . 

Surfeited  with  this  literary  feast  and  tired  of 
reading,  John  Q.  may  seize  a glass  of  healthful 
carrot  juice  and  relax  in  front  of  his  television 
set,  to  the  soothing  tempo  of  a live  telecast  of 
heart  surgery,  a suspense-filled  medical  drama  of 
diabetic  coma,  or  he  may  even  wallow  in  the  emo- 
tional whirlpools  of  intimate  television  interviews 
with  alcoholics,  paralytics  or  quadruple  amputees. 
In  the  odd  event  that  John  Q.  is  not  possessed  of 
the  mental  affinity  for  such  forms  of  intellectual 
recreation,  he  may  be  more  subtly  attacked  by 
pamphlets  and  posters  warning  him  both  color- 
fully and  strenuously  of  the  many  threats  to  health 
abounding  in  his  environment. 

Having  thus  enjoyed  the  fruits  of  progress  in 
his  childhood  and  all  the  adolescent  advantages 
denied  his  elders,  having  substituted  the  laxative- 
sponsored  television  shockers  for  the  fairy  tales 
of  Mr.  Hans  Christian  Andersen,  having  bent  his 
boyish  ear  to  the  uncertain  trumpet  of  Steinbeck 
and  Williams  rather  than  to  the  clarion  of  adven- 
ture in  Stevenson  and  Costain,  and  having  been 
weaned  from  the  natural  zest  of  infancy  on  a 
queasy  pablum  of  fear  and  apprehension,  John  Q. 
Public  is  suggestible  indeed  when  he  falls  beneath 
the  spell  of  the  Health  Educator.  His  awareness  of 
disease  is  already  apparent,  it  is  now  the  duty 
(Continued  on  page  68) 
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Intrauterine  contraceptive  devices 

Melvin  D.  Bivens,  MD,  Albuquerque,  New  Mexico* 


New  plastic  intrauterine  devices  appear 
to  be  safe  and  effective  contraceptive 
methods. 

Expanding  world  population  dictates  that  to- 
day’s physician  must  assume  responsibility  in  pro- 
viding his  patients  with  appropriate  programs  in 
sex  education,  conception  control,  and  family 
planning.  It  has  been  estimated  that,  at  our  pres- 
ent rate  of  growth,  within  600  years  every  man, 
woman  and  child  on  the  face  of  the  earth  will 
have  exactly  one  square  yard  of  space  in  which 
to  live.  Man  can  take  thought  of  the  future  and 
apply  the  controls  available  through  his  intelli- 
gence to  limit  our  indefinite  expansion.  Is  popu- 
lation growth  a medical  responsibility?  This 
question  may  be  debatable,  but  medicine  must 
work  with  all  other  forces  within  the  human  race 
in  considering  the  results  of  uninhibited  popula- 
tion growth. 

It  has  been  said  that,  “Perhaps  more  than  any- 
thing else,  the  world  needs  a safe  and  effective 
method  of  contraception  which  will  cost  very 
little.”  Forty  years  ago,  Grafenberg1  designed  an 
intrauterine  contraceptive  device  of  coiled  silver 
or  gold  wire.  However,  some  of  the  complications 
seemed  serious  and  subsequent  generations  of 
doctors  have  been  indoctrinated  to  regard  such 
devices  as  wrong  in  principle  and  practice.  With 
the  advent  of  antibiotics,  this  judgment  should  be 
reconsidered.  In  1959,  Ishihama3  and  Oppen- 
heimer1  revived  interest  in  this  method  with  re- 
ports of  fewer  complications  and  greater  success 
in  Japan  and  Israel.  New  devices  have  been  de- 
signed and  made  of  inert  plastic  instead  of  metal. 
The  success  and  the  practical  advantages  of  such 
a method  have  been  proved  by  its  extensive  use 
by  the  Governments  of  Taiwan,  Pakistan,  South 
Korea,  and  other  countries  in  controlling  popula- 
tion. According  to  recent  reports  by  the  National 
Committee  on  Maternal  Health,2  intrauterine  de- 
vices have  been  inserted  into  almost  17,000  wom- 

* Head  of  the  Ob-Gyn  Department,  Lovelace  Clinic. 


en.  These  women  have  been  observed  for  a total 
of  over  132,000  months. 

The  three  most  popular  devices  used  in  the 
United  States  are:  The  Margulies  Spiral6  (Gyne- 
koil);  the  Lippe’s  Loop;5  and  the  Birnberg  Bow.7 
All  of  these  are  made  of  polyethylene;  they  are 
inexpensive  and  easy  to  manufacture.  They  can 
be  inserted  into  the  parous  patient  without  diffi- 
culty and  offer  good  protection  against  pregnancy. 
A fourth  device,  the  stainless  steel  ring,  has 
achieved  somewhat  less  popularity.  There  are 
slight  differences  in  the  protection  rates,  ejection 
rates  and  incidences  of  undesirable  side  effects, 
but  for  practical  purposes  they  all  can  be  con- 
sidered together. 

Selection  of  patients 

A detailed  history  and  careful  pelvic  examina- 
tion are  essential  before  the  device  is  inserted. 
Complications  can  be  kept  to  a minimum  if  the 
method  is  reserved  only  for  women  with  normal 
pelvic  organs.  Contraindications  are  repeated 
episodes  of  acute  pelvic  infection,  the  presence 
of  adnexal  masses,  uterine  fibroids  which  distort 
the  endometrial  cavity  and  unexplained  abnormal 
bleeding. 

A device  can  be  inserted  at  any  time  during  the 
menstrual  cycle,  but  insertion  during  or  immedi- 
ately after  a period  eliminates  the  possibility  of 
interrupting  an  early  pregnancy.  One  of  the  best 
times  for  insertion  is  at  the  first  postpartum  office 
visit. 

Mode  of  action 

The  exact  mechanism  by  which  intrauterine  de- 
vices prevent  pregnancy  is  not  known.  One  widely 
held  theory  is  that  tubal  motility  is  increased  by 
the  presence  of  the  foreign  body  in  the  uterine 
cavity.  The  ovum  is  fertilized  in  the  usual  man- 
ner, but  it  is  propelled  through  the  tube  so 
rapidly  that  it  enters  the  uterus  before  it  is  capable 
of  implanting  and  is  cast  off.  Evidence  supporting 
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this  theory  is  the  small  number  of  tubal  preg- 
nancies which  have  been  reported  in  women  wear- 
ing intrauterine  devices;  the  incidence  being  only 
about  one-twelfth  the  recorded  rate. 

Another  theory  is  that  the  presence  of  the  de- 
vice in  the  uterus  prevents  implantation  of  the 
fertilized  ovum.  Ovulation  occurs  regularly  and 
sperm  can  be  recovered  from  the  fallopian  tubes 
with  the  device  in  place.  There  are  structural  al- 
terations in  the  stroma  of  the  endometrium,  edema 
and  localized  hemorrhage  caused  by  the  device. 
These  conditions  appear  to  be  unfavorable  to 
implantations.  They  do  not  act  by  dislodging  em- 
bryos which  have  already  been  implanted.  Hence 
their  use  need  not  evoke  religious  scruples. 

Complications 

Occasionally  insertion  of  a device  causes  uterine 
spasm  or  even  syncope  with  pain  severe  enough  to 
make  immediate  removal  necessary,  but  the  most 
common  complication  is  bleeding.  Abnormal 
bleeding  occurs  regularly  after  insertion,  but 
usually  is  slight  in  amount  and  disappears  after 
the  first  cycle  or  two.  The  menstrual  flow  is  usual- 
ly increased  in  amount  and  duration  for  the  first 
few  periods.  There  is  some  evidence  to  suggest 
that  intermenstrual  bleeding  can  be  reduced  by 
the  administration  of  Vitamin  C,  and  ergot  prep- 
arations have  been  used  to  reduce  menstrual  flow. 

Infection  is  the  most  serious  complication,  but 
it  is  rare  and  has  been  treated  with  antibiotics 
quite  successfully,  often  without  removing  the 
device.  It  seems  likely  that  the  infection  rate  is 
related  to  the  socio-economic  status  rather  than 
to  the  presence  of  the  device. 

Wilson  and  Bollinger8  took  bacterial  cultures 
from  the  endometrial  cavity  and  endometrial 
biopsies  were  obtained  from  200  women  before 
plastic  spirals  were  inserted  and  at  intervals  while 
they  were  in  place.  Bacteria  were  grown  from 
60  per  cent  before  insertion  and  from  58  per  cent 
during  a maximum  period  of  24  months  with  the 
devices  in  the  uterine  cavity. 

Perforation  of  the  uterus  has  been  reported, 
but  it  should  be  possible  to  avoid  this  if  the 
position  of  the  uterus  is  determined  by  bimanual 
examination  or  by  sounding  the  utero-cervical 
canal.  The  inserter  is  then  passed  along  the 
course  of  the  canal  until  the  tip  enters  the  uterine 
cavity,  after  which  the  device  is  extruded.  If  there 
is  resistance  to  the  passage  of  the  instrument  the 
canal  should  be  dilated  slightly  with  a Hegar 
dilator  rather  than  attempting  to  force  the  intro- 
ducer onward. 


With  the  Margulies  Spiral,  the  beaded  tail  may 
sometimes  become  embedded  in  the  cervix  if  it 
is  too  long.  This  can  be  prevented  by  cutting  the 
tail  short  and  flush  with  the  distal  surface  of  a 
bead  so  that  no  sharp  edge  remains. 

This  complication  and  the  higher  incidence  of 
expelling  of  the  spiral  have  inclined  us  to  prefer 
the  Lippe’s  Loop.  The  Birnberg  Bow  is  also 
satisfactory,  but  it  is  a little  more  difficult  to  in- 
sert, and  has  the  disadvantage  that  the  patient 
can  not  check  its  presence  in  the  uterus. 

Ejections 

In  the  early  studies  about  1 woman  in  10  would 
expel  the  device  but  with  the  larger  sizes  that  has 
been  reduced  considerably.  Tietze2  reported  only 
278  unintended  pregnancies  in  a compilation  of 
16,734  patients.  Only  149  of  these  pregnancies 
occurred  with  the  device  known  to  have  been  in 
place. 

The  new  plastic  intrauterine  contraceptive  de- 
vices afford  better  protection  against  pregnancy 
than  any  method  except  the  oral  progestational 
agents,  the  failure  rate  being  about  2.5  per  cent 
during  the  first  year  of  use.  In  about  one-half  of 
these  the  device  was  within  the  uterine  cavity  at 
the  time  of  conception;  in  the  rest  it  had  either 
been  expelled  without  the  patient  being  aware  of 
the  loss  or  its  exact  site  was  not  accurately  deter- 
mined. 

Women  who  are  using  devices  with  a marker 
which  protrudes  from  the  cervical  canal  should 
rarely  become  pregnant  because  of  unnoted  ex- 
pulsion. They  should  be  encouraged  to  check 
periodically  to  make  certain  that  the  device  ac- 
tually is  in  place  just  as  they  do  after  inserting  a 
diaphragm.  Unfortunately,  the  women  who  need 
the  most  protection,  the  uneducated  indigent 
women,  in  almost  any  country  in  the  world  are 
usually  unwilling  to  examine  themselves;  most 
private  patients  have  no  such  inhibitions. 

Advantages 

Intrauterine  contraceptive  devices  share  a ma- 
jor advantage  with  tubal  ligation;  no  thought  need 
be  given  to  taking  pills,  inserting  a diaphragm, 
consulting  the  calendar,  etc.  The  use  of  these  de- 
vices does  not  impair  fertility.  Several  authors 
have  reported  women  who  have  conceived 
promptly  after  removal  of  devices  they  have  used 
for  10  or  more  years.5-  0 

The  greatest  usefulness  for  these  devices  should 
be  found  in  the  under-developed  countries  where 
( Continued  on  page  76) 
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Ventricular  fibrillation:  a case  of 
spontaneous  reversion 

Don  R.  Clark,  MD,  Roswell,  New  Mexico 


This  case  is  presented  because  of  the  electro- 
cardiographic recording  of  a spontaneous  rever- 
sion from  ventricular  fibrillation. 

Case  report 

E.  L.  was  a 42-year-old  Indian  in  the  hospital 
with  uremia  on  the  basis  of  a chronic  pyelonephritis. 
On  the  evening  during  which  the  electrocardiogram 
was  taken,  the  patient  was  found  lying  across  the 


Fig.  1.  Electrocardiographic  tracings  of  ventricular 
fibrillation  and  spontaneous  conversion  to  regular 
cardiac  action. 


bed  without  pulse  or  respiration.  I happened  to  be  at 
the  nurse’s  station  and  was  able  to  get  to  the  patient 
within  a minute. 


The  patient  was  apneic  and  flaccid.  No  cardiac 
sounds  could  be  heard.  With  the  stethoscope  still  on 
the  chest  I began  to  hear  heart  sounds.  Gradually 
their  rate  increased  and  respirations  commenced. 
The  patient’s  respiration  increased  until  he  was 
hyperventilating,  and  then  the  heart  sounds  suddenly 
stopped.  Respirations  slowed  and  he  again  became 
pulseless  and  apneic.  After  about  one  minute  of 
apnea  (no  medical  maneuver  was  performed)  a 
bradycardia  began,  and  the  pulse  rate  increased  and 
then  respiration  and  hyperventilation  and  sudden  ar- 
rest of  heart  sounds  again  occurred. 

An  electrocardiograph  machine  was  connected 
and  started  during  this  third  episode  of  apnea  and 
absence  of  heart  sounds.  Strip  I (Fig.  1)  records 
the  third  spontaneous  return  of  a cardiac  action. 
Strip  II  (Fig.  1)  records  the  rate  up  to  100.  This 
episode  was  similar  to  the  previous  two,  but  when 
cardiac  sounds  were  no  longer  heard  during  the 
hyperventilation  the  EKG,  strip  III  (Fig.  1),  shows 
ventricular  fibrillation.  Sixty-six  seconds  of  ventricu- 
lar fibrillation  were  recorded  on  the  electrocardio- 
graph (the  machine  was  stopped  some  of  the  time). 

External  cardiac  compression  was  started.  An 
intravenous  infusion  with  Isuprel®*  (requested  dur- 
ing the  bradycardia)  was  brought  to  the  bedside  and 
started  at  this  point.  Immediately  after  the  needle 
punctured  the  vein — no  fluid  had  run  in — it  was 
noted  that  regular  cardiac  action  was  present  on  the 
electrocardiograph  (strip  IV).  Twenty-five  minutes 
later  the  patient  was  talking.  Serum  Potassium  was 
6.5  mEq/L.,  BUN  was  190  mg%  (approximately). 

The  patient  was  noted  to  be  more  cheerful  and 
co-operative  in  the  days  following  this  episode.  He 
died  sixteen  days  later.  • 

* Isuprel®  Winthrop  Laboratories. 


for  September,  1965 


51 


one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark  ' 1 


Each  capsule  contains 
8 mg.  of  Teldrin®  (brand 
of  chlorpheniramine 
maleate),  50  mg.  of  phenyl- 
propanolamine hydrochlo- 
ride, and  2.5  mg.  of  isopro- 
pamide,  as  the  iodide. 


...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 
sneezing,  weeping  and  nasal  congestion  for  24  hours  with 
one  'Ornade’  Spansule®  brand  sustained  release  capsule  q12h 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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Abstract  of  Minutes* 

House  of  Delegates  of 

The  New  Mexico  Medical  Society 

Eighty-Third  Annual  Meeting 
May  10-11, 1985 

The  House  of  Delegates  held  two  meetings  at  its 
83rd  Annual  Meeting  in  Santa  Fe,  New  Mexico,  May 
10-11,  1965.  Meetings  were  held  preceding  the  joint- 
ly sponsored  Thirteenth  Biennial  Rocky  Mountain 
Medical  Conference  by  the  New  Mexico  Medical 
Society  and  the  Rocky  Mountain  Medical  Confer- 
ence. The  Speaker,  John  F.  Conway,  and  Vice- 
Speaker,  John  Parker,  alternated  in  presiding  before 
the  House.  At  the  first  meeting  all  reports  published 
in  the  Handbook  and  all  supplemental  reports  and 
resolutions  which  had  been  mimeographed  after 
publication  of  the  Handbook,  as  well  as  verbal  and 
typed  resolutions  introduced  on  the  floor  of  the 
House,  were  referred  to  appropriate  reference  com- 
mittees. 

FIRST  SESSION 
Monday,  May  10,  1965 

The  House  was  called  to  order  at  2:00  p.m. 
C.  Pardue  Bunch  pronounced  the  invocation. 

Sixty-seven  delegates  answered  the  roll  call,  includ- 
ing certified  substitute  alternates. 

Mrs.  Roy  Goddard,  President  of  the  Auxiliary, 
addressed  the  House  briefly  outlining  the  Auxiliary’s 
organization  and  thanking  the  members  of  the  New 
Mexico  Medical  Society  for  their  contributions  and 
encouragements. 

The  Speaker  recognized  Mr.  Dick  Layton,  Field 
Representative,  American  Medical  Political  Action 
Committee  and  Mr.  Dallas  Whaley,  Field  Repre- 
sentative, American  Medical  Association. 

M.  D.  Thomas,  Fraternal  Delegate,  Texas  Medical 
Association,  reported  to  the  Delegates  some  of  the 
actions  of  the  Texas  Delegates’  meeting  which  was 
recently  held. 

(‘Condensed  and  abstracted  from  the  stenographic  minutes 
kept  by  Mrs.  Ralph  R.  Marshall.  Reports  referred  to  but 
not  reproduced  herein  were  distributed  to  all  members  of 
the  House  in  mimeographed  form.  Copies  of  all  reports  are 
on  file  in  the  Executive  Office  of  the  Society  and  in  the 
office  of  the  Secretary  of  each  component  society,  available 
for  study  by  any  member  and,  together  with  this  abstract, 
present  in  full  all  proposals  as  well  as  actions  taken  upon 
them.) 


The  Speaker  asked  President  Omar  Legant  to  pre- 
sent the  A.  H.  Robins  Community  Service  Award  to 
the  individual  who  was  selected  by  the  House,  by 
ballot,  at  the  last  meeting  of  the  House,  November, 
1964.  Dr.  Legant  indicated  his  pleasure  of  presenting 
this  award  to  Hugh  B.  Woodward. 

Dr.  Woodward  expressed  his  pleasure  in  joining 
the  group  who  have  previously  received  this  award 
and  thanked  the  Delegates  for  bestowing  this  honor 
upon  him. 

Marcus  Smith,  New  Mexico  Scientific  Editor, 
Rocky  Mountain  Medical  Journal,  was  recognized 
for  the  purpose  of  presenting  a Certificate  of  Recog- 
nition to  Carl  H.  Gellenthien,  Valmora,  from  the 
Editorial  Board,  Rocky  Mountain  Medical  Journal, 
for  his  faithful  service  as  New  Mexico  Editor  of  the 
Journal  from  1944  to  1956. 

Dr.  Gellenthien  thanked  the  Editorial  Board  and 
expressed  his  pleasure  of  being  present.  He  stated, 
“We  spend  our  lives  living  for  other  people  and 
giving,  and  when  you  find  yourself,  as  now,  on  the 
receiving  end,  and  you  realize  it  comes  from  the 
guys  you  worked,  played  and  fought  with,  one  is 
abashed  and  humbled.  It  makes  you  feel  real  good. 
Thank  you  very  much.” 

L.  H.  Wilkinson,  Chairman,  AMA-ERF  Com- 
mittee, was  introduced  for  the  purpose  of  presenting 
a check  for  $4,352.49,  representing  New  Mexico’s 
share  of  AMA-ERF  contributions,  to  the  Dean  of 
the  University  of  New  Mexico  Medical  School, 
Reginald  Fitz. 

Dr.  Fitz  accepted  the  check  with  pleasure  on  be- 
half of  the  faculty,  staff  and  medical  students  at  the 
University.  He  expressed  the  importance  of  unre- 
stricted funds  which  permit  development  of  new 
programs  and  other  things  which  cannot  be  antici- 
pated in  a budget. 

The  Speaker  introduced  James  Sammons,  mem- 
ber, AMPAC  Board.  Dr.  Sammons  discussed  some 
of  the  accomplishments  of  AMPAC  and  the  State 
PACS  and  mentioned  the  disappointments.  He  urged 
a strong  and  vigorous  support  by  the  State  Society. 
He  stated  that  PACS  are  children  of  the  State  So- 
cieties, and  if  we  are  going  to  have  a grown,  well- 
accomplished  adult,  we  must  assume  that  degree  of 
parental  authority  and  supervision  which  we  expect 
to  have  in  our  own  homes. 

Dr.  Sammons  suggested  that  one  of  the  best  and 
most  successful  ways  of  building  funds  for  the  PAC 
is  an  automatic  billing  procedure. 

President  Legant  addressed  the  House  at  which 
time  he  discussed  contents  contained  in  some  of  the 
committee  reports,  and  expressed  his  gratitude  to  the 
Delegates  and  committeemen  for  their  loyal  support. 

Speaker  Conway  appointed  the  following  to  mem- 
bership on  reference  committees: 
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A.  Administrative  Matters: 

J.  C.  Dotson,  Chairman 
Wilfred  Friedman 
Don  Clark 
Earl  Flanagan 
Isaac  Terr 

B.  Legislative  and  Public  Affairs: 

H.  R.  Landmann,  Chairman 
Roy  F.  Goddard 
Walter  Dabbs 
A.  D.  Maddox 
James  Haynes 

C.  Miscellaneous  Business 

John  J.  Corcoran,  Chairman 
Andrew  Babey 
William  Hossley 
David  Ashmun 
E.  H.  Wood 

SECOND  MEETING 

Tuesday,  May  11, 1985 

The  House  was  called  to  order  at  2:30  p.m.,  with 
sixty-eight  Delegates  answering  the  roll  call,  includ- 
ing accredited  alternate  delegates. 

The  Speaker  appointed  the  following  tellers: 
Charles  R.  Beeson,  Chairman;  Elmo  Anderson  and 
Martin  Goodwin. 

Reference  Committee  on  Administrative  Matters 

The  following  committee  reports  considered  by 
the  Reference  Committee  were  for  information  only, 
included  no  recommendations  and  required  no  policy 
action,  therefore  were  filed: 

Convention  Site  Committee 

Convention  Scientific  Program  Committee 

Rocky  Mountain  Medical  Conference  Continuing  Committee 

The  Constitution  and  By-Laws  Committee  had 
recommended  that  Article  VII,  Section  1,  be  amend- 
ed to  provide  for  the  election  of  a Councilor  by  the 
component  society  or  societies  of  each  Councilor  Dis- 
trict; however,  the  Reference  Committee  recom- 
mended disapproval  of  the  proposed  amendment.  The 
Speaker  reported,  following  a vote,  that  the  amend- 
ment is  not  adopted  since  a two-thirds  majority  was 
not  attained,  as  required  by  Article  XV,  Constitution. 

County  societies  are  requested  to  provide  a pro- 
gram periodically  for  a review  of  the  Code  of  Ethics 
and  News  Media  Code  as  a result  of  the  House 
approving  the  Grievance  Committee  Report. 

The  Delegates  approved  of  the  recommendation 
of  AMA,  through  the  Delegates  Report,  of  the  in- 
clusion of  a voluntary  non-deductible  contribution  to 
independent  political  action  committees  (NEMPAC- 
AMPAC)  on  the  Society’s  annual  dues-billing  state- 
ment. 

The  published  Council  Report  was  approved  with 
the  following  additions: 

a)  That  recognition  be  given  to  the  Auxiliaries  of  the  Santa 
Fe  and  Chaves  Counties  for  their  opposition  to  state  and 
national  Auxiliary  participation. 

b)  That  the  name  of  Evelyn  F.  Frisbie,  M.D.,  Albuquerque, 
be  added  to  the  Necrology  Report. 

The  Supplemental  Council  Report  was  approved 
and  included  the  following  actions : 


a)  That  the  Public  Relations  Committee  consider  the  out- 
standing problems  facing  the  Society  and  medical  profes- 
sion and  that  it  direct  its  efforts  toward  a carefully 
thought-out  program  of  public  approach. 

b)  Renewed  the  employment  agreements  with  Mr.  Howard 
Houk,  Legal  Counsel,  and  Mr.  Bob  Reid,  Public  Relations 
Counsel. 

c)  Referred  to  the  Liaison  Committee  to  Allied  Professions 
the  request  of  the  New  Mexico  Medical  Assistants  Associ- 
ation for  a contribution,  with  the  suggestion  that  the  sub- 
ject of  establishing  some  type  of  an  annual  award  or 
plaque  of  recognition  for  an  individual  of  the  Association 
be  considered. 

d)  Refused  to  refund  any  portion  of  state  dues  to  a member, 
when  the  member  moves  to  another  state  to  practice. 

e)  Directed  that  a letter  be  forwarded  to  each  hospital  ad- 
ministrator expressing  the  opposition  and  displeasure  of 
the  Society,  to  the  American  Hospital  Association’s  ef- 
forts to  include  the  services  of  radiologists,  pathologists, 
anesthesiologists  and  physiatrists  in  HR  6675;  and  de- 
plored the  actions  of  some  administrators  in  New  Mexico 
in  making  their  support  known  to  this  amendment  with- 
out prior  consultation  with  their  medical  staffs. 

f)  Disapproved  of  a request  from  a Voluntary  Health  Agency 
for  the  Agency  to  have  an  insert  in  each  issue  of  the 
NEWSletter. 

g)  Reappointed  Marcus  Smith,  Santa  Fe,  as  the  New  Mexico 
Scientific  Editor  of  the  Rocky  Mountain  Medical  Journal 
for  1965-66. 

h)  A request  for  advice  from  a County  Society  Grievance 
Committee  was  received.  The  County  Grievance  Commit- 
tee was  requested  to  consider  the  complaint  in  order  to 
properly  follow  procedures. 

i)  That  a liaison  committee  to  the  New  Mexico  Academy  of 
Pediatrics  be  appointed  to  consider  Project  "Head  Start.” 

j)  That  the  nine  delinquent  members  be  notified  that  they 
should  make  arrangements  for  payment  of  their  dues  prior 
to  July  1,  1965  or  they  will  be  expelled;  and  if  they  are 
expelled  it  will  be  necessary  to  pay  a $25.00  reinstatement 
fee,  plus  all  back  dues  which  have  accrued. 

k)  Approved  the  Audit  Report  of  Peat,  Marwick,  Mitchell  and 
a budget  for  1965-66  consisting  of  $67,775.94  income  and 
$65,991.29  expenses. 

Identical  resolutions  sponsored  by  Bernalillo  and 
Santa  Fe  Counties  calling  for  “open  consultation” 
between  Doctors  of  Medicine  and  Osteopathy  for 
their  members  was  defeated,  and  the  following  sub- 
stitute resolution  was  approved : 

“Therefore,  Be  It  Resolved,  that  the  members  of  the  New 
Mexico  Medical  Society  be  permitted  to  communicate  with 
Doctors  of  Osteopathy  when  the  medical  welfare  of  the 
patient  requires  it  for  the  acquisition  of  clinical  data  only, 
recognizing  that  this  is  not  to  be  construed  as  a medical 
consultation.” 

Report  of  Reference  Committee  on 
Legislation  and  Public  Affairs 

The  following  published  reports  considered  by  the 
Reference  Committee  were  for  information  only, 
included  no  recommendations  and  required  no  policy 
action,  therefore  were  filed: 

Legislative  and  Public  Policy  Committee  Annual  Report 
Public  Health  Committee  Annual  Report 
Liaison  Committee  to  Allied  Professions  and  Voluntary 
Health  Agencies 

Accident  Prevention  Committee 
Medicare  Committee 

The  House  added  the  following  statement  to  the 
Supplemental  Report  of  the  Legislative  and  Public 
Policy  Committee: 

“Add  to  line  7,  page  23:  said  brochure  to  be  submitted  to 
each  and  every  District  Attorney  in  the  State  of  New  Mexico, 
as  well  as  to  those  ‘reporting  agencies’  listed  in  the  Child 
Abuse  Law.” 

The  Supplemental  Report  of  the  Public  Health 
Committee  was  amended  by  adding  the  following 
sentence: 


54 


Rocky  Mountain  Medical  Journal 


"In  the  case  of  indigent  patients  private  physicians  are 
urged  to  proceed  with  such  Immunization  (the  Health  De- 
partment being  requested  to  furnish  vaccines  without  cost).” 

The  Report  from  the  Advisory  Committee  to  the 
Department  of  Public  Welfare  was  accepted  with 
the  recommendation  of  the  Reference  Committee 
that  the  State  Society  work  toward  having  the  De- 
partment of  Public  Health  administer  the  Kerr-Mills 
Law  rather  than  the  Welfare  Department.  The  Dele- 
gates also  expressed  their  view  that  the  creation  of 
a drug  formulary  is  unnecessary. 

When  accepting  the  Report  of  the  Liaison  Com- 
mittee to  Allied  Professions  and  Voluntary  Health 
Agencies,  the  Delegates  commented  that  each  mem- 
ber of  this  Society  should  be  aware  of  the  proper 
prescription  writing. 

The  Delegates  accepted  the  Report  of  the  Mental 
Health  and  Alcoholism  Committee  and  commented 
that  psychiatric  seminars  are  of  importance  and 
recommended  that  a program  for  such  be  worked 
out  between  the  Committee  and  the  University  of 
New  Mexico  Medical  School. 

A resolution  from  Grant  County  calling  for  a 
cut-off  date  at  which  time  physicians  would  no 
longer  look  to  the  Welfare  Department  for  remunera- 
tion for  services  rendered  DPW  patients,  but  to  deal 
directly  with  patients  served,  was  rejected.  The  House 
approved  of  a motion  instructing  the  President  to 
inform  the  Director  of  the  Department  of  Public 
Welfare  of  the  strong  disapproval  of  this  Society  to 
the  high-handed  methods  of  policy  changes. 

A resolution  from  Eddy  County  expressing  the 
need  for  a post-graduate  Seminar  in  psychiatry  for 
non-psychiatry  physicians  during  the  next  twelve 
months  was  approved. 

Report  of  the  Reference  Committee  on 
Miscellaneous  Business 


and  that  no  fee  schedules  will  be  published,  and  was 
adopted  by  the  House. 

The  Delegates  amended  the  Report  of  the  Liaison 
Committee  with  the  University  of  New  Mexico  Med- 
ical School  by  adding  a statement  that  it  was  not 
feasible  to  establish  a Chair  of  General  Practice  in 
our  Medical  School,  and  because  it  is  the  many  times 
expressed  intention  of  the  Medical  School  to  produce 
well-educated  practitioners  who  are  fully  qualified 
for  service  in  the  communities  of  New  Mexico,  thus 
in  effect  paralleling  the  intention  of  the  resolution 
of  the  State  Society  regarding  a Chair  of  General 
Practice,  that  the  resolution  of  this  Society  regarding 
this  matter  be  rescinded. 

Marcus  Smith,  New  Mexico  Scientific  Editor  for 
the  Rocky  Mountain  Medical  Journal,  was  instruct- 
ed by  the  Delegates  to  convey  to  the  Journal  the 
desire  of  this  Society  to  be  responsible  for  one  com- 
plete issue  per  year,  and  that  Dr.  Smith  solicit 
material  for  such  an  issue. 

The  Delegates  suggested  to  members  of  the  State 
Society  that  they  consider  designating  their  AMA- 
ERF  contributions  specifically  to  the  University  of 
New  Mexico  Medical  School. 

A resolution  from  Chaves  County  calling  for  the 
Society’s  opposition  to  the  establishment  of  regional 
medical  centers  and  the  Reference  Committee’s  sub- 
stitute resolution  concerning  this  matter  were  tabled 
by  the  Delegates. 

A resolution  from  Bernalillo  County  regarding  in- 
vestigation and  the  possibility  of  televising  of  selected 
clinics  from  the  University  of  New  Mexico  Medical 
School,  and/or  other  methods  of  continuing  medical 
education,  was  approved  by  the  Delegates.  The  Liai- 
son Committee  to  the  Medical  School  is  charged  with 
implementing  this  resolution. 

Report  of  the  Tellers 


The  following  published  reports  considered  by  the 
Reference  Committee  were  for  information  only, 
included  no  recommendations,  and  required  no  pol- 
icy action,  therefore  were  filed: 

Maternal  and  Perinatal  Mortality  Committee 

Rehabilitation  Committee 

Medical-Legal  Committee 

Medicine  and  Religion  Committee 

Rocky  Mountain  Medical  Journal  Report 

Insurance  Committee 

AMA-ERF  Committee 

Public  Relations  Committee 

New  Mexico  Physicians’  Service  Annual  Report 

The  House  approved  an  amendment  to  the  Supple- 
mental Report  of  New  Mexico  Physicians’  Service 
which  stated  that  new  information  had  been  received 
which  indicated  that  a 25  per  cent  increase  in  premi- 
um rates  for  Blue  Shield  is  not  anticipated. 

Further  action  on  the  Supplemental  Report  of 
New  Mexico  Physicians’  Service  instructed  the  State 
Society  to  negotiate  a fee  schedule  by  October  1, 
1965  with  the  Veterans  Administration  for  fiscal  year 
July,  1966-67. 

Surgical  Service  (Blue  Shield)  recommended 
through  the  New  Mexico  Physicians’  Service  Supple- 
mental Report,  that  Blue  Shield  pay  participating 
physicians  their  billed  charges  for  covered  services 
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Nominating  Committee 
Council  District  I 
Council  District  H 
Council  District  III 
Council  District  IV 
Council  District  V 
Council  District  VI 
Council  District  VII 


Tom  L.  Carr,  Albuquerque 
Emmit  M.  Jennings,  Roswell 
John  D.  Abrums,  Albuquerque 
Hugh  B.  Woodward, 
Albuquerque 

Ronald  V.  Dorn,  Albuquerque 

John  J.  Smoker,  Raton 
Harry  D.  Ellis,  Santa  Fe 
Andrew  M.  Babey,  Las  Cruces 
Solomon  Papper,  Albuquerque 
H.  P.  Borgeson,  Alamogordo 
J.  J.  Corcoran,  Albuquerque 
R.  S.  Grier,  Los  Alamos 
N.  R.  Ritter,  Grants 
E.  P.  Szerlip,  Albuquerque 
Stuart  W.  Adler,  Albuquerque 
Martin  B.  Goodwin,  Clovis 
Albert  S.  Lathrop,  Santa  Fe 

Isaac  Terr,  Las  Vegas 
Richard  Streeper,  Santa  Fe 
Omar  Legant,  Albuquerque 
George  Prothro,  Clovis 
Henry  Hodde,  Hobbs 
H.  P.  Borgeson,  Alamogordo 
John  C.  McCulloch,  Farmington 


The  Chairman  of  the  Nominating  Committee  re- 
ported that  as  a result  of  the  Delegates  electing  Dr. 
Jennings  to  Vice  Presidency,  this  leaves  a one-year 
unexpired  term  on  the  Council  for  Council  District 
V.  The  Chairman  of  the  Nominating  Committee 
presented  the  names  of  Earl  Flanagan,  Carlsbad,  and 


for  September,  1965 


55 


Walter  Hopkins,  Lovington,  for  the  Delegates’  con- 
sideration in  filling  this  vacancy  and  officially  moved 
that  the  rules  be  suspended  and  that  a standing  vote 
be  taken  while  the  candidates  are  absent  from  the 
room.  The  speaker  announced  that  Earl  Flanagan 
had  won  the  election. 

The  Speaker  expressed  profound  gratitude  to  Omar 
Legant  for  his  efficient  administration  of  the  office  of 
President  and  called  upon  Dr.  Legant  for  any  com- 
ments. 

Dr.  Legant  thanked  the  Speaker  and  Members  for 
the  memorable  and  stimulating  experience  of  the  past 
year.  The  President  selected  three  past  presidents, 
C.  P.  Bunch,  Lewis  Overton  and  R.  C.  Derbyshire 
to  escort  the  new  President,  Robert  P.  Beaudette, 
Raton,  to  the  rostrum. 

President  Beaudette  accepted  the  gavel  and  ex- 
pressed his  thanks  to  the  Delegates  for  having  select- 
ed him  to  be  President.  He  commented  as  to  his 
pleasure  for  having  served  on  a number  of  com- 
mittees and  worked  with  so  many  members.  He 
briefly  discussed  medicine’s  role  in  the  political  arena 
and  mentioned  that  participation  in  politics  must 
hereafter  become  a way  of  life  for  physicians.  He 
indicated  that  recent  events  will  prove  that  this  was 
medicine’s  finest  hour,  and  that  we  shall  continue  our 
efforts  with  one  goal  in  mind — -to  maintain  better 
patient  care. 

Allan  Haynes  proposed  a resolution  of  deep  grati- 
tude to  the  Santa  Fe  County  Medical  Society  and 
its  very  efficient  Auxiliary  for  the  preparation  for 
this  fine  meeting.  The  House  expressed  hearty  ap- 
proval of  the  resolution. 

The  retiring  speaker,  John  Conway,  expressed  sin- 
cere appreciation  to  the  members  of  the  Reference 
Committees  and  for  assistance  and  guidance  from  the 
House,  and  stated,  “It  has  been  a pleasure  to  work 
with  all  of  you.” 

E.  H.  Wood  called  for  a vote  of  deep  gratitude  to 
the  retiring  Speaker  for  the  excellent  way  he  has 
conducted  the  affairs  of  this  House  of  Delegates. 
Unanimous  approval  was  expressed  by  an  applause. 


The  above  abstract  of  minutes  is  respectfully  sub- 
mitted to  the  Society. 

Ralph  R.  Marshall, 
Executive  Secretary 


Election 

The  Montana  Obstetrical  and  Gynecological  So- 
ciety at  its  recent  annual  meeting  named  Robert  C. 
Whitesitt,  MD,  Helena,  president;  Robert  F.  Morgan, 
MD,  Great  Falls,  president-elect,  and  Marshall  L. 
Whitehair,  MD,  Bozeman,  secretary-treasurer. 


University  of  Colorado  Medical 
Center  News 

The  University  of  Colorado  School  of  Medicine 
was  represented  officially  when  a new  faculty  of 
medicine  was  inaugurated  at  the  University  of  Ma- 
laya in  Kuala  Lumpur,  Malaysia.  Kok  Beng  Khaw, 
a 1955  business  administration  graduate  of  CU, 
served  as  the  representative  of  Dr.  John  J.  Conger, 
vice  president  for  medical  affairs  and  dean  of  the  CU 
School  of  Medicine,  at  the  ceremonies.  Mr.  Khaw 
makes  his  home  in  Penang,  Malaysia. 

The  new  Malayan  medical  school  was  inaugurated 
and  a cornerstone  laid  for  its  teaching  hospital  with 
Prime  Minister  Tunku  Abdul  Rahman  Putra  Al-Haj 
officiating.  Dean  of  the  University  of  Malaya  Faculty 
of  Medicine  is  Dr.  T.  J.  Danaraj.  The  inauguration 
ceremonies  were  followed  by  an  international  con- 
ference on  medical  education,  “The  Education  of 
the  Medical  Student  for  the  Social  and  Preventive 
Aspects  of  Medical  Practice.” 

* * * 

The  Life  Insurance  Medical  Research  Fund  will 
provide  grants  and  fellowships  totaling  more  than 
$1.4  million  during  the  coming  year.  A total  of  50 
new  research  projects  will  receive  grants  during  the 
1965-66  academic  year.  The  University  of  Colorado 
has  been  awarded  a grant  of  $24,200  for  research  by 
Dr.  David  Rifkind  on  the  activation  of  latent  viruses 
by  immunosuppression. 

New  Dean  at  Stanford 

Dr.  Robert  J.  Glaser,  dean  and  professor  of  medi- 
cine at  the  University  of  Colorado  School  of  Medi- 
cine from  1957  to  1963,  recently  became  dean  of 
Stanford  University  School  of  Medicine  and  vice 
president  for  medical  affairs.  For  the  past  two  years, 
Dr.  Glaser  has  been  serving  as  professor  of  social 
medicine  at  Harvard  Medical  School. 
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Announcement 

The  Medical  Alumni  Association  of  the 
University  of  Colorado  is  planning  a cocktail 
party  during  the  week  of  the  annual  meeting  of 
the  Colorado  State  Medical  Society  in  Colorado 
Springs.  The  gathering  will  be  from  6:00  p.m. 
to  7:00  p.m.,  September  21,  1965.  All  physi- 
cians at  the  meeting  are  invited  to  attend — and 
to  meet  Dean  Conger  and  several  other  mem- 
bers of  the  Medical  School  administration.  The 
International  Congress  Rooms  at  the  Broad- 
moor Hotel  are  reserved  for  the  occasion. 


A Medical  Potpourri  cont.  from  page  25 


bigger  house  and  more  showy  furniture  than  he 
can  afford,  has  entered  the  rat  race  that,  at  fifty, 
ends  with  the  snap  of  the  terrier’s  jaws.  The  most 
fatal  psychosomatic  disease  of  the  1960’s  is  Jones- 
manship.  The  surest  way  to  die  a coronary  death 
is  to  try  to  keep  up  with  the  Jones!”  (Ibid.,  page  66.) 

12.  “We  should  bear  in  mind  that  heart  pain  con- 
tinues to  be  regarded  by  most  patients  as  the  twin- 
brother  of  cancer,  making  it  difficult  to  dislodge  the 
conviction  should  this  have  taken  root,  that  they 
harbour  a mortal  illness  within  their  breasts.  To 
allay  any  such  fear  must  always  be  the  purpose  in 
their  management,  for  although  cardiac  pain  kills 
sometimes,  it  maims  all  the  time  unless  under  atten- 
tive wise  supervision  by  the  physician.”  (Evans,  Wm., 
Diseases  of  the  Heart  and  Arteries;  the  Williams  and 
Wilkins  Company,  1964,  Baltimore,  page  477.) 

13.  “Unless  there  is  present  a life-endangering  situ- 
ation which  requires  immediate  surgical  interven- 
tion, no  patient  with  liver  disease  should  be  allowed 
to  undergo  any  surgical  procedure  without  a thor- 
ough preoperative  study,  the  first  step  of  which  is 
an  accurate  diagnosis  of  the  pathologic  process. 
Acute  infectious  hepatitis  may  show  many  of  the 
signs  and  symptoms  associated  with  an  acute  sur- 
gical abdomen.  Acute  cholangiolitic  hepatitis  may 
masquerade  as  extrahepatic  obstructive  juandice.  It 
is  to  be  emphasized  that  if  there  is  any  doubt  as 
to  the  presence  of  an  acute  parenchymal  process,  one 
must  wait  a minimum  of  2-3  weeks  before  exploring 
the  patient.  Mistaken  operation  on  a patient  with 
early  acute  hepatitis  often  results  in  disaster.”  (Mod- 
ern Treatment,  Harper  & Row,  Publishers,  March 
1964,  Treatment  of  Liver  Disease  (The  Liver  and 
Surgery),  Philip  N.  Jones,  MD,  page  479.) 

14.  “Severe  hyperglycemia  with  blood  sugar  values 
in  excess  of  1,000  mg.  per  100  ml.  may  develop  in 
certain  patients  after  a cerebral  vascular  accident. 
Although  mild  ketonuria  may  be  present,  ketonemia 
as  detected  by  qualitative  bedside  procedures  is  al- 
ways mild.  Acidosis  is  generally  nonexistent  or 
mild.”  (Diabetes,  Robert  H.  Williams,  MD,  Paul  B. 
Hoeber,  Inc.,  1962,  page  528.) 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  State  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
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new 

Measurin' 

the  first  8-hour  aspirin 

for  continuous  relief 
of  pain  and  stiffness  in 
rheumatoid  arthritis 
up  to  8 hours 
with  each  dose 


new 

Measurin 

(timed-release  aspirin) 

the  first 
8-hour  aspirin 


MEASURIN  provides  the  full  analgesic  benefits  of  pure  aspirin  both  promptly 
and  for  up  to  8 hours... with  each  oral  dose. 

MEASURIN  is  the  only  long-lasting  pure  aspirin  arthritic  patients  can  take  at 
bedtime  for  analgesia  throughout  the  night... and  prevailing  relief  of  pain 
and  stiffness  upon  arising. 


MEASURIN  is  the  aspirin  of  choice  for  chronic,  low-grade  pain. 


The  prolonged  benefits  of  new  Measurin 

Less  nighttime  discomfort,  less  morning  stiffness,  fewer  nighttime  awakenings, 
less  pain  upon  arising  with  new  Measurin  compared  to  two  bedtime  dosages  of 
regular  aspirin— shown  in  double-blind,  crossover  study  of  26  patients  with  rheu- 
matoid arthritis  and  fibrositis* 


FIC.  1 


MEAN  STIFFNESS/ DISCOMFORT  INDEX 


FIC.  3 


MEAN  PAIN  INDEX 


Morning 

Stillness 


Over  30%  reduction  in 
mean  stiffness  index 


Nighttime 

Discomfort 


Over  33%  reduction  in 
mean  discomfort  index 


FIC.  2 


NO.  OF  TIMES  AWAKE 


Average 
Number  of 
Times 
Awakened 


Over  47%  fewer 
awakenings 
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On  arising 


Morning 


Afternoon 


Evening 


MEASURIN  20  g r.  q.  8 h. 
(60  g r./ day) 


20  gr.  Aspirin  q.  8 h. 
(60  gr./ day) 


12  gr.  Aspirin  q.  4 h. 

(60  gr./ day- 

no  middle-ol-night  dose) 


Results  clearly  indicate  the  superiority  of  Measurin  timed-release  aspirin  to  two  bedtime  dos- 
ages of  regular  aspirin.  Measurin  patients  had  significantly  less  nighttime  discomfort,  significantly 
less  morning  stiffness  (fig.  1),  and  significantly  fewer  nighttime  awakenings  (fig.  2). 

Measurin  patients  also  displayed  significantly  less  pain  upon  arising,  lasting  into  the  morning 
(fig.  3).  During  the  afternoon  and  evening,  both  8-hour  Measurin  and  regular  q.  4 h.  aspirin 
proved  superior  to  20  gr.  regular  aspirin  q.  8 h.  — the  difference  reaching  high  statistical  signifi- 
cance in  the  evening. 

Objectively,  the  investigator  considered  Measurin  superior  to  either  dosage  schedule  of  regular 
aspirin  in  23  of  the  26  patients.  Only  one  patient  preferred  either  of  the  other  regimens  to 

Measurin.  *Clinical  reports  on  file,  Chesebrough-Pond's  Inc.,  New  York,  N.Y. 


The  unique  mechanism 
of  new  Measurin . . . 

One  20-grain  dose 

Unlike  enteric  coatings  or  capsules  of  delay-action 
pellets,  a Measurin  tablet  is  composed  of  over  6 ,000 
microscopic  reservoirs  of  aspirin. 

(2  Measurin  tablets) 
releases  10  grains 
promptly,  followed  by 
sustained  release  of 

Each  reservoir  is  an  individual  aspirin  granule  enclosed 
by  an  inert  polymer,  insoluble  in  body  fluids.  Upon  in- 
gestion, the  tablet  immediately  breaks  apart  and  the 
reservoirs  disperse. 

the  remainder. . . 
controlled  by  this  new 
principle  of  action: 

Gastric  fluids  (black)  diffuse  into  reservoirs  through  semi- 
permeable  walls;  dissolved  aspirin  (blue)  diffuses  out  at 
a controlled  rate  (governed  by  wall  thickness)  designed 
to  provide  optimum  8-hour  blood  levels. 

new 

Measurin 

(timed-release  aspirin) 

for  continuous  relief 
of  pain  and 
stiffness  up  to  8 hours 
with  each  dose 


Chesebrough-Pond's  Inc. 

485  Lexington  Ave.,  New  York,  N.  Y.  10017 


Indications:  Measurin  is  indicated  for  the  relief  of 
low-grade  pain  amenable  to  relief  with  salicylates, 
such  as  in  rheumatoid  arthritis,  osteoarthritis, 
spondylitis,  bursitis  and  other  forms  of  rheuma- 
tism, as  well  as  many  common  musculoskeletal 
disorders.  It  possesses  the  same  advantages  for 
other  types  of  prolonged  aches  and  pains,  such  as 
minor  injuries,  dental  pain,  and  dysmenorrhea. 
Its  sustained  effectiveness  should  also  make  it 
valuable  as  an  analgesic  in  colds,  grippe,  flu  and 
other  similar  conditions  in  which  aspirin  is  indi- 
cated for  symptomatic  relief,  either  by  itself  or 
adjunctive  to  specific  therapy. 

Dosage:  Two  Measurin  tablets  q.  8 h.  have  been 
effective  for  most  analgesic  needs.  This  two-tablet 
(20-grain)  dose  releases  the  blood  level  equiva- 
lent of  10  grains  of  aspirin  promptly  followed  by 
sustained  release  of  the  remainder.  The  10-grain 
(650  mg.)  scored  Measurin  tablets  permit  admin- 
istration of  aspirin  in  multiples  of  5 grains  (325 
mg.),  allowing  individualization  of  dosage  to  meet 
the  specific  needs  of  the  patient. 

With  regular  aspirin  dosage  schedules,  one  10 
grain  Measurin  tablet  may  replace  any  5-grain 
tablet,  but  with  twice  the  duration  of  activity. 
Whenever  possible,  two  tablets  (20  grains)  should 
be  given  before  retiring  to  assure  relief  through- 
out the  night— and  prevailing  pain  relief  upon 
arising. 

Measurin  has  been  made  in  a special  capsule- 
shaped tablet  to  permit  easy  swallowing.  How- 
ever, for  any  patients  who  have  difficulty,  Measurin 
tablets  may  be  crumbled  without  loss  of  sus- 
tained-release effect. 

Side  Effects:  Side  effects  encountered  with  regu- 
lar aspirin  may  be  encountered  with  Measurin. 
Tinnitus  and  dizziness  at  saturation  dosage  are 
the  ones  most  frequently  encountered. 
Contraindications  and  Precautions:  Measurin  is 
contraindicated  in  patients  with  marked  aspirin 
hypersensitivity,  and  should  be  given  with  ex- 
treme caution  to  any  patient  with  a history  of 
adverse  reaction  to  salicylates.  It  may  cautiously 
be  tried  in  patients  intolerant  to  aspirin  because 
of  gastric  irritation,  but  the  usual  precautions  for 
any  form  of  aspirin  should  be  observed  in  pa- 
tients with  gastric  ulcers,  bleeding  tendencies,  or 
hypoprothrombinemia. 


TWO  AREA  MEN  WIN 
HIGH  AMA  POSITIONS 

Dr.  W.  Andrew 
Bunten  of  Cheyenne, 
and  Dr.  I.  E.  Hendryson 
of  Denver  were  elected 
to  high  posts  in  the 
American  Medical  As- 
sociation at  the  Associa- 
tion’s Annual  Conven- 
tion in  New  York  in 
June. 

Dr.  Bunten  was  elect- 
ed Vice  President  of 
the  AMA  and  Dr. 

Hendryson  was  elected  to  the  Association’s  Board  of 
Trustees. 

Born  in  Pawnee  City,  Nebraska,  Dr.  Bunten  re- 
ceived his  premedical  education  both  at  Grinnell 
College  and  at  the  University  of  Nebraska.  In  1922 
he  was  graduated  from  the  University  of  Nebraska 
School  of  Medicine.  He  interned  at  University  Hos- 
pital in  Omaha  then  engaged  in  general  practice  in 
Basin  and  Worland,  Wyoming  for  four  and  one-half 
years.  He  then  trained  in  surgery  at  the  Mayo  Clinic 

and  later  acted  as  Chief 
of  Neurosurgery  at 
Grace  Hospital  in  De- 
troit. 

Since  1931  Dr. 
Bunten  has  been  active- 
ly engaged  in  general 
practice  and  surgery  in 
Cheyenne.  He  served  as 
President  of  the  Wyo- 
ming State  Medical  So- 
ciety in  1946. 

Dr.  Hendryson  is  en- 
gaged in  the  practice  of 
orthopedic  surgery  in  Denver.  He  is  Associate  Clini- 
cal Professor  of  Surgery  at  the  University  of  Colo- 
rado School  of  Medicine.  He  received  a BA  degree 
from  the  University  of  Denver  and  the  MA  and  MD 
degrees  from  the  University  of  Colorado.  His  grad- 
uate training  in  orthopedic  surgery  was  carried  out 
at  the  University  of  Pennsylvania. 

Both  Dr.  Bunten  and  Dr.  Hendryson  have  been 
active  in  their  County  and  State  Medical  Societies  as 
well  as  the  American  Medical  Association. 

Dr.  Hendryson  has  served  as  President  and  later 
as  Chairman  of  the  Board  of  Trustees  of  the  Denver 
Medical  Society  and  as  Constitutional  Secretary  of 
the  Colorado  Medical  Society.  He  has  served  on 
numerous  Councils  and  Committees  of  both  So- 


Hendryson 


Bunten 


cieties.  He  has  also  served  the  American  Medical 
Association  as  an  alternate  delegate  and  delegate 
from  Colorado,  as  well  as  a member  of  the  Council 
on  Legislative  Activities,  Council  on  Medical  Service, 
Committee  on  Medical  Facilities,  National  Speakers’ 
Bureau  and  numerous  reference  committees  of  the 
House  of  Delegates. 

Dr.  Bunten  has  served  as  President  of  the  Wyo- 
ming State  Medical  Society,  and  as  alternate  delegate 
and  delegate  from  Wyoming  to  the  American  Med- 
ical Association.  He  has  also  served  as  a member  of 
the  AMA’s  Council  on  Medical  Education,  and  the 
Joint  Commission  on  Accreditation  of  Hospitals. 

Dr.  Bunten  has  been  active  in  community  affairs 
and  has  served  on  the  Board  of  Directors  of  the 
Cheyenne  Chamber  of  Commerce  and  as  Parade 
Chairman  of  the  Frontier  Days  Committee. 

Dr.  Hendryson  has  served  as  Medical  Advisor, 
National  Ski  Patrol  System;  Board  of  Trustees, 
Goodwill  Industries;  Board  of  Trustees,  National 
Foundation  for  Infantile  Paralysis;  Board  of  Trus- 
tees, Colorado  Society  for  Crippled  Children  and 
Adults;  Co-Founder  of  the  Easter  Seal  Handicamp  in 
Colorado;  Board  of  Trustees  of  the  Colorado  Cancer 
Society;  Board  of  Trustees  of  Summer  Camps,  Inc.; 
Assistant  Medical  Director  of  the  Eighth  Winter 
Olympics;  Board  of  Trustees,  United  Fund;  Board  of 
Trustees,  Young  America  League. 


You  Can  Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  within  15 
days  after  date  of  publication.  Min- 
imum charge  applies  for  100 
copies  or  less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver  18,  Colorado 
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Abdominal  Trauma  cont.  from  page  44 

that  the  kidney  injury  could  be  treated  successfully 
by  non-operative  measures.  However,  the  renal 
trauma  diverted  the  observer’s  attention  from  the 
more  important  lesion.  Although  there  were  indi- 
cations for  abdominal  exploration  when  the  pa- 
tient was  seen  originally  (tenderness,  guarding, 
rebound  and  absent  bowel  sounds)  the  decision  to 
operate  was  made  too  late. 

Discussion 

According  to  Shaftan,1  in  cases  of  blunt  ab- 
dominal trauma,  the  indications  for  laparotomy 
from  the  findings  on  physical  examination  are 
peritoneal  tenderness  with  guarding  and  rebound, 
absent  bowel  sounds,  abdominal  spasm  and  rigidi- 
ty, hematemesis,  and  proctorrhagia.  A single  find- 
ing, or  any  combination  of  the  above,  warrants 
serious  consideration  for  abdominal  exploration. 
Four  factors  evaluated  by  Williams  and  Zollinger2 
for  diagnostic  significance  were  abdominal  ten- 
derness, paracentesis,  roentgenography,  and  white 
blood  count.  They  concluded  that  abdominal 
physical  findings  were  the  most  reliable  indicators 
for  determining  surgical  therapy. 


Paracentesis  is  a worthwhile  procedure  as  long 
as  it  is  remembered  that  both  false  negative  and 
false  positive  results  can  occur.  X-ray  studies  are 
most  helpful  in  genito-urinary  injuries  and  in 
cases  where  free  air  can  be  seen.  X-rays  are  gen- 
erally considered  of  least  value  in  solid  organ 
trauma. 

Questioning  the  patient  is  invaluable.  For  ex- 
ample, asking  about  pain  in  the  shoulder  summit 
or  supraspinous  scapular  fossa  may  be  the  first 
clue  to  the  sub-diaphragmatic  irritation  causing 
referred  pain.  The  patient  is  not  likely  to  volun- 
teer much  information  when  abdominal  pain  is 
overwhelming. 

Summary 

In  this  series,  74  per  cent  of  patients  operated 
upon  for  abdominal  stab  wounds  had  no  intra- 
abdominal injury.  There  were  no  deaths  or  com- 
plications in  those  patients  who  had  “negative” 
laparotomies.  Although  three  quarters  of  these 
stab  wound  patients  had  no  organ  laceration, 
immediate  abdominal  surgery  is  recommended  in 
order  to  definitely  establish  the  extent  of  the 
injury. 

Frequent  physical  examination  of  the  abdomen, 


where  ischemia  causes 
pain,  spasm,  ache, 
intermittent  claudication;  also 
coldness,  numbness  or  ulcerati 
of  extremities. 


IN  CEREBROVASCULAR 
INSUFFICIENCY 

leading  to  such  symptoms  as 
mental  confusion,  diplopia, 
vertigo  and  lightheadedness. 
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blood  flow... 
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while  watching  for  signs  of  peritoneal  irritation, 
is  the  most  reliable  diagnostic  aid  in  the  evalua- 
tion of  non-penetrating  abdominal  injuries.  Ab- 
dominal paracentesis  and  x-ray  studies  are  often 
helpful  but  should  be  secondary  to  examination 
in  determining  the  course  of  therapy.  • 
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Alcoholism  cont.  from  page  42 

or  minimizing  the  complications  of  delirium 
tremens  and  convulsions  has  been  described.  This 
relies  heavily  on  the  use  of  promazine  hydro- 
chloride as  a major  method  of  sedation  and 
which  attempts  to  prevent  convulsions  with  the  use 
of  diphenylhydantoin  and  phenobarbital  in  addi- 
tion to  the  usual  high  vitamin  regime.  The  con- 
comitant role  of  the  use  of  magnesium  sulphate 
in  the  prevention  of  these  complications  as  well 
as  for  the  treatment  of  severe  tremors  has  also 
been  described,  as  well  as  the  use  of  mephenesin 


carbamate  to  reduce  muscular  cramping.  With 
this  regimen  the  difficulties  usually  associated  with 
the  control  of  the  alcoholic  patient  have  been 
significantly  lessened.  It  is  felt  that  with  such  a 
program,  patients  can  be  adequately  managed  in 
a general  hospital  when  the  facilities  of  an  alco- 
holic rehabilitation  center  are  not  available.  Then 
adequate  follow-up  may  frequently  be  obtained 
with  the  help  of  groups  like  Alcoholics  Anony- 
mous. • 
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where  decreased  blood  flow  results 
in  hearing  loss  (sudden  onset), 
tinnitus,  or  vertigo. 


IN  CIRCULATORY 
DISORDERS  OF  THE 
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decreases  resistance  in  arteries 
and  arterioles  in  skeletal  muscle, 
in  the  brain,  and  possibly  in  the 
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cardiac  output  (minute  stroke 
volume)  • maintains  mean 
arterial  blood  pressure  • enhances 
blood  flow  in  ischemic  tissues 
• well  tolerated,  with  rapid  and 
sustained  response  • economical 

Dosage:  Vz  to  1 tablet 
three  or  four  times  a day  is  the 
usual  effective  dosage; 
increased,  if  necessary,  to  2 tablets 
three  or  four  times  a day. 
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caution  in  the  presence  of  a 
recent  myocardial  lesion, 
paroxysmal  tachycardia,  severe 
angina  pectoris  and  thyrotoxicosis. 
Contraindication:  Acute 
myocardial  infarction. 
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IN  CIRCULATORY 
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in  which  vasospasm  and 
impaired  circulation  are  factors. 
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Available  in  6 mg. 
scored  tablets, 
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Psychiatry  for  the  Internist 

The  American  College  of  Physicians  will  sponsor 
a postgraduate  course  in  “Psychiatry  for  the  Inter- 
nist” Nov.  1-5  at  the  University  of  Colorado  Medical 
Center  in  Denver.  The  course  is  one  of  19  which  the 
college,  an  organization  of  internal  medicine  special- 
ists, will  present  during  the  coming  academic  year  in 
cooperation  with  medical  schools  and  teaching  hos- 
pitals throughout  the  nation. 

Inquiries  about  the  course  may  be  directed  to 
Dr.  C.  Wesley  Eisele,  CU  associate  dean  in  charge 
of  postgraduate  medical  education,  at  the  CU  Med- 
ical Center,  4200  E.  Ninth  Ave.,  Denver  80220. 

Treatment  of  Injuries 

The  Committee  on  Injuries  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons  in  conjunction  with 
the  University  of  Texas  Southwestern  Medical  School 
will  present  a Comprehensive  Postgraduate  Course 
on  the  Treatment  of  Injuries  in  Dallas,  Texas,  at 
the  Marriott  Motor  Hotel,  November  17-20,  1965. 

This  course  will  place  special  emphasis  on  multiple 
system  injury  including  presentations  on  airway  ob- 
struction, shock,  chest  injuries,  blunt  trauma,  arterial 
injuries,  genitourinary  and  renal  problems,  neuro- 
logical evaluation,  and  nerve  injuries.  Fractures  of 
the  hand,  carpal  bone  and  extensor  and  flexor  tendon 
injuries  will  be  covered  as  will  fractures  of  the  elbow 
in  children  and  adults.  Non-union  fractures  of  the 
femoral  neck,  calcaneous  and  talus  and  dislocations 
of  the  hip  and  shoulder  will  be  discussed.  One  after- 
noon will  be  given  over  to  cases  presented  by  course 
registrants  to  a special  panel  on  problem  cases. 

The  course  is  open  to  all  physicians.  The  registra- 
tion fee  is  $75.00.  Each  registrant  will  be  a guest  of 
the  committee  for  one  luncheon  and  a chairman’s 
reception  on  Thursday  evening,  November  18,  1965. 
Residents,  interns,  and  medical  students  are  admitted 
free  by  a letter  from  their  chief  of  service.  The 
course  is  approved  for  30  hours  of  Category  II  for 
General  Practice. 


Gastroenterological  Convention 

The  30th  Annual  Convention  of  the  American 
College  of  Gastroenterology  will  be  held  at  the 
Americana  in  Bal  Harbour,  Fla.,  on  October  25,  26 
27,  1965. 

In  addition  to  the  individual  papers  to  be  pre- 
sented, there  will  be  a Panel  Discussion  on  Dis- 
eases of  the  Pancreas  and  a Photoquiz  on  Gastros- 
copy in  which  several  “experts”  and  the  audience 
will  participate.  A Wednesday  evening  session,  de- 
voted entirely  to  a Radiology  Quiz,  will  be  conducted 
by  Dr.  Manuel  Viamonte,  Jr.  of  Miami,  Fla.  and 
other  “experts”  as  participants. 

The  Convention  will  hear  about  foreign  develop- 
ments in  gastroenterology  and  allied  fields  from  Dr. 
John  Tomenius  of  Sweden;  Dr.  Vinko  Percic  of 
Yugoslavia  and  Dr.  Zdenek  Maratka  of  Czecho- 
slovakia amongst  others. 

On  October  28,  29,  30,  immediately  following  the 
Convention,  the  Annual  Course  in  Postgraduate  Gas- 
troenterology will  be  given.  Sessions  will  be  held  at 
the  Americana  and  at  the  Mt.  Sinai  Hospital.  At- 
tendance at  the  Course  will  be  limited  to  those  who 
have  registered  in  advance. 

Copies  of  the  program  and  further  information 
may  be  obtained  by  writing  to:  American  College  of 
Gastroenterology,  33  West  60th  Street,  New  York, 
N.  Y.  10023. 

Michigan  State  Medical  Society 

The  Michigan  State  Medical  Society  will  celebrate 
a century  of  service  in  medicine  at  its  Centennial 
Session  in  Detroit,  September  19-24,  with  headquar- 
ters at  the  Sheraton  Cadillac  Hotel. 

Following  is  the  six-day  plan: 

Sunday,  September  19 

Medicine  and  Religion  Day 
Monday,  September  20 

Medicine  and  Business,  Industry  and  Communi- 
cations Day 
Tuesday,  September  21 

Medicine  and  Medical  Organization  Day 
Wednesday,  September  22 
Medicine  and  Science  Day 
Thursday,  September  23 

Medicine  and  Voluntary  Health  Day 
Friday,  September  24 

Medicine  and  Government  Day 


American  Thoracic  Society 

The  Medical  Sessions  Committee  INVITES  SUBMISSION  OF  PAPERS  on  all  Scientific 
Aspects  of  Tuberculosis  and  Nontuberculous  Respiratory  and  Cardio-Pulmonary  Diseases  for 
presentation  at  the  1966  Annual  Meeting  in  San  Francisco,  California,  May  23-25.  Membership 
in  the  Society  is  not  a prerequisite  to  participation  on  the  program. 

For  further  information  concerning  this  meeting,  please  contact  James  Kieran,  MD,  Chairman, 
Medical  Sessions  Committee,  American  Thoracic  Society,  1790  Broadway,  New  York,  N.Y.  10019. 
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Hepatic  Disease 

The  American  College  of  Physicians  presents 
Postgraduate  Course  No.  2 on  Morphologic,  Bio- 
chemical and  Clinical  Aspects  of  Hepatic  Disease 
October  11-15,  1965  at  Mount  Sinai  Hospital,  Chi- 
cago, Illinois. 

The  relatively  unique  opportunity  of  a five-day 
course  devoted  to  hepatology  permits  an  attempt  at 
a balanced  consideration  of  this  segment  of  medicine. 
This  will  start  with  morphologic,  physiologic  and  bio- 
chemical aspects,  and  diagnostic  measures;  and  will 
continue  with  symposia  and  panels  on  chronic  de- 
generative disease,  acute  necro-inflammatory  disease 
and  neoplastic  diseases  of  the  liver.  Separate  consid- 
eration will  be  given  to  involvement  of  the  liver  in 
extrahepatic  disease  and  to  the  broad  problem  of 
jaundice. 

Registration  forms  and  requests  for  information 
are  to  be  directed  to  Edward  C.  Rosenow,  Jr.,  MD, 
Executive  Director,  American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  Pa.  19104. 

Conferences  on  Hodgkin’s  Disease 

The  latest  clinical  and  research  information  on 
Hodgkin’s  Disease  will  be  presented  at  a Symposium, 
co-sponsored  by  the  American  Cancer  Society  and 
the  National  Cancer  Institute,  to  be  held  Monday, 
November  22,  1965  at  the  New  York  Hilton  Hotel 
in  New  York  City.  All  interested  physicians,  medical 
students  and  investigators  are  invited  to  attend  this 
program  which  will  emphasize  the  clinical  manage- 
ment of  Hodgkin’s  Disease.  There  is  no  advance 
registration  or  registration  fee. 

For  further  information,  write:  Dr.  Jack  W. 
Milder,  Research  Department,  American  Cancer 
Society,  Inc.,  219  East  42  Street,  New  York,  New 
York  10017. 

Postgraduate  Course  and  Training 
Experience  for  General  Practitioners 
November  8-12,  1965 

This  program  of  pediatric  instruction  presented  by 
the  Children’s  Hospital  and  co-sponsored  by  the 
Colorado  Chapter  of  the  American  Academy  of  Gen- 
eral Practice,  will  place  the  registrant  in  the  Resident 
Education  Program. 

Group  discussions  and  formal  conferences  will 
continue  through  the  week;  material  will  be  selected 
that  reflects  current  problems  of  child  care.  Much  of 
the  benefit  of  the  week’s  instruction  will  come  from 
actual  work  with  the  wide  variety  of  interesting  pa- 
tients at  Children’s  Hospital. 

Registration  is  necessarily  limited  to  five  general- 
ists. Since  all  applicants  cannot  be  accommodated, 
the  Committee  reserves  the  right  to  select,  but  pri- 
ority will  be  given  to  those  who  register  early.  The 
registration  fee  of  $30  is  payable  upon  notification 
of  acceptance;  do  not  include  the  fee  with  your  letter 
of  application. 

Address  your  inquiries  to  Frank  J.  Cozzetto,  MD, 
Medical  Director,  Children’s  Hospital,  Denver,  Colo- 
rado 80218. 


First  Annual 

SEMINAR 

sponsored  by 


IMPERIAL  COUNTY 
MEDICAL  SOCIETY 

OCTOBER  16,  1965 
9:00  a.m.  to  5:00  p.m. 

Barbara  Worth  Country  Club 
EL  CENTRO,  CALIFORNIA 


★ ★★★★★★★ 

EMERGENCY  ROOM  TRAUMA 
Seminar  Agenda: 

C.  Jackson  France,  M.D.,  Clinical-Surgical 
Staff  member  of  Wayne  State  University,  De- 
troit, Michigan — “Newer  Concepts  of  Shock,” 
and  “Common  Abdominal  Injuries.” 

Robert  D.  Larsen,  M.D.,  Clinical  Assistant 
Professor  in  Surgery,  Wayne  State  University, 
Detroit,  Michigan — “Fractures  and  Joint  In- 
juries of  the  Hand”  and  “Tendon  and  Nerve 
Injuries  of  Hand.” 

Jordan  J.  Weitzman,  M.D.,  Assistant  Professor 
of  Surgery,  University  of  Southern  Califor- 
nia, Los  Angeles — “Injuries  in  Childhood,” 
and  “Burns  in  Children.” 

Charles  A.  Berry,  M.D.,  Chief,  Center  Medi- 
cal Programs,  NASA  Manned  Spacecraft 
Center,  Houston,  Texas — “Man’s  Responses 
to  Prolonged  Orbital  Space  Flight.” 

DINNER  MEETING — 8 p.m.  Open  to  Public 
Barbara  Worth  Country  Club 

Charles  A.  Berry,  M.D. — “Man  in  the  Space 
Age.” 

★ ★ ★ ★ 

Registration  jee  for  day  Seminar,  including 
lunch:  $20.00.  Dinner:  $6.00  per  person. 

For  information  and  reservations:  George 
Jaquith,  M.D.,  116  North  Plaza,  Braw- 
ley,  California. 


for  September,  1965 
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Health  Education  cont.  from  page  48 

of  the  Health  Educator  to  see  that  it  is  stamped 
deeply  and  indelibly,  with  his  other  academic  at- 
tainments, on  his  consciousness  forever. 

In  school,  while  he  yet  barely  knows  how  to 
use  his  hands,  he  is  taught  the  use  and  function 
of  the  most  particulate  portions  of  his  intestine. 
Before  he  understands  the  danger  of  a malfunc- 
tioning tongue,  he  is  indoctrinated  with  the  hor- 
rors of  a malfunctioning  kidney.  He  may,  if  bright 
enough,  win  recognition  in  his  high  school  by  pro- 
ducing the  best  class  essay  on  cancer,  or  by  turn- 
ing out  the  best  “Report”  on  mental  disease. 

So  strict  is  the  discipline  which  this  false  Hygeia 
has  exercised,  that  soon  he  finds  his  life  is  scien- 
tifically compartmented.  The  simple  joy  of  eating 
must  first  pass  the  scrutiny  of  diet  in  relation  to 
disease.  The  protective  stimulus  of  anxiety  must 
be  dulled  by  tranquilizers  lest  an  emotional  dis- 
turbance result.  Discipline  must  be  vastly  dis- 
guised in  case  it  should  produce  inhibition.  Final- 
ly, love  itself  must  be  analyzed  coldly  and  dis- 
passionately in  the  light  of  genes  and  basic  im- 
pulses. 

With  all  this,  health  of  course  is  the  first 
thing  to  suffer  and  John  Q.  Public  falls  a prey  to 


his  fear,  making  himself  a just  sacrifice  to  his  own 
neuroses.  He  becomes  a frantic  consumer  of  pills, 
a devotee  of  daily  vitamins  and  a sour-smelling 
anxious  adult,  peering  fretfully  at  his  tongue  in  the 
waiting  room  mirrors  of  every  available  doctor’s 
office.  In  the  rush  to  avoid  disease,  he  loses 
health.  He  is  confused;  insurance  companies,  with 
a beneficent  eye  to  the  longevity  of  their  premi- 
um-producing clients,  pronounce  the  grave  dan- 
gers of  gaining  weight;  yet  cancer  societies  loudly 
proclaim  the  warnings  sounded  by  a loss  of 
weight.  Where  is  he  to  turn,  this  poor  confused 
recipient  of  health  education? 

Smoking  furiously  on  his  filtered  and  denico- 
tinized  cigarettes,  slurping  down  decaffeinated 
coffee  by  the  gallon,  and  sated  to  the  gills  with 
health  foods  and  branny  bulk,  he  flings  himself 
freely  and  fully  on  the  altar  of  the  Great  God 
Quack,  a sacrifice  bled  cleanly  and  completely  by 
the  High  Priestess,  Hygeia  herself.  Only  after  all 
of  this,  at  the  loving  hands  of  his  final  preservers, 
he  finds  his  ultimate  answer.  As  the  embalming 
fluid  courses  through  his  veins  and  the  gentle 
Acolytes  of  Mortuary  Science  apply  their  cos- 
metic art,  he  surely  and  successfully  acquires,  for 
the  first  time,  the  appearance  at  least  of  glowing 
and  vigorous  health.  • 


your  BLUE-CHIP  INVESTMENT 

Cherry  Terrace  Medical  Building 

SOON  READY  FOR  YOUR  OCCUPANCY 
AT  3865  CHERRY  CREEK  NORTH  DRIVE , DENVER 


• CENTRAL  LOCATION 

Reachable  by  fast-traffic 
thorofares  in  minutes  from 
throughout  Denver. 

• FLEXIBLE  SPACE 

Our  skilled  staff,  including 
architect  and  decorator,  helps 
you  plan  your  office  to  fit 
your  needs. 

• COMPETITIVELY 
PRICED 

$4.85  per  square  foot,  includ- 
ing utilities. 

• UNLIMITED  PARKING 

for  doctors  and  your  patients. 


• ALL-WEATHER  SYSTEM  • LABORATORY  AND  X-RAY 

Individually  controlled  air  conditioning  and  heating.  FACILITIES 

And  all  windows  will  open.  Availale  on  a participating  basis. 


INVESTMENT  OPPORTUNITIES  AVAILABLE  TO  TENANTS 

for  information,  write  TERRACE 

KELLER-LOUP  CONSTRUCTION  CO.  • PHONE  388-6313 
470  SO.  COLORADO  BOULEVARD 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  lOmg 

Niacinamide  lOOmg 

Vitamin  G (Ascorbic  Acid)  300  mg 

Vitamin  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  (one  month’s  supply)  and  100 
(three  months'  supply). 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 

6693-4 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran- 
quilizer—Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint— convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 
ber of  circumstances  can  unleash  it.  Keep  Atarax  in 
mind  for  all  your  emotionally  distressed  patients— from 
under  6 to  over  60. 

for  any  age— for  any  stage  of  anxiety 


(hydroxyzine  HCljjnL 


. . . In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


t effects  and  precautions:  The  transitory 
tsiness  which  may  occur  with  hydroxyzine 
I isually  disappears  spontaneously  in  a few 
l with  continued  therapy,  or  is  correctable 
' sage  reduction.  Dryness  of  the  mouth  may 
! en  with  higher  doses.  Involuntary  motor 
" ty  has  been  reported  in  hospitalized 
i nts  on  higher  than  recommended  doses, 
toxyzine  HCI  may  potentiate  CNS  depres- 
il  , narcotics  such  as  meperidine,  barbitu- 
1!  and  anticoagulants.  In  conjunctive  use, 
> je  for  these  drugs  should  be  decreased, 
i jse  drowsiness  may  occur,  patients  should 
s lutioned  against  driving  a car  or  operat- 
E angerous  machinery.  Parenteral  Solution 
« utions  and  contraindications:  This  dosage 
i is  intended  only  for  l.M.  or  I.V.  adminis- 
5 n and  should  not,  under  any  circum- 
3 es,  be  injected  subcutaneously  or  intra- 
1 ally.  When  the  usual  precautions  for  I.M. 
i(  ion  have  been  followed,  reports  of  soft 

i reactions  have  been  rare.  I.V.  adminis- 

* n should  be  slow,  no  faster  than  25  mg. 

ii  linute,  and  should  not  exceed  100  mg.  in 
ii  ingle  dose.  Particular  care  should  be  used 
: ure  injection  only  into  intact  veins;  a few 

* ices  of  digital  gangrene  occurring  distal 
2 injection  site  have  been  attributed  to 

3 ertent  intraarterial  injection  or  periarte- 
i xfravasation,  both  of  which  should  be 
1 ed.  More  detailed  professional  informa* 
'i  ivailable  on  request. 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

Health,  Education  and  Welfare  officials  are  draft- 
ing rules  and  regulations  for  operation  of  the  new 
Social  Security  medicare  law. 

The  new  law  provides  for  persons  65  years  and 
older  a basic  hospitalization  plan  financed  with 
Social  Security  taxes  and  a subsidized,  voluntary, 
supplementary  medical  insurance  program.  Both  pro- 
grams will  start  July  1,  1966. 

The  existing  Kerr-Mills  program  of  medical  as- 
sistance to  the  needy  and  near-needy  aged  is  ex- 
panded and  combined  with  all  the  other  federal- 
state  medical  assistance  programs  into  one  plan  with 
simplified  administration,  a uniform  grant  formula, 
specified  benefits  and  minimum  eligibility  require- 
ments. 

Self-employed  physicians  are  brought  under  So- 
cial Security  retroactive  to  Jan.  1,  1965.  They  will 
be  required  to  pay  next  April  $259.20  each  in  Social 
Security  taxes  for  this  year.  The  tax  will  go  up  to 
$405.90  for  1966  and  rise  over  the  years  to  $514.80 
by  1987.  Physicians  were  the  last  profession  to  be 
covered  by  Social  Security  and  the  only  group  to  be 
forced  into  the  system  over  the  protests  of  its  pro- 
fessional organization. 

Coverage  and  liability  for  taxes  for  interns  and 
residents  will  not  begin  until  Jan.  1,  1966. 

The  new  law  also  increases  Social  Security  cash 
benefits  by  an  average  of  seven  per  cent,  retroactive 
to  Jan.  1,  1965. 

To  finance  the  new  health  care  programs  and  the 
increase  in  cash  benefits,  both  the  Social  Security  tax 
base  and  tax  rates  will  be  increased.  The  tax  base 
will  be  increased  from  the  present  $4,800  of  workers’ 
annual  pay  to  $6,600  on  Jan.  1,  1966. 

Arthur  E.  Hess,  who  has  been  with  the  Social 
Security  Administration  since  1939  and  in  charge 
of  disability  insurance  since  1954,  has  been  named 
to  head  up  the  new  SSA  Bureau  of  Disability  and 
Health  Insurance  to  handle  the  medicare  program. 
A spokesman  said  the  SSA,  which  now  has  35,000 
employes,  will  add  between  7,000  and  8,000  more  in 
the  next  year  to  administer  the  program. 

President  Johnson  went  to  Independence,  Mo.,  to 
sign  the  legislation  (H.R.  6675)  July  30  in  the  pres- 
ence of  former  President  Harry  S Truman  who  20 
years  ago  proposed  in  his  legislative  program  a na- 
tional medical  insurance  plan  for  all  ages  financed  by 
higher  Social  Security  taxes. 

Commenting  on  the  medicare  program  becoming 
law,  F.  J.  L.  Blasingame,  MD,  executive  vice  presi- 
dent of  the  AMA,  said  in  Chicago: 

“We  will  watch  developments  in  this  new  program 
and  offer  constructive  suggestions,  both  to  Congress 
and  to  the  administrators  of  the  program,  in  the 
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interest  of  the  maintenance  of  the  highest  quality  of 
medical  care. 

“President  Johnson  has  requested  that  we  meet 
with  officials  of  the  Department  of  Health,  Education 
and  Welfare  on  the  development  of  rules  and  regula- 
tions. 

“Following  our  conference  with  Mr.  Johnson  on 
Thursday  (July  29),  initial  meetings  were  held  with 
HEW  Secretary  Anthony  Celebrezze,  exploring  ar- 
rangements for  AMA  and  HEW  review  of  pro- 
jected regulations  and  of  problems  of  administration 
and  interpretation  of  the  law. 

“The  President  also  asked  that  we  report  back  to 
him  in  two  months  on  our  progress.” 

The  White  House  conference  between  Johnson 
and  1 1 top  AMA  elected  and  staff  officials,  developed 
from  an  action  of  the  AMA  House  of  Delegates  in 
New  York  last  June.  The  House  approved  a resolu- 
tion including  the  following  two  resolves: 

“Resolved,  That  this  House  of  Delegates  restate 
its  offer  to  meet  with  the  President  of  the  United 
States  through  our  Legislative  Task  Force  to  discuss 
proposed  medical  care  legislation  with  a view  to  safe- 
guarding the  continued  provision  of  the  highest  qual- 
ity and  availability  of  medical  care  to  the  people  of 
the  United  States.  . . . 

“ Resolved , That  the  American  Medical  Associa- 
tion strongly  urge  those  branches  of  the  government 
interested  in  the  formulation,  the  enactment,  and 
the  implementation  of  laws  which  deal  with  the 
provision  of  professional  medical  services  to  the 
public  to  seek  and  utilize  the  advice  and  assistance  of 
the  physicians  who  will  render  such  services.  Such 
advice  and  assistance  should  be  received  through  our 
chosen  representatives,  the  officers  of  the  American 
Medical  Association.  . . .” 

The  first  AMA-HEW  conference  on  medicare  at 
the  staff  level  was  held  in  Washington  a week  after 
the  program  became  law. 

HEW  was  consulting  representatives  of  the  Amer- 
ican Hospital  Association  even  before  the  legislation 
was  signed  into  law. 

The  Social  Security  Administration,  in  administer- 
ing the  basic  and  supplementary  health  care  pro- 
grams, will  utilize  Blue  Cross,  Blue  Shield,  private 
health  insurance  carriers  or  combinations  of  them  as 
“fiscal  intermediaries.”  At  this  writing,  they  had  not 
been  named. 

HEW  said  the  physician  will  be  the  key  figure  in 
the  basic  as  well  as  the  supplementary  program.  He 
will  decide  upon  admission  to  a hospital  or  post- 
hospital extended  care  facility,  order  tests,  drugs  and 
treatment,  including  home  health  services,  and  deter- 
mine the  length  of  stay,  HEW  said. 

As  to  length  of  stay,  however,  hospitals  and  ex- 
tended care  facilities  participating  in  the  program 
will  be  required  “to  have  in  effect  a utilization  review 
plan  providing  for  a review  of  admissions,  length  of 
stays  and  the  medical  necessity  for  services  pro- 
vided.” 

Such  reviews  “would  ordinarily  be  carried  out 
by  a staff  committee  of  the  institution,”  and  include 
other  professional  personnel  such  as  registered  nurses 
and  medical  social  workers  in  addition  to  two  or 
more  physicians. 


As  an  alternative,  HEW  said,  reviews  could  be 
conducted  by  a similar  group  outside  the  institution 
— preferably  one  established  by  the  local  medical 
society  and  some  or  all  of  the  hospitals  and  extended 
care  facilities  in  the  locality. 

Under  the  supplementary  program,  the  patients 
could  pay  the  doctor  and  be  reimbured  80  per  cent 
of  a “reasonable”  fee.  If  the  doctor  so  chose,  he 
could  let  the  patient  assign  to  him  the  amount  the 
patient  would  be  reimbursed.  If  payment  is  on  the 
basis  of  an  assignment,  the  “reasonable”  fee  would 
have  to  be  accepted  as  the  full  payment.  If  the  physi- 
cian receives  payment  only  directly  from  the  patient, 
he  can  charge  the  amount  he  chooses  regardless  of 
what  is  determined  to  be  a “reasonable”  fee. 

In  determination  of  a “reasonable”  fee,  HEW  said, 
the  supplementary  insurance  carriers,  must  “assure 
that  the  charge  on  which  the  reimbursement  is  based 
is  reasonable  and  is  not  higher  than  the  charge  used 
for  reimbursement  on  behalf  of  the  carriers  own 
policyholders  or  subscribers  for  comparable  services 
and  under  comparable  circumstances.” 

Summary  of  Law’s  Health  Care  Provisions 

BASIC  PROGRAM 
Hospitalization 

Up  to  90  days  in  each  spell  of  illness.  The  patient 
pays  the  first  $40  of  hospital  costs.  If  he  stays  more 
than  60  days,  he  pays  $10  for  each  additional  day 
up  to  the  90-day  limit.  A spell  of  illness  starts  with 
the  first  day  of  hospitalization  and  ends  when  the 
patient  has  spent  60  consecutive  days  without  hos- 
pital or  nursing  care. 

The  hospitalization  covers  room  and  board,  pre- 
scribed drugs  while  hospitalized  and  other  services 
and  supplies  except  private  duty  nursing  and  services 
of  physicians  other  than  interns  or  residents  in 
training.  Christian  Science  sanatoriums  and  psy- 
chiatric hospitals  are  included.  There  is  a lifetime 
limit  of  190  days  in  a psychiatric  hospital. 

Nursing  Home  Care 

Up  to  100  days  in  an  extended  care  facility  in 
each  spell  of  illness  after  a stay  of  at  least  three  days 
in  a hospital.  There  is  no  charge  to  the  patient  for 
the  first  20  days.  The  patient  pays  $5  for  each  day 
above  20,  up  to  the  100-day  limit. 

Home  Nursing 

Up  to  100  visits  by  nurses  or  technicians  in  a one- 
year  period  following  the  patient’s  discharge  from  a 
hospital  or  extended  care  facility.  The  services  fur- 
nished must  be  in  accordance  with  a program  set 
up  and  periodically  reviewed  by  a physician. 

Diagnostic  Services 

Tests  and  related  diagnostic  services,  other  than 
those  performed  by  physicians,  that  are  normally 
provided  by  hospitals  to  out-patients.  The  patient 
pays  $20  of  the  charge  for  each  diagnostic  study  pro- 
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vided  by  the  same  hospital  in  a 20-day  period.  The 
patient  pays  20  per  cent  of  the  charges  above  $20. 

Supplementary  Program 

Persons  enrolling  in  this  program  will  pay  $3  a 
month  in  premiums.  The  federal  government  will 
match  this  with  a payment  of  $3  a month  for  each 
participant.  The  federal  share,  about  $600  million  a 
year,  will  come  from  general  tax  revenues.  The  in- 
surance supplements  the  basic  program  by  covering 
most  other  major  medical  expenses  except  those  for 
dental  services,  medicines  and  drugs. 

A participant  in  the  program  pays  $50  of  his 
annual  costs  for  the  services  and  supplies  covered. 
He  also  pays  20  per  cent  of  the  annual  costs  above 
$50  while  the  program  pays  80  per  cent. 

The  coverage  includes: 

Physicians’  services,  including  surgery,  whether 
performed  in  a hospital,  clinic,  office  or  home. 

Up  to  100  home  nursing  visits  each  year  in  addi- 
tion to  those  allowed  under  the  basic  program  and 
without  any  requirement  for  prior  hospitalization. 

Various  services  and  supplies,  whether  provided  in 
or  out  of  a medical  institution,  such  as  x-ray  and 
other  diagnostic  tests,  radiological  treatments,  sur- 
gical dressings,  splints,  casts,  iron  lungs  and  other 
specified  prosthetic  devices,  artificial  arms,  legs  and 
eyes  and  ambulance  service. 

WELFARE  AID 

The  bill  authorizes  increases  of  about  $400  million 
in  annual  federal  grants  to  states  for  public  assistance 
(relief  of  the  needy)  and  other  welfare  programs.  It 
consolidates  the  Kerr-Mills  medical  assistance  pro- 
gram with  five  related  programs  and  sets  federal 
standards  for  the  scope  of  benefits  and  eligibility  of 
beneficiaries. 

A new  program  of  health  care  for  children  in 
impoverished  families  is  established,  with  $185  mil- 
lion in  grants  authorized  for  the  first  five  years. 
Grants  for  maternal  and  child  health  services  and  aid 
to  crippled  children  are  raised  in  four  steps  from 
the  present  level  of  $80  million  to  $120  million  in 
1970. 

By  revising  the  general  formula  for  public  assist- 
ance grants,  the  bill  raises  annual  federal  authoriza- 
tions by  $150  million. 


Acanthosis  Nigricans  cont.  from  page  47 


In  his  terminal  stages  he  developed  large  amounts  of 
ascites  which  were  relieved  by  frequent  paracentesis. 
The  patient  died  on  February  27,  1953,  approximate- 
ly 10  months  after  admission  to  the  hospital. 

At  autopsy  the  gross  findings  of  acanthosis  nig- 
ricians  involving  axillae,  knees,  hands,  inguinal  re- 
gions, elbows  and  face  were  grossly  observed.  Only 
the  tail  of  the  pancreas  could  be  readily  identified 
in  the  abdominal  cavity.  The  head  and  neck  of  the 
pancreas  were  represented  by  irregular  nodular  ag- 
gregates of  firm  gray  tissue  which  appeared  to  be 
adherent  to  the  adjacent  stomach  and  completely 


obliterated  the  lesser  omental  sac.  Direct  extensions 
to  the  greater  curvature  of  the  stomach  as  well  as 
the  gastrohepatic  ligament  could  be  visualized. 
There  were  extensions  of  malignant  tissue  to  the  ad- 
jacent retroperitoneal  space  with  complete  oblitera- 
tion of  the  retroperitoneal  lymph  nodes.  Extensions 
along  the  peritoneal  surfaces  also  involved  the  entire 
right  perirenal  space  with  complete  encirclement  of 
the  right  adrenal  gland.  Metastatic  involvement  was 
also  visualized  in  the  pleura  as  well  as  in  the  liver. 
Microscopic  studies  demonstrated  a primary  carci- 
noma of  the  pancreas  with  extension  to  liver,  retro- 
peritoneal lymph  nodes,  pleura  and  lungs  (Fig.  4). 

Summary 

A review  of  the  pertinent  findings  associated 
with  acanthosis  nigricans  is  presented.  The  clini- 
cal course  of  one  case  is  described  along  with 
autopsy  findings  demonstrating  the  presence  of  a 
carcinoma  of  the  pancreas  with  wide  spread  meta- 
static involvement.  • 
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Colorado 

Dr.  Thaddeus  P.  Sears,  a member  for  many  years 
of  the  Denver  County  and  Colorado  Medical  So- 
cieties, died  following  a heart  attack  on  June  17, 
1965,  in  Tallahassee,  Florida.  He  was  on  his  way  to 
Miami,  Florida,  to  attend  the  annual  meeting  of  the 
Society  of  Nuclear  Medicine. 

Dr.  Sears  was  born  on  August  20,  1892,  at  Lead- 
ville,  Colorado.  He  was  the  son  of  Mark  H.  Sears, 
MD,  a pioneer  Leadville  physician.  Dr.  Sears’  father 
was  a member  of  the  first  class  to  graduate  from  the 
Northwestern  School  of  Medicine  in  Evanston,  Illi- 
nois. He  was  a distinguished  doctor  in  Colorado  in 
his  time,  and  served  on  the  faculty  of  the  Gross 
College  of  Medicine  in  Denver. 

Dr.  Sears  received  his  Bachelor  of  Arts  Degree 
from  the  University  of  Denver  in  1915,  and  his  MD 
Degree  from  the  University  of  Colorado  School  of 
Medicine  in  1920.  He  interned  at  Mercy  Hospital  in 
Denver  in  1920  and  1921.  Later  he  received  post- 
graduate training  at  the  University  of  California  at 
the  Oak  Ridge  Institute  of  Nuclear  Studies,  U.S. 
Army  Medical  School,  and  the  Walter  Reed  Hospital 
in  Washington,  D.C. 

He  served  as  an  enlisted  man  during  World  War  I. 
He  joined  the  U.S.  Army  Medical  Corps  in  1942 
and  served  with  distinction  until  1946,  when  he  was 
discharged  with  the  rank  of  Colonel. 

He  joined  the  University  of  Colorado  Medical 
Center  staff  in  1924  as  a Colorado  General  Hospital 
out-patient  physician.  He  was  appointed  to  the  fac- 
ulty of  the  University  of  Colorado  School  of  Medi- 
cine in  1933  as  an  instructor  in  medicine.  He  was 
promoted  to  the  rank  of  Associate  Professor  of 
Medicine  in  1957.  On  June  30,  1962,  when  he  retired 
as  Chief  of  Medical  Services  at  the  Denver  Veterans’ 
Administration  Hospital,  he  was  appointed  Emeritus 
Associate  Professor  of  Medicine. 

Dr.  Sears  began  a long  and  active  association  with 
the  Denver  Medical  Society  Library  in  1936,  when 
he  first  served  on  the  Building  Committee.  He  again 
served  on  this  committee  in  ’51,  ’52  and  ’53.  How- 
ever, his  most  vigorous  efforts  for  the  library  came  in 
1963  when  he  accepted  appointment  as  Library  Con- 
sultant, and  was  a member  of  the  Library  and  Build- 
ing Committee  until  his  death.  It  can  be  said  that  the 
Denver  Medical  Society  Library  has  lost  one  of  its 
ablest  friends.  Dr.  Sears  knew  the  value  of  a library, 
and  understood,  and  gave  the  support  needed  for  its 
well-being. 

Dr.  Sears  joined  the  staff  of  the  Veterans’  Admin- 
istration Hospital  in  Denver  in  1946  and  became 
chief  of  its  medical  service.  Shortly  thereafter  he  was 
appointed  Assistant  to  the  Dean  of  the  Colorado 


School  of  Medicine  for  Alumni  Affairs.  Still  later  he 
was  elected  to  the  Executive  Secretaryship  of  the 
University  of  Colorado  School  of  Medicine  Alumni 
Association,  a position  he  held  at  the  time  of  his 
death.  He  also  served  for  many  years  on  the  con- 
sulting staff  of  Denver  General  Hospital. 

In  addition  to  his  membership  in  the  Denver  Med- 
ical Society,  the  Colorado  Medical  Society,  and  the 
American  Medical  Association,  he  was  a Fellow  of 
the  American  College  of  Physicians,  the  Denver 
Clinical  Pathological  Society,  and  a founder  of  the 
Society  of  Nuclear  Medicine.  He  was  President  of 
this  last-named  organization  in  1963  and  1964.  He 
was  a Diplomate  (1946)  of  the  American  Board  of 
Internal  Medicine.  He  was  the  author  of  a mono- 
graph entitled,  “A  Physician  in  Atomic  Defense,” 
published  in  1953,  and  numerous  other  articles  for 
medical  journals  and  publications. 

He  is  survived  by  his  wife,  Therese  B.  Sears,  a 
son,  Dr.  Robert  Sears,  a practicing  pediatrician  in 
Lakewood,  a daughter,  Mrs.  Janet  Krall  of  Trenton, 
Michigan,  a sister,  Mrs.  Cora  Hamlyn  of  Denver, 
and  six  grandchildren. 

Roger  Sherman  Whitney  died  tragically  July  22, 
1965,  as  the  result  of  an  accident  while  climbing  a 
17,400  ft.  peak  in  the  Andes  Mountains  northeast  of 
Lima,  Peru.  At  the  time  of  the  accident  he  was  a 
member  of  a mountain-climbing  party  sponsored  by 
the  Iowa  Mountaineers,  but  made  up  of  mountain 
climbers  from  many  parts  of  the  United  States.  Dr. 
Whitney  was  an  enthusiastic  mountain  climber  with 
a great  deal  of  experience  in  mountain  climbing  in 
Canada,  Alaska,  the  Alps,  and  the  Himalayas.  He 
was  a life  member  of  the  American  Alpine  Club,  a 
member  of  the  Swiss  Alpine  Club,  the  Canadian 
Alpine  Club,  and  the  Colorado  Mountain  Club. 

Dr.  Whitney  was  born  June  19,  1905,  in  Wain- 
scott,  Long  Island,  New  York.  He  was  awarded  a 
Bachelor  of  Arts  Degree  from  Yale  College  in  1928 
and  graduated  from  Harvard  Medical  School  in 
1932. 

He  interned  at  the  Boston  City  Hospital  in  Boston, 
and  after  serving  residencies  in  the  New  Haven 
Hospital  in  New  Haven,  Connecticut,  Bellevue  Hos- 
pital in  New  York,  and  Johns  Hopkins  Hospital  in 
Baltimore,  Maryland,  he  was  certified  by  the  Amer- 
ican Board  of  Internal  Medicine  in  1946. 

Dr.  Whitney  moved  to  Colorado  in  1937  and  re- 
ceived his  Colorado  license  to  practice  that  same 
year.  He  was  appointed  medical  advisor  to  Colorado 
College  in  1947  and  remained  in  charge  of  the  health 
services  at  the  College  up  to  the  time  of  his  death. 

He  was  a member  of  the  El  Paso  County  Medical 
Society,  the  Colorado  Medical  Society,  and  the 
American  Medical  Association.  He  was  also  a fellow 
of  the  American  College  of  Physicians  and  a former 
President  of  the  Colorado  Trudeau  Society  in  1957- 
58. 

In  1941  Dr.  Whitney  gave  up  his  private  practice 
in  Colorado  Springs  to  join  the  American  Red  Cross, 
and  served  with  this  organization  in  the  European 
Theater  for  one  year  before  joining  the  United  States 
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Army  in  1942.  He  was  discharged  from  the  U.S. 
Army  in  1945  with  the  rank  of  Major.  Most  of  his 
Army  service  was  in  the  European  Theater. 

Dr.  Whitney  was  active  in  the  medical,  health, 
welfare  and  civic  activities  of  his  community. 

He  is  survived  by  his  widow,  Olive  Bradley  Whit- 
ney, a daughter,  Ann,  age  17,  a son,  Edward,  age  15, 
and  a sister,  Mrs.  Pehr  Sparre,  of  Essex,  Connecticut, 
and  three  brothers,  William  B.,  of  Switzerland, 
Simon  N.  of  Highland  Park,  New  Jersey,  and  Hassler 
of  Princeton,  New  Jersey. 

Montana 

Walker  Honaker,  MD,  Billings,  Montana,  died  in 
Spokane,  Washington,  on  July  17,  1965.  Doctor 
Honaker  was  born  in  St.  Louis,  Missouri,  on  Feb- 
ruary 26,  1913.  ...  He  received  his  MD  degree  from 
the  University  of  Colorado  School  of  Medicine  in 
1945,  and  after  a two-year  tour  of  duty  with  the 
Medical  Corps  of  the  United  States  Army,  moved  to 
Billings  for  the  practice  of  medicine.  From  1953- 
1956  he  undertook  a residency  in  internal  medicine 
at  the  Mayo  Clinic.  Upon  completion  of  this  resi- 
dency he  returned  to  Billings  for  the  practice  of  his 
specialty.  . . . Doctor  Honaker  was  an  active  mem- 
ber of  the  Yellowstone  Valley  Medical  Society,  the 
Montana  Medical  Association  and  the  American 
Medical  Association  and  served  on  many  of  the 
committees  of  his  component  and  constituent  med- 
ical societies. 


Wyoming 

Kenneth  Ray  Petsch  was  born  on  May  29,  1909 
in  Colman,  South  Dakota  and  attended  the  Uni- 
versity of  South  Dakota.  He  received  two  degrees,  a 
Bachelor  of  Arts  degree  in  1933  and  a Bachelor  of 
Science  degree  in  1943.  In  the  interval  he  taught 
school  in  South  Dakota  and  Minnesota. 

In  1945,  Dr.  Petsch  graduated  from  the  Wash- 
ington University  School  of  Medicine  in  St.  Louis 
and  subsequently  interned  in  Northwestern  Hospital 
in  Minneapolis.  Following  two  years  in  the  Army 
Medical  Service  during  which  time  he  was  assigned 
to  the  Veterans  Administration,  Dr.  Petsch  practiced 
in  Hot  Springs,  South  Dakota.  From  1954  to  1955, 
he  took  postgraduate  training  in  surgery  in  the  Jack- 
son  Clinic. 

Since  1956,  Dr.  Petsch  has  practiced  in  Cheyenne, 
Wyoming  and  has  been  a valued  member  of  the 
Laramie  County  Medical  Society.  He  was  also  a 
member  of  the  AMA  and  International  College  of 
Surgeons  and  a member  of  the  Wyoming  Hospital 
Advisory  Board.  He  died  after  a brief  illness  on  July 
30,  1965. 

He  is  survived  by  his  wife,  Alice,  a daughter, 
Sharon,  of  Cheyenne,  his  mother,  Mrs.  Pearle  Petsch, 
and  a brother,  Burnell  Petsch,  both  of  Wentworth, 
South  Dakota. 
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Contraceptive  Devices  cont.  from  page  50 

education  and  understanding  of  the  physiological 
processes  are  not  well  known.  However,  in  private 
practice,  it  has  been  the  intelligent  women  who  re- 
quest the  intrauterine  devices  after  having  read 
about  them  in  the  lay  magazines.  They  are  law- 
yers’ wives,  teachers  and  others  who  don’t  want  to 
be  bothered  by  the  details  of  taking  the  “pills”  or 
watching  the  calendar. 

Dr.  Charles  Bollinger  performed  much  of  the 
original  work  on  this  method  of  contraception 
during  training  under  Dr.  J.  Robert  Wilson  in 
Philadelphia.  He  is  now  in  the  Public  Health  Ser- 
vice at  Gallup,  New  Mexico,  and  has  inserted 
hundreds  of  these  plastic  devices  into  Navajo 
Indian  women  with  about  88  to  90  per  cent  suc- 
cess. 

This  now  appears  to  be  a safe,  effective,  method 
of  contraception  that  will  be  practiced  more  and 
more  in  the  years  ahead  and  will  become  a perma- 
nent part  of  the  armamentarium  of  the  physi- 
cian. • 
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expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  John  M.  Read,  Elko. 

President-elect:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  William  A.  O’Brien,  HI,  Reno. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal: Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff.  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 


New  Mexico  Medical  Society 

OFFICERS— 1965-66— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmitt  M.  Jennings,  Roswell. 

Secretary -Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Omar  Legant,  Albuquerque. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A. : Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A. : James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte 
Vista  Blvd.,  N.E.,  Albuquerque.  Telephone  265-8494. 

Utah  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City. 

President-elect:  L.  V.  Broadbent,  Cedar  City. 

Past  President:  Scott  M.  Budge,  Logan. 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City. 
Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  AMA:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  AMA:  Ralph  E.  Jorgenson,  Provo. 

President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden. 

Alternate  Speaker,  House  of  Delegates:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 

Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1964-65 — -Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Howard  P.  Greaves,  Rock  Springs 

President-elect:  Thomas  Nicholas,  Buffalo 

Vice  President:  Ray  K.  Christensen,  Powell 

Secretary:  Oscar  J.  Rojo,  Sheridan 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Halgler, 

Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P O.  Box  2266,  Chey- 
enne. Telephone  632-5525 
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For  really  brilliant  endoscopic  illumination 

FIBER  OPTIC 

LIQUE 
TELESCOPE 


smsm 


Fiber  optic  illumination— brilliant,  concentrated,  cool- 
enables  the  new  Foroblique  68-A  Telescope  by  ACMI 
to  provide  far  superior  vision  than  is  possible  with  an 
incandescent  lamp.  Optical  glass  fibers  within  the 
telescope  sheath  connect  at  their  proximal  end 
with  a flexible  bundle  of  approximately  200,000 
ight-carrying  fibers,  which  transmit  undis- 
torted light  from  a high  intensity  parabolic 
lamp  located  in  a power  supply  cabinet. 
Vision  is  both  forward  and  oblique- 
amphitheatre  vision.”  This  telescope 
can  be  used  with  twenty-eight  differ- 
ent ACMI  diagnostic  and  oper- 
ating instruments,  including 
pan-endoscope,  electrotome, 
grasping  forceps,  peri- 
toneoscope, resectoscope 
and  many  others. 


Cat.  No.  FO-8148— 

Fiber  Optic  68-A 
Foroblique  Telescope. 

Cat.  No.  FOLC-400A — 
Fiber  Optic  Light 
Carrier  Bundle,  72". 

Cat.  No.  FCB-100— 

Fiber  Optic  Power  Supply 


mMmms 


For  further  information,  consult  your  dealer  or  write  to  ACMI 


cnmmcrn  tystoscype  J/lu/ters,  Jrie. 

8 Pelham  Parkway,  Pelham  Manor  (Pelham),  N.Y. 


GEO.  BERBERT  St  SONS,  INC. 

1717  LOGAN  STREET,  DENVER,  COLORADO  80203  • TEL.  255-0408 

1 903-1 965-OUR  62ND  ANNIVERSARY 

Congratulations  on  New  Mexico's  53rd  Anniversary  of  Statehood  and  the  New 
Mexico  State  Medical  Society's  Many  Years  of  Service  to  the  State  of  New  Mexico. 


' 


We  are  your 
local  distributors 
of  Profexray  X-ray 
equipment,  DuPont 
and  Eastman  X-ray 
film  and  chemicals 




Am 

iSS El  SYMBOL  OF  ACCURACY  AND  DEPENDABILITY 

TECHNICAL  EQUIPMENT  CORPORATION 

917  Acoma  Street  ■ Denver  4,  Colorado  ■ MA  3-0258 


NOW!  MEDICALLY  ACCREDITED 
( NATIONAL  COUNCIL  for  the 
ACCREDITATION  of  NURSING  HOMES ) 
DENVER  CONVALESCENT  CENTER 


DENVER 

NURSING 

HOME 

GLADYS  ELLIS,  Adm. 

Phone:  388-9383 


Prescription: 

To  free  the  cash  you  have  tied  up  in 
transportation,  lease  a car  from  us  today! 

• You  get  a brand  new  car  at  regular  intervals. 

• Any  make  and  body  style — economy  or  prestige. 

• Whatever  extra/special  equipment  you  specify. 

• Drive  it  all  you  want— -no  capital  invested. 

• Service  and  repair  bills  paid  anywhere  you  go. 

• Complete  insurance  coverage,  no  problems. 

• Prompt  attention,  respecting  your  busy  schedule. 

• You  may  save  on  taxes,  too! 

PLUS  free  pick-up  and  delivery,  loaner  and  24-HOUR 
EMERGENCY  ROAD  SERVICE  within  the  Metropolitan 
Denver  Area — priority  to  physicians! 

Closed-end  lease-including  license,  insurance,  main- 
tenance and  all  necessary  service — low  as  $100  a month. 

Open-end  leases  start  as  low  as  $45  a month. 

Cal!  without  obligation:  JOHN  BOWERS,  344-7465 


Classified  Advertisements 


Use  this  order  blank  to  advertise  physician 
opportunities,  situations  wanted,  practices, 
offices,  real  estate,  equipment,  etc. 


Closing  Date  for  copy  and  advance  payment:  10th  of  month  PRECEDING  date  of  issue. 

Rates:  $5.00  for  the  first  40  words  or  less.  $1.00  for  each  additional  ten  words  or  less. 

ROCKY  MOUNTAIN  MEDICAL  JOURNAL— 1809  E.  18th  Avenue,  Denver,  Colorado  80218 


Name  Address 


Enclosed  is  $ for 


insertion  (s). 


(No.  Mos.) 

Check  one:  □ Please  include  my  name  and  address  in  ad 
□ Please  assign  a box  number 
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Medical  Office  Space  in  the  all  NEW 
GLENDALE  PLAZA  CENTER,  Salt 
Lake  City,  Utah  can  be  finished  to  suit 
you. 

• Convenient  to  all  Hospitals 

• Plenty  of  Doorside  Parking 

• Realistic  Rentals 

Contact: 

GOLDEN  WEST  MANAGEMENT  CO. 
550  East  4th  South  No.  13 
Salt  Lake  City,  Utah 
Phone  363-4441 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

4925  EAST  38TH  AVE.-TEL.  388-5731 -DENVER  7,  COLORADO 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
1 1 3 Sierra  Dr.,  S.E.,  255-1 288 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


for  September,  1965 
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WANT  ADS 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-2-TFB 


SOLO  GENERAL  PRACTICE  grossing  over  $50,000.  Complete 
records.  Equipment  available.  $4,000  and  terms.  Reply  to 
Box  8-7-TF,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  8-7-TF 


GENERAL  PRACTICE  collecting  $40,000.  Excellent  histories, 
physicals  and  records.  Sell  and  introduce.  $5,000.  Reply  to 
Box  5-7-TF,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  5-7-TF 


DESIRE  TO  RETIRE.  Forty  years  in  the  same  central  loca- 
tion. Reasonable  rent.  Two  examining  rooms,  consultation 
room,  secretary’s  office  and  laboratory.  Reasonable  price  for 
furnishings  and  equipment.  About  nine  thousand  complete 
case  histories  are  yours.  Will  remain  one  month  to  introduce. 
623-0813,  Denver,  or  Box  6-6-TF,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  6-6-TF 


FOR  SALE — Equipment  and  office  space  of  the  late  Kenneth 
R.  Petsch.  General  Practice  gross  $60,000  per  year.  Reason- 
able terms.  Widow  will  aid  in  office  and  introduce — built  in 
practice — excellent  opportunity.  Call  collect  or  write  Mrs. 
Alice  Petsch,  3100  Henderson,  Telephone  632-8978,  Cheyenne, 
Wyoming.  9-9-1 


INTERNIST,  Board  Certified  or  qualified  for  Multispecialty 
6- Man  Group  in  Midwestern  community  with  250-bed 
hospital.  Salary  or  percentage  first  year,  then  progressively 
leading  to  full  partnership.  Reply  to  Box  8-1-3B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  8-1-3B 


PEDIATRICIAN,  Board  Certified  or  qualified  for  Multi- 
specialty 6-Man  Group  in  midwestern  Community  with 
250-bed  hospital.  Salary  or  percentage  first  year,  then  pro- 
gressively leading  to  full  partnership.  Reply  to  Box  8-2-3B, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue, 
Denver,  Colorado  80218.  8-2-3B 


ORTHOPEDIC  SURGEON  interested  in  relocating.  Would  like 
another  Orthopedic  Surgeon  to  take  over  existing  practice 
in  area  of  the  Southwest  offering  vast  facilities  in  sports  for 
the  entire  family  both  winter  and  summer.  Facts  and  figures 
furnished  on  request.  Address:  312  South  Lake  Street,  Farm- 
ington, New  Mexico.  8-14-TF 


EXCLUSIVELY 


* * *i 


For  the  medical  and  dental  professions 

Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 

REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


a HU  ■ 
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SOUTHEAST  DENVER — Office  space  for  lease.  Four  rooms 
and  share  reception  with  dentist.  This  is  a stable  but  grow- 
ing area  and  there  is  a need  for  a good  physician.  Call  757- 
1525  for  further  information.  9-8-1B 


MEDICAL  OFFICES — Good  location — Reasonable.  7743-47  W. 

44th  Avenue,  Wheatridge,  Colo.  Call  255-5451,  Rental  De- 
partment for  information.  9-4-1B 


FOR  SALE — Complete  Clinical  and  X-ray  Laboratory  equip- 
ment. G.E.  Maxicon  Unit  R & F Comb.  Hyd.  table,  200 
M.A.,  Spot  Film  Dv.,  Recp.  Buckey,  16  to  1 grid. — Like  new. 
3 Ritter  Elec.  Hyd.  Phys.  tables,  one  never  uncrated.  G.E. 
EKG,  3 Hamilton  upright  Inst,  cabinets,  desks,  files,  20  G.F. 
red  leather  chairs,  small  Amer.  Autoclave,  one  Coreco  Re- 
search Camera,  one  Cine  Kodak  Special  16  MM  Movie  Re- 
search Camera.  Complete  set  of  surgical  instruments.  Call  or 
write  L.  N.  Myers,  MD,  3535  So.  Franklin  St.,  Englewood, 
Colorado.  Phone  781-2146.  8-4-3 


WANTED — General  practitioner  wanted  to  associate  with 
clinic  and  hospital  group,  West  Texas.  Pleasant  working 
and  living  conditions.  Excellent  financial  opportunity.  Reply: 
Cowper  Clinic  and  Hospital,  Box  111,  Big  Spring,  Texas. 

8-6-2B 


WONDERFUL  PRACTICE  OPPORTUNITY  in  partially 
equipped  large  medical  office  for  one  or  two  M.D.’s.  Lo- 
cated in  beautiful  Southern  Idaho  near  Sun  Valley  ski  re- 
sort and  Yellowstone  National  Park.  32,000  drawing  area. 
New  hospital.  Records  available.  Call  324-2530  collect  or 
write  Box  1069,  Rawlins,  Wyoming.  9-1-1 


NORTHGLENN  PROFESSIONAL  BUILDING.  2 G.P.’s,  and 
O.B.,  and  a Surgeon  ready  to  occupy  the  building.  This  is 
the  only  professional  building  in  this  suburban  Denver  com- 
munity of  18,000.  Room  for  a dentist  and  other  medical 
specialties.  Should  be  particularly  good  for  ophthalmologist. 
Phone  Mr.  Hickam  at  777-2671.  5-1-TFB 


ST.  JOHNS — County  Seat  of  Apache  County,  located  mid- 
way between  Phoenix  and  Albuquerque,  population  1,800 
with  town  serving  area  of  3,000.  The  town  has  excellent 
schools,  new  modern  airport,  municipal  swimming  pool  and 
many  facilities  for  the  family. 

Medical  facilities  include  fully  equipped  clinic  with  large 
waiting  room,  offices,  treatment  rooms,  emergency  rooms  and 
maternity  wing.  Also  city  owned  and  operated  x-ray  and 
laboratory  facilities  with  percent  of  income  going  to  the 
Doctor.  Hospitals  currently  operating  in  towns  nearby,  the 
closest  about  a 25-minute  drive. 

Contact  Medical  Services  Committee,  P.O.  Box  296,  St.  Johns, 
Arizona.  9-3-3B 


HEALTH  OFFICER— For  Northeast  District  Health  Depart- 
ment. Beginning  salary  $15,800.  Established  health  unit 
with  headquarters  in  Sterling,  Colorado.  Position  requires 
graduation  from  approved  medical  school  and  two  years  pub- 
lic health  experience.  (M.P.H.  may  be  substituted  for  ex- 
perience.) Please  contact  Dalton  Roberts,  Administrative  Di- 
rector, Colorado  State  Department  of  Public  Health,  4210  East 
11th  Avenue,  Denver,  Colorado  80220.  9-2-2B 


NEED  DENTIST  in  small  Wyoming  town  of  6,000-7,000  area 
in  next  six  months.  Will  sell  or  lease  lVz  year  old  building 
to  interested  party.  Reply  to  Box  8-3-5B,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218. 

8-3-5B 


FOR  SALE — Sanborn  Visocardiette  Model  51.  Factory  rebuilt 
12  months  ago — like  new — $350.  Enco  Examining  Table. 
Cream  base,  coppertone  top — like  new — $250.  Miscellaneous 
small  items.  Sigmoidoscope,  etc.  4101  E.  Yale  Avenue,  Denver, 
757-1732.  8-10-2 


WANTED:  G.P.— Due  to  death  of  partner,  need  a general 
practitioner.  New  completely  equipped  building.  Salary 
first  year  and  then  partnership.  Contact  S.  Russ  Denzler, 
MD,  118  Dartmouth,  SE,  Albuquerque,  New  Mexico  87106. 
Phone  255-5562,  area  code  505.  8-12-3 


INTERNIST  for  5-man  department  in  busy  and  steadily  grow- 
ing northcentral  Kansas  13-member  multispecialty  group. 
Partnership  after  salary  for  two  years.  Board  eligible  or 
Certified.  Gerald  R.  Arnold,  Business  Manager,  Gelvin- 
Haughey  Clinic,  Concordia,  Kansas.  7-3-3B 


Trade  Mark 


Registered  Trade  Mark 


BOB'S  PLACE 

A Bob  Cat  for  Service 


TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502. 

9-7-TFB 


HEALTH  OFFICER — for  San  Juan  Basin  Health  Unit.  Head- 
quarters— Durango,  Colorado.  Under  State  Merit  System, 
with  excellent  retirement  plan.  Salary  range  $14,220-$16,464, 
longevity  step  to  $17,280.  Employment  may  be  made  at  any 
step  in  the  range,  depending  upon  the  qualification  of  the 
applicant.  Requires  physician  with  public  health  experience. 
Contact  Dalton  Roberts,  Administrative  Officer,  Colorado 
State  Department  of  Public  Health,  4210  East  11th  Avenue, 
Denver,  Colorado  80220.  9-6-2B 


UNIVERSITY  HEALTH  SERVICE  has  an  opportunity  for  an 
enthusiastic  general  practitioner  to  join  the  full  time  staff 
of  a progressive,  active  and  expanding  service  for  young 
persons.  Please  write  Box  9-5-1B,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  9-5-1B 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 
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Natural  Gas  & Electricity— The 
Energy  Team  For  Modern  Living 


PUBLIC  SERVICE 
COMPANY  OF  COLORADO 

an  investor-owned  utility 


HOSPITAL 

LIFE 

DISABILITY 


GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street 
Denver  2 


"Pio^eAluueal  S&uuce" 

TREE  SPRAYING  SPECIALIST 
900  So.  Clermont  Street 
DENVER,  COLORADO  80222 

Phone:  756-9436 


/*onditi°n 

^ PERFECT! 


...in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 


84 


Rocky  Mountain  Medical  Journal 


INDEX  TO  ADVERTISERS 


Ames  Company,  Inc.,  Cover  III 
Arch  Laboratories,  57 


Benson  Optical  Company,  86 
Berbert,  Geo.  & Sons,  Inc.,  79 
Bob  Bundy  Leasing  Co.,  86 
Bob’s  Place,  Inc.,  83 
Bowers  Auto  Leasing,  80 
Burroughs  Wellcome  & Co.,  25 


Cherry  Terrace  Medical 
Building,  68 

Chesebrough-Pond’s,  Inc.,  59-60- 
61-62 

City  Park-Brookridge  Dairy,  84 


Denver  Convalescent  Center,  80 
Denver  Medical  Library,  58 
Denver  Optic  Company,  76 


Earnest  Drug  Company,  83 
Emory  John  Brady  Hospital,  81 
Endo  Laboratories,  17 


Geigy  Pharmaceuticals,  14-15,  21 
Glenbrook  Laboratories,  7 
Golden  West  Management  Co.,  81 


H.B.A.  Life  Insurance  Co.,  84 
Hirschfeld’s  Office  Furniture, 
Inc.,  73 

Hynson,  Westcott  and  Dunning, 
Inc.,  1 


Imperial  County  Medical 
Society,  67 


Lederle  Laboratories,  8,  69 
Lilly,  Eli  and  Company,  26 


Merck  Sharp  & Dohme,  4-5,  12 
Mutual  of  Omaha,  75 


New  Mexico  Dept,  of 

Development,  31 

Newton  Optical  Company,  84 


Parke,  Davis  & Company,  Cover  II 
Picker  X-Ray,  Rocky  Mountain, 
Inc.,  81 

Professional  Management 
Midwest,  76 

Public  Service  Company,  84 


Rauscher  Pierce  Securities  Corp., 
Lou  Lagrave,  56 

Republic  Building  Corporation,  82 
Robins,  A.  H.,  Co.,  Inc.,  9-10-11, 
18,  23 

Roche  Laboratories,  Cover  IV 
J.  B.  Roerig  & Co.,  20,  70-71 


Sandia  Ranch  Sanatorium,  85 
Searle  & Company,  77 
Smith,  Kline  & French 
Laboratories,  52 
Stuart  Company,  22 
Syntex  Laboratories,  Inc.,  16 

Tar  Gard  Company,  19 
Technical  Equipment,  80 


U.  S.  Vitamin  & Pharmaceutical 
Corp.,  64-65 


Wallace  Laboratories,  6 
Wilhelm,  C.  G.  & Co.,  84 
Winthrop  Laboratories,  3 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Myers,  m.d.,  Medical  Director 
Henry  T.  Penley,  m.d.,  Psychiatrist 


for  September,  1965 


85 


Bob  Bundy  Leasing  Company 

Denver,  Colorado 

5700  W.  Colfax  Ave.  Tel.  233-6595 


Lease  a new  Rambler  or  other  fine  car  of  your  choice  from  Denver's  only 
authorized  Rambler  lease  dealer.  For  details,  phone  or  write  today. 


If  you  are  buying  a new  car,  purchase  your  new  Rambler  from  the  Denver 
dealer  who 

Serves  You  Better 


bob  y/ 

BUNDY 


yf ambler 


5700  W.  Colfax 


Denver,  Colorado 


233-6595 


cu  pejvtiM jzmXj jE0|  BENSON'S 


Descriptive  folder 
available  in  quantities 


protection  athlete-patients  need— 

ALL-AMERICAN® ATHLETIC  GLASSES 

“Sports-safe”  design  for  maximum  protection  with- 
out interfering  with  performance  . . . assures  com- 
plete player  confidence. 

. New  DURiKON  non-glass  or 
BENSAFE  warranteed  lenses 

• Rubber  nose  piece 

• Adjustable  headband 

• Many  other  design  features 
SIZES:  44-20,  44-23,  47-20,  47-23; 
TEMPLES:  5 %"  through  6 3/4" 

Available  now  at  regular  Rx  service ■ — 


your  service-partners  . . . 


BENSON  OPTICAL  COMPANY 

Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


DENVER  SERVICE  LABORATORY—  1133  BANNOCK  STREET 


86 


Rocky  Mountain  Medical  Journal 


Library  College  of  Physicians 
19  South  22nd  Street 
Philadelphia,  Penn. 


tli 


id  iddue 


Nevada  Annual 
Session  Program 


New  Mexico  Interim 
Session  Program 


LIBRARY  OF  THE 


Medicine’s  RespGQIilbfifiJp  PHYSICIANS 
OF  PHtLAT'" 

Papillary  Carcinoma  of  the  Thyroid 

Epiphyseal  FractureP^  1965 


and  other  articles 


Rocky 

Mountain 

Medical 

Journal 

October  1965 


Table  of  contents  page  2 

Volume  62  • Number  10 


COLORADO  • MONTANA  • NEVADA  • NEW  MEXICO  • UTAH  • WYOMING 


iSSI! 


DAVIS 


On®  7.S  mt.  Sl2» 

LPHALEIN®  DISPOSABLE  UNIT 

BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION.  U.S.P. 


S%  AQUEOUS  SOLUTION— FOR  INTRAVENOUS  INJECTION  ONLY 
Reagent  For  Professional  Use  Only  — Directions  For  Use  Enclosed  Lot  No.  2 

HYNSON.  WESTCOTT  & DUNNING,  INC.,  Baltimore,  Maryland  21201 


H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 


(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit"  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  10’s  and  25's. 


- : • ■ • . 


BSP®  DISPOSABLE  UNIT 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

< BSPD1  ) 


BALTIMORE,  MARYLAND  21201 


ROCKY  MOUNTAIN  MEDICAL  JOURNA1 

Title  Registered  U.  S.  Patent  Office 


OCTOBER  1965 
Volume  62,  Number  10 


Editorial  and  Business  Office 
1809  East  18th  Avenue 
Denver,  Colorado  80218 
Telephone  399-1222  (area  code  303) 

Publication  Office 
1201-1205  Bluff  Street 
Fulton,  Missouri  65251 
Address  all  correspondence  re- 
lating to  subscriptions,  advertis- 
ing or  address  changes  to  Editorial 

and  Business  Office.  \ 

Address  all  manuscripts,  organiza- 
tion and  other  news  items  relating 
to  editorial  content  to  appropriate 
state  editor,  see  below. 


Editorials 


29  Medicine’s  Responsibility 

30  Health  Insurance  and  Community  Health 

30  The  Pollution  Paradox 

31  Pharmaceutical  Industry  Maligned  and  Misunderstood 

Articles 

33  Papillary  Carcinoma  of  the  Thyroid  Robert  Woodruff,  MD,  Denver 

37  Postsystolic  Myocardial  Augmentation  David  H.  Watkins,  MD  and  Philip  B.  Callaghan,  MD,  Denver 

42  Treatment  of  Plantar  Warts  George  T.  Manilla,  MD,  Thomas  K.  Hood,  MD,  and  Norman  R.  Eakin,  RPh, 

Elko,  Nevada 

43  Epiphyseal  Fractures  William  J.  Schnute,  MD,  Chicago 

48  Breast  Lesions  Charles  W.  McLaughlin,  Jr.,  MD,  Omaha,  Nebraska 

51  Leptospirosis  Among  Abattoir  Workers  in  Montana  Robert  N.  Philip,  MD,  Elizabeth  A.  Casper,  PHN, 

Herbert  G.  Stoenner,  DVM,  David  B.  Lackman,  PhD,  Hamilton,  Montana  and  J.  E.  McGreevey , MD,  Butte,  Montana 
55  Poisoning  in  Pediatric  Practice  John  R.  Connell,  MD,  Denver 

Organization 


57  Colorado 

58  New  Mexico 


Programs 

7 Sixty-Second  Annual  Meeting  Nevada  State  Medical  Association 
11  New  Mexico  Medical  Society  Interim  Session 

Features 


Our  Cover  Picture 

Open  pit  mining  at  the  Carlin  Gold 
Division,  Newmont  Mining  Corpora- 
tion, north  of  Carlin,  Nevada.  This 
is  the  second  largest  gold  mining 
operation  on  the  North  American 
continent. 


8 Letters  to  the  Editor 
17  Washington  Scene 
62  Meetings 

67  Abstracts  of  Scientific  Papers 

71  Maternal  Mortality 

74  Potpourri  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 

76  Book  Corner 
80  Obituaries 


Colorado:  Douglas  W.  Macomber,  M.D.,  Scien- 
tific Editor,  1800  High  St.,  Denver  (Chairman 
of  the  Board);  Carl  H.  McLauthlin,  M.D.,  As- 
sistant Scientific  Editor,  510  Republic  Bldg., 
Denver. 

Montana:  Raymond  D.  Grondahl,  M.D.,  Scien- 
tific Editor,  St.  James  Community  Hospital, 
Butte;  L.  Russell  Hegland,  Associate  Editor, 
1236  North  28th  Street,  Billings. 


EDITORIAL  BOARD 

Nevada:  Wesley  W.  Hall,  M.D.,  Scientific 
Editor,  607  N.  Arlington  Ave.,  Reno;  Nelson 
B.  Neff,  Associate  Editor,  3660  Baker  Lane, 
Reno. 

New  Mexico:  Marcus  J.  Smith,  M.D.,  Sci- 
entific Editor,  Coronado  Bldg.,  Santa  Fe; 
Ralph  R.  Marshall,  Associate  Editor,  3010 
Monte  Vista  Blvd.,  N.E.,  Albuquerque. 


84  Officers  Page 
88  Want  Ads 

91  Index  to  Advertisers 


Utah:  Richard  P.  Middleton,  M.D.,  Scientific 
Editor,  Boston  Bldg.,  Salt  Lake  City;  Harold: 
Bowman,  Associate  Editor,  42  South  Fifth  East 
Street,  Salt  Lake  City. 

Wyoming:  Francis  A.  Barrett,  M.D.,  Scientific 
Editor,  1616  E.  19th  St.,  Cheyenne;  Arthur  R. 
Abbey,  Associate  Editor,  P O.  Box  2266,  Chey- 
enne. 


Donald  G.  Derry,  Managing  Editor  Geraldine  Caldwell,  Assistant  Managing  Editor  Pauline  Woodworth,  Editorial  Assistant 


Ownership  and  Sponsorship:  The  Rocky  Mountain  Medical  Journal  is 
owned  by  the  Colorado  Medical  Society  and  is  published  monthly  as  a 
nonprofit  enterprise  for  the  mutual  benefit  of  the  organizations  which 
jointly  sponsor  it.  It  is  published  under  the  direction  of  the  Board 
of  Trustees  of  the  Colorado  Medical  Society,  assisted  by  an  Editorial 
Board  representing  the  sponsoring  organizations.  It  is  the  Official 
Journal  of  the  Rocky  Mountain  Medical  Conference  and  those  medical 
societies  who  are  represented  on  the  Editorial  Board  listed  above. 


Advertising:  National  representative:  The  State  Medical  Journal  Ad- 
vertising Bureau,  Inc.,  510  North  Dearborn  Street,  Chicago,  111.  60610. 
Subscription:  $5.00  per  year  in  advance,  postpaid  in  the  United  States 
and  its  possessions;  single  copy  50tf  plus  postage.  Subscription  is  includ- 
ed in  medical  society  dues  of  sponsoring  state  medical  organizations. » 
Copyright:  This  Journal  is  copyright,  1965,  by  the  Colorado  Medical  j 
Society.  Requests  for  permission  to  reproduce  anything  from  the  I 
columns  of  this  Journal  should  be  addressed  to  the  Journal  Office.  I 


Second  class  postage  paid  at  Fulton,  Missouri 


reduce 

the 

risk 


urinary  antibacterial. 

NegGram  clears  most  gram- 
negative urinary  tract  infections 
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' /hen  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
bout  her  condition. 

he  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

lovahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
>gic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
nd  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 
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Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 

STRESSCAPS  HD 

Stress  Formula  Vitamins  Lederle  IBsSiilP 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 


Vitamin  B?  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B*  (Pyridoxin®  HCI)  2 mg. 

Vitamin  B 1 2 Crystalline  4 mcgm. 
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ciencies. Supplied  in  decorative  “re- 
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Rev.  C.  Harold  Van  Zee 
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Association 
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Ralph  Soto-Hall,  M.D. 
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Robert  H.  Messer,  M.D. 
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Malpractice” 

Joseph  F.  Rankin,  Attorney  at  Law, 
Malpractice  Defense  Lawyer, 
Alameda  Contra  Costa  Medical 
Association,  Oakland,  California 

2:00  p.m. — Grand  tour  of  the  Carlin  Gold  Division 
of  the  Newmont  Exploration 
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Astoria,  Oregon 
Member  of  AMPAC  Board 

9:00  a.m. — Roundtable 

Preston  J.  Burnham,  M.D., 
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To  the  Editor: 

I would  like  to  express  to  you  my  pleasure  over 
the  special  Wyoming  Edition  of  the  Rocky  Moun- 
tain Medical  Journal,  published  July  1965.  The 
articles  are  interesting  and  timely,  and  the  Editorials 
of  high  quality.  It  is  gratifying  that  so  many  physi- 
cians in  Wyoming  have  the  interest  to  prepare  ar- 
ticles for  the  special  edition.  This  should  be  quite  an 
incentive  for  the  other  states  covered  by  this  Journal 
to  “go  thou  and  do  likewise.” 

Congratulations  for  your  consistently  good  edit- 
ing of  the  Rocky  Mountain  Medical  Journal. 

Joseph  M.  George,  Jr.,  MD 

President-Elect 

Nevada  State  Medical  Association 


Dear  Doctor: 

WHY  BUY,  when  you  can 
lease  a brand  new  car 
for  less  than  $60./mo. 

? 

• 

Drive  any  make,  model  or  body  style  you  want- 
economy  or  prestige  car — equipped  as  you  specify.  No 
capital  tied  up.  You  may  save  on  taxes,  too.  (Ask  also 
about  lease/purchase  plans.) 

Free  pick-up,  delivery  & loaner  service  in  Metro.  Den- 
ver Area,  with  24-hr.  emergency  road  service  available. 

We  already  serve  many  physicians  and  other  profes- 
sional men.  Why  not  YOU? 

Call  me  today— without  obligation 

JOHN  BOWERS:  364-7465 


Experience  - Service  - Integrity 


National  Availability 


First  and  Havana  Aurora,  Colo.,  8001 1 


Hygrotorr 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

<& 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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How  does 
Hygrotoir 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one  j 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And  | 
fewer  to  pay  for.  I 

For  sheer  diuretic  effective-  ! 

ness,  choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


i,V 


i 


Geigy 


Home  people  get  away  from  Golds  and  sinusitis 
bg  getting  awag  from  frigid  weather 


. . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running  nose, 
and  congestion  of  colds  and  sinusitis  all  day  or  all  night  with  one 

ORNADE®  SPANSULE®  CAPSULE 

Trademark  brand  of  sustained  release  capsule 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine 
maleate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg. 
of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  pro- 
static  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction  or  bladder  neck  obstruction. 
Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease. 
Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare 
occasions  but  usually  are  mild  and  transitory.  *--**.*■ 

Before  prescribing,  see  5K&F  product  Smith  Kline  & French  Laboratories 

Prescribing  Information. 
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Holiday  Inn — Clovis,  New  Mexico — -November  4-5-6,  1965 


Thursday,  November  4,  1965 

2:00  p.m. — Council  Meeting 

6:30  p.m. — Dinner  for  Councilors  and  Their  Wives 

Friday,  November  5,  1965 

8:00  a.m. — Registration — Main  Dining  Room 
(Registration  Fee,  $11.00) 
Presiding:  Lewis  H.  Thomas,  M.D., 
Clovis 

9:15  a.m. — Welcome 

Allan  L.  Haynes,  M.D.,  Clovis 

A.M. A.  Delegate  from  New  Mexico 

9:20  a.m. — “Mycobacteria  Other  Than  Tubercle 
Bacilli” 

William  Lester,  M.D.,  Chief  of 
Chest  Medicine,  National  Jewish 
Hospital,  Denver,  Colorado 

10:05  a.m. — Coffee  and  Rolls 

Courtesy  of  Model  Prescription 
Pharmacy 

10:20  a.m. — “Indications  for  Cardiac  Catheterization” 
Joseph  V.  Messer,  M.D.,  Professor 
of  Medicine,  Tufts  Medical  School, 
Boston 

11:05  a.m. — “Treatment  of  Chronic  Renal  Failure — 
Part  I” 

Solomon  Papper,  M.D.,  Professor  of 
Medicine,  University  of  New 
Mexico  Medical  School, 
Albuquerque 

11:50-12:10  p.m. — Questions  and  Answers 

Presiding:  Lewis  Thomas,  M.D. 
Panelists:  Drs.  Lester,  Messer, 
Papper  and  H.  C.  Jernigan, 

Ft.  Stanton  Hospital 


1:00  p.m. — House  of  Delegates,  First  Session 

2:00  p.m. — Reference  Committee  Hearings 

7:00  p.m. — Cocktails  (Cash  Bar) 

7:45  p.m. — Banquet 

(Purchase  tickets  at  registration  desk) 
Toastmaster:  Michele  deMaio, 

M.D.,  Clovis 

Speaker:  Dean  Gary  Anderson, 
Ph.D.,  Eastern  New  Mexico 
University,  Portales 


Saturday,  November  6,  1965 

Presiding:  Herman  O.  Lehman,  M.D., 
Portales 

8:45  a.m. — Welcome 

Walter  Dabbs,  M.D.,  Clovis 

9:00  a.m. — "Treatment  of  Chronic  Renal  Failure — 
Part  II” 

Solomon  Papper,  M.D. 

10:00  a.m. — Coffee  and  Rolls 

Courtesy  of  Model  Pharmacy 

10:15  a.m. — Topic  to  be  announced 

Joseph  V.  Messer,  M.D. 

11:15  a.m. — Topic  to  be  announced 

William  Lester,  M.D. 

12:15-12:30  p.m.— Questions  and  Answers 

Presiding:  Herman  O.  Lehman,  M.D. 
Panelists:  Drs.  Jernigan,  Lester, 
Messer  and  Papper 

12:30  p.m.— Clinical  Program  Adjourned 
2:30  p.m. — House  of  Delegates,  Final  Session 


Guests  of  the  Curry-Roosevelt  County  Society  for  the  clinical  programs  and  banquet  will  be  all  second- 
year  medical  students  and  the  faculty  of  the  University  of  New  Mexico  Medical  School. 


for  October,  1965 
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Should  it  make  any  difference  to  her 
that  the  “500  Viso”  won  every  major 
design  award  this  last  year? 


Two-dozen  judges  think  so... 

3 What  these  professional  designers  and  engineers  saw  in  the 

“500  Viso”  is  what  anyone  taking  a cardiogram  is  looking  for: 
quick  and  simple  patient  connection  . . . easy-to-find-and-use 
instrument  controls  . . . clear,  accurate  recordings  free  from 
common  artifacts  and  “AC”  . . . rugged  construction  to 
withstand  the  inevitable  jolts  of  day-to-day  usage  . . . and  real 
portability  proven  by  light  weight  and  a slim,  compact  size. 


From  Industrial  Research,  the  1964  Western  Electronics 
Conference,  Product  Engineering,  Industrial  Design,  and  the 
Aluminum  Company  of  America,  many  distinguished  panels 
of  judges  cited  the  “500  Viso”  for  its  outstanding  achievement 
of  the  objectives  of  superior  ECG  design. 


And  during  the  past  year,  these  same  merits  of  the  “500  Viso” 
have  also  been  recognized  by  several  thousand  other  “judges” 
— your  colleagues  in  the  medical  profession  who  now  own 
a “500”.  To  them  the  convenience,  performance  and 
attractiveness  of  this  modern  ECG  represents  excellent 
value  at  $695  delivered,  continental  U.S. 


Sanborn  Division,  Hewlett-Packard  Company,  Waltham,  Mass.  02154 
Sales  and  service  offices  in  principal  cities  throughout  the  world. 


HEWLETT 

PACKARD 


SANBORN 

DIVISION 


Englewood  Hewlett-Packard,  Neely  Sales  Division,  Denver  Technological  Ctr., 
7965  East  Prentice,  (303)  755-1233,  Englewood,  Colorado  80110 
Salt  Lake  City  Hewlett-Packard  Neely  Sales  Div.,  1482  Major  Street,  (801)  486-8166 
Salt  Lake  City,  Utah  84115 
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st  o-nour  aspirin 

for  continuous  relief 
of  pain  and  stiffness  in 
rheumatoid  arthritis 
up  to  8 hours 
with  each  dose 


_ _ new 

Measurin 

(timed-release  aspirin) 

the  first 
8-hour  aspirin 


MEASURIN  provides  the  full  analgesic  benefits  of  pure  aspirin  both  promptly 
and  for  up  to  8 hours... with  each  oral  dose. 

MEASURIN  is  the  only  long-lasting  pure  aspirin  arthritic  patients  can  take  at 
bedtime  for  analgesia  throughout  the  night... and  prevailing  relief  of  pain 
and  stiffness  upon  arising. 


MEASURIN  is  the  aspirin  of  choice  for  chronic,  low-grade  pain. 


The  prolonged  benefits  of  new  Measurin 

Less  nighttime  discomfort,  less  morning  stiffness,  fewer  nighttime  awakenings, 
less  pain  upon  arising  with  new  Measurin  compared  to  two  bedtime  dosages  of 
regular  aspirin— shown  in  double-blind,  crossover  study  of  26  patients  with  rheu- 
matoid arthritis  and  fibrositis* 


Results  clearly  indicate  the  superiority  of  Measurin  timed-release  aspirin  to  two  bedtime  dos- 
ages of  regular  aspirin.  Measurin  patients  had  significantly  less  nighttime  discomfort,  significantly 
less  morning  stiffness  (fig.  1),  and  significantly  fewer  nighttime  awakenings  (fig.  2). 

Measurin  patients  also  displayed  significantly  less  pain  upon  arising,  lasting  into  the  morning 
(fig.  3).  During  the  afternoon  and  evening,  both  8-hour  Measurin  and  regular  q.  4 h.  aspirin 
proved  superior  to  20  gr.  regular  aspirin  q.  8 h.~ the  difference  reaching  high  statistical  signifi- 
cance in  the  evening. 

Objectively,  the  investigator  considered  Measurin  superior  to  either  dosage  schedule  of  regular 
aspirin  in  23  of  the  26  patients.  Only  one  patient  preferred  either  of  the  other  regimens  to 
Measurin.  *Clinical  reports  on  file,  Chesebrough-Pond's  Inc.,  New  York,  N.Y. 


The  unique  mechanism 
of  new  Measurin . . . 

One  20-grain  dose 

Unlike  enteric  coatings  or  capsules  of  delay-action 
pellets,  a Measurin  tablet  is  composed  of  over  6,000 
microscopic  reservoirs  of  aspirin. 

(2  Measurin  tablets) 
releases  10  grains 
promptly,  followed  by 
sustained  release  of 

Each  reservoir  is  an  individual  aspirin  granule  enclosed 
by  an  inert  polymer,  insoluble  in  body  fluids.  Upon  in- 
gestion, the  tablet  immediately  breaks  apart  and  the 
reservoirs  disperse. 

:*JEf 

the  remainder. . . 
controlled  by  this  new 
principle  of  action: 

Castric  fluids  (black)  diffuse  into  reservoirs  through  semi- 
permeable  walls ; dissolved  aspirin  (blue)  diffuses  out  at 
a controlled  rate  (governed  by  wall  thickness)  designed 
to  provide  optimum  8-hour  blood  levels. 

new 

Measurin 

(timed-release  aspirin) 

for  continuous  relief 
of  pain  and 
stiffness  up  to  8 hours 
with  each  dose 


Chesebrough-Pond's  Inc. 

485  Lexington  Ave.,  New  York,  N.  Y.  10017 


Indications:  Measurin  is  indicated  for  the  relief  of 
low-grade  pain  amenable  to  relief  with  salicylates, 
such  as  in  rheumatoid  arthritis,  osteoarthritis, 
spondylitis,  bursitis  and  other  forms  of  rheuma- 
tism, as  well  as  many  common  musculoskeletal 
disorders.  It  possesses  the  same  advantages  for 
other  types  of  prolonged  aches  and  pains,  such  as 
minor  injuries,  dental  pain,  and  dysmenorrhea. 
Its  sustained  effectiveness  should  also  make  it 
valuable  as  an  analgesic  in  colds,  grippe,  flu  and 
other  similar  conditions  in  which  aspirin  is  indi- 
cated for  symptomatic  relief,  either  by  itself  or 
adjunctive  to  specific  therapy. 

Dosage:  Two  Measurin  tablets  q.  8 h.  have  been 
effective  for  most  analgesic  needs.  This  two-tablet 
(20-grain)  dose  releases  the  blood  level  equiva- 
lent of  10  grains  of  aspirin  promptly  followed  by 
sustained  release  of  the  remainder.  The  10-grain 
(650  mg.)  scored  Measurin  tablets  permit  admin- 
istration of  aspirin  in  multiples  of  5 grains  (325 
mg.),  allowing  individualization  of  dosage  to  meet 
the  specific  needs  of  the  patient. 

With  regular  aspirin  dosage  schedules,  one  10 
grain  Measurin  tablet  may  replace  any  5-grain 
tablet,  but  with  twice  the  duration  of  activity. 
Whenever  possible,  two  tablets  (20  grains)  should 
be  given  before  retiring  to  assure  relief  through- 
out the  night— and  prevailing  pain  relief  upon 
arising. 

Measurin  has  been  made  in  a special  capsule- 
shaped tablet  to  permit  easy  swallowing.  How- 
ever, for  any  patients  who  have  difficulty,  Measurin 
tablets  may  be  crumbled  without  loss  of  sus- 
tained-release effect. 

Side  Effects:  Side  effects  encountered  with  regu- 
lar aspirin  may  be  encountered  with  Measurin. 
Tinnitus  and  dizziness  at  saturation  dosage  are 
the  ones  most  frequently  encountered. 
Contraindications  and  Precautions:  Measurin  is 
contraindicated  in  patients  with  marked  aspirin 
hypersensitivity,  and  should  be  given  with  ex- 
treme caution  to  any  patient  with  a history  of 
adverse  reaction  to  salicylates.  It  may  cautiously 
be  tried  in  patients  intolerant  to  aspirin  because 
of  gastric  irritation,  but  the  usual  precautions  for 
any  form  of  aspirin  should  be  observed  in  pa- 
tients with  gastric  ulcers,  bleeding  tendencies,  or 
hypoprothrombinemia. 


THE 

WASHINGTON 
SCENE 

Wh  m>&:  : -J 

A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 

Despite  the  flood  of  major  health  measures  ap- 
proved by  Congress  this  year,  President  Johnson 
apparently  plans  to  propose  more  important  health 
legislation  next  year.  Health  has  been  given  no.  1 
priority  on  the  “great  society”  program,  it  appears. 

Johnson  has  been  telling  Congressmen  to  think  in 
terms  of  even  greater  strides  next  year. 

To  lay  the  groundwork  for  new  legislation,  he  has 
called  a White  House  Conference  on  Health  Nov. 
3-4. 

Johnson  recently  took  the  occasion  of  signing  two 
health  bills  to  outline  his  health  goals: 

— An  increase  in  the  average  life  expectancy  from 
the  present  70  years  to  75  years. 

— A reduction  in  infant  mortality  from  the  present 
rate  of  25  deaths  per  1,000  births  to  16  per  1,000. 

— Virtual  elimination  of  polio,  diphtheria  and  ty- 
phoid fever  and  an  end  to  tuberculosis,  measles  and 
whooping  cough. 

— A reduction  of  20%  in  deaths  from  heart  dis- 
ease, cancer  and  stroke — the  so-called  “killer  dis- 
eases” that  now  account  for  one-third  of  all  U.  S. 
deaths. 

— Elimination  of  death  and  disability  among  chil- 
dren caused  by  rheumatic  fever  and  rheumatic  heart 
disease. 

— Eradication  of  malaria  and  cholera  from  the 
entire  world. 

One  of  these  two  health  bills  he  signed  into  law 
authorizes  a three-year,  $280  million  extension  of 
the  Health  Research  Facilities  Act.  It  also  authorizes 
three  additional  Assistant  Secretaries  of  HEW,  one 
for  Health  and  Medical  Affairs.  A special  assistant 
to  the  secretary  had  been  the  top  official  for  Health 
and  Medical  Affairs. 

The  other  bill  amends  the  Vaccination  Assistance 
Act  and  extends  it  for  five  years.  It  authorizes  Fed- 
eral expenditures  of  $8  million  a year,  broadens  the 
program  to  include  measles  and  any  other  disease 
designated  by  the  Surgeon  General  of  the  Public 
Health  Service  and  makes  the  immunization  program 
a continuing  one,  rather  than  “an  intensive  commu- 
nity vaccination  (program)  of  limited  duration.” 
Expenditure  of  $45  million  during  the  next  five 
years  also  is  authorized  for  family  health  clinics  for 
migratory  workers. 

Neither  the  chairman  nor  the  vice  chairman  of 
the  White  House  Conference  on  Health  is  a physi- 
cian. However,  five  of  the  nine  members  of  the  ex- 
ecutive committee  to  plan  for  the  conference  are 
physicians.  All  were  appointed  by  Johnson. 


George  Beadle,  PhD,  president  of  the  University 
of  Chicago,  will  be  chairman  and  Boisfeuillet  Jones, 
former  special  assistant  to  the  HEW  Secretary,  vice 
chairman. 

The  chief  executive  said  the  purpose  of  the  con- 
ference is  to  bring  together  “the  best  minds  and  the 
boldest  ideas  to  deal  with  the  pressing  health  needs 
of  the  nation.”  He  said  he  hopes  the  conference  will 
develop  “creative  programs  that  will  bring  better 
health  to  every  American.” 

* * * 

The  Food  and  Drug  Administration  issued  two 
proposals  designed  to  eliminate  possible  causes  of 
illness.  One  called  for  a reduction  in  the  amount  of 
vitamin  D added  to  food  products  and  the  other  for 
pasteurization  of  commercial  egg  products. 

Last  November  Dr.  Robert  Cooke  of  Johns  Hop- 
kins University  expressed  concern  that  the  ingestion 
of  excessive  amounts  of  vitamin  D was  a possible 
cause  of  infantile  hypercalcemia.  FDA  Commis- 
sioner George  P.  Larrick  then  invited  the  Committee 
on  Nutrition  of  the  American  Academy  of  Pediatrics 
and  a joint  Committee  of  the  Council  on  Foods  and 
Nutrition  and  the  Council  on  Drugs  of  the  American 
Medical  Association  to  look  into  this  problem. 

Both  committees  recommended  that,  while  there 
has  been  no  positive  demonstration  of  a cause  and 
effect  relationship  of  vitamin  D to  this  disease,  there 
should  be  restrictions  on  the  marketing  of  foods 
containing  added  vitamin  D. 

The  committee  made  clear  that  there  is  abundant 
scientific  evidence  to  demonstrate  that  an  excessive 
intake  of  vitamin  D is  of  no  value  and  that  400  USP 
units  per  day  will  meet  the  full  requirements  of  in- 
fants, children  and  nursing  mothers. 

Larrick  concluded  that  “prudence”  called  on  limit- 
ing the  amount  of  the  vitamin  added  to  foods. 

The  proposal  would  permit  the  continued  addi- 
tion of  vitamin  D to  such  foods  as  milk,  milk  prod- 
ucts and  infant  formulas  at  a level  of  400  USP  units 
per  quart.  Over  the  counter  vitamin  D preparations 
would  be  limited  to  a dosage  of  400  USP  units  of 
vitamin  D per  day.  Vitamin  D preparations  contain- 
ing over  400  USP  units  per  day  would  be  sold  only 
on  prescription.  The  proposal  would  deny  authority 
for  the  addition  of  vitamin  D to  standardized  foods 
such  as  enriched  flour,  enriched  corn  meal,  enriched 
rice,  enriched  macaroni  products,  enriched  bread 
and  margarine. 

Requiring  pasteurization  of  commercial  egg  prod- 
ucts was  aimed  at  eliminating  possible  hazards  to 
consumers  from  Salmonella  bacteria  in  foods  that 
contain  eggs.  During  the  past  fiscal  year,  220,150 
pounds  of  egg  products  were  seized  for  Salmonella 
contamination.  Such  products  are  used  as  ingredients 
in  many  other  foods,  including  premixed  and  ready- 
to-eat  foods  that  the  housewife  uses.  Egg  products 
containing  Salmonella  have  been  implicated  in  cases 
of  food-caused  illness  in  men. 
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TUBERCULIN, TIIMETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 


accurate-comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ifclHBM 
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The  human  spine  is  not  engineered  fc 
prolonged  sitting  at  desks,  pianos,  typ< 
writers  and  drafting  boards.  The  stresse 
set  up  by  the  heavy,  forward-tilted  hea 
and  trunk,  balanced  precariously  on  a 
insufficient  base,  result  in  strain  of  th 
dorsal  musculature,  particularly  at  th 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  ana 
gesic  properties  of  ‘Soma’  make  it  esp< 
dally  useful  in  the  treatment  of  low  bac 
sprains  and  strains.  ‘Soma’  is  widel 
prescribed  □ to  relieve  pain  □ to  rela 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  < 
muscle  spasm,  pain,  and  stiffness  in  a variety  < 
inflammatory,  traumatic,  and  degenerative  musci  . 
loskeletal  conditions.  It  also  may  act  to  normali: 
motor  activity  in  certain  neurologic  disturbance 

Contraindications:  Allergic  or  idiosyncratic  rea 
tions  to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervoi 
system  depressants,  should  be  used  with  cautic 
in  patients  with  known  propensity  for  taking  e 
cessive  quantities  of  drugs  and  in  patients  wr 
known  sensitivity  to  compounds  of  similar  cherr 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  ar 
frequency  is  sleepiness,  usually  on  higher  the 
recommended  doses.  An  occasional  patient  m;|  • 
not  tolerate  carisoprodol  because  of  an  individu 
reaction,  such  as  a sensation  of  weakness.  Oth< 
rarely  observed  reactions  have  included  dizzines 
ataxia,  tremor,  agitation,  irritability,  headache,  ij 
crease  in  eosinophil  count,  flushing  of  face,  ar  . 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuk  1 
penia,  occurring  when  carisoprodol  was  admi 
istered  with  other  drugs,  has  been  reported,  as  h; 
an  instance  of  fixed  drug  eruption  with  carisoprod 
and  subsequent  cross  reaction  to  meprobamat 
Rare  allergic  reactions,  usually  mild,  have  include 
one  case  each  of  anaphylactoid  reaction  with  mi 
shock  and  angioneurotic  edema  with  respiratol 
difficulty,  both  reversed  with  appropriate  therad 
In  cases  of  allergic  or  hypersensitivity  reaction 
carisoprodol  should  be  discontinued  and  appropi 
ate  therapy  initiated.  Suicidal  attempts  may  pr 
duce  coma  and/or  mild  shock  and  respirato 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tabl 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  table 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strain; 

SOMA 

(CARISOPRODOL 

Wallace  Laboratories,  Cranbury,  N.J 

® 26S01 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  success,: 
pleasant-tasting  CREMOMYCIN  can  answer 
the  call  for  help.  It  can  be  counted  on  to 
consolidate  fluid  stools,  soothe  intestinal 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials  — usu- 
ally within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

indications:  Diarrhea.  Contraindications:  Kaolin: 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires 
supplementary  administration  of  thiamine  and  vita- 


your  for 
Cremomycin 
can  provide  relief 


where  today's  theory  is  tomorrow’s  therapy 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ** 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

© MERCK  SHARP  &D0HME  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


TOPICAL 

TREATMENT 


TYPICAL 

RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


with  l 


NEOSPORIN 


V 


brand 


Polymyxin  B-  Neomycin  -Bacitracin 

ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) 5 mg. 


Tubes  of  Vj  oz.  and  1 oz. 

• clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo, 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 


JlLA  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Fibre-free 

HYPOALLERGENIC 

formula 

0 Provides  balanced  nutritional  values. 

tf|An  excellent  formula  for  regular 
infant  feeding. 

IP  An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 


Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 

Medical  Products  Division 

LOIVIA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon, Ohio  • Oshawa,  O n tari  o-Can  ad  a 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 

fSptpP 
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When  doctors  talk  to  doctors... 


"Multivitamin  formulas?— well  there’s  Stuart 
Formula  and— ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less.” 


“Drops  for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid — my  kids  take  it  every  day." 


“Why,  I can’t  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  is  three 

colors.” 


"Where  can  you  get  a decent  liquid  multivitamin 
that's  not  part  muscatel?— Stuart  Formula  has 
a liquid.  I don’t  know  off-hand  who  else  puts 
one  out  that  is  as  complete.” 


Give  them  any  sample  you’ve  got,  but  first 
check  to  see  if  we  have  any  Stuart  Formula.” 


“The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 


"Why  don’t  you  try  prescribing  a physician's 
vitamin  formula*— -Stuart  Formula?  Onee  his  nu- 
tritional status  is  improved,  he  won't  need  all 
that  door-to-door  food-fad  nonsense.” 


"Take  him  off  the  yogurt!  Put  him  on  Stuart 
Formula — you  can  be  sure  it’s  complete." 


prescribe  it! 


The  Stuart  Company 

Pasadena^  California, 

Ditvisioft  oi  Atlas  Qfi-eirtoieaf  Industries,  Iric. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose  -3  tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 

Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN... 


find©’ 


Literature  on  request 

END0  LABORATORIES  110.  Barden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

•U.S.  Pats.  2,628,185  and  2,907,768 


What  does  it  take 
to  see  her  through 
those  critical  early  months 
of  oral  contraception? 


Contraindications:  Thrombophlebitis  or  pulmonary 
embolism  (current  or  past);  cardiac,  renal  or  hepatic 
dysfunction;  carcinoma  of  the  breast  or  genital 
tract;  severe  depression.  Precautions:  Existing  uterine 
fibroids  may  increase  in  size.  In  lactating  mothers 
delay  Norinyl  until  nursing  needs  are  established. 
Withhold  Norinyl  before  liver  or  endocrine  function 


testing.  In  metabolic  or  endocrine  disorders  careful 
clinical  preevaluation  of  patients  is  indicated.  Be- 
cause progestational  agents  with  estrogen  in  general 
may  cause  some  degree  of  fluid  retention,  patients 
with  a history  of  epilepsy,  migraine  or  asthma  re- 
quire careful  observation.  Adverse  Reactions:  Accord 
ing  to  observations  thus  far,  side  effects  consist 


What  it  takes... 

patient 
and  physician 
confidence 

the  Norinyl  2mg.  regimen  provides 

Virtually  100%  effectiveness... Norethindrone,  an 
original  development  of  Syntex,  is  the  most  widely 
researched  progestational  agent  available  for  oral 
contraception.  No  pregnancies  have  been  reported 
when  used  as  directed. 

fewest  possible 
side  effects 

Low  incidence  of  BTB  and  spotting,  nausea  and 
amenorrhea  to  minimize  side  effect  problems  and 
assure  maximum  patient  cooperation. 

no  confusion 
about  dosage 

An  unbreakable  “confusionproof”  pc 
makes  it  easy  for  patients  to  adhere  to  th 
dosage  schedule;  tablets  individually 
numbered  from  1 through  20; 
monthly  calendar  enables  jf 
patient  to  keep  a record  of  "rip'' 

month’s  dosage  by  day  and 
corresponding  tablet  number. 

ickage  that 
e prescribed 
sealed  and 

(th-y 

|py  ir 

a well-informed 
patient 

An  informative  64-page 
purse-size  book  providing 
everything  your  patient  needs 
to  know  for  full  understand- 
ing and  cooperation.  Avail- 
able in  quantities  on  your 
request. 

JSk  % mu 

f Sb-  Jh 

for  what  it  takes  to  see  her  through 


mainly  of  changes  in  the  menstrua!  cycle,  symptoms 
resembling  early  pregnancy,  weight  gain,  nausea, 
and  a few  minor,  generally  transient,  subjective  com- 
plaints (headache,  dizziness,  nervousness  and  irri- 
tability). Dosage  and  Administration:  One  Norinyl 
Tablet  orally  for  20  days,  commencing  on  day  5 
through  and  including  day  24  of  the  menstrual  cy- 


cle. (Day  1 of  the  cycle  is  the  first  day  of  menstrual 
bleeding.)  Supply:  Dispensers  of  20  and  60  and  bot- 
tles of  100  tablets. 


norethindrone— - an  original  steroid  from 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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Medicines 
Responsibility  * 


./Almost  forgotten  in  medicine’s  struggle  to 
prevent  the  Federal  Government  from  taking  too 
much  of  a foothold  in  practice  are  the  prospective 
students  of  medicine.  I am  fearful  that  the  dis- 
satisfaction of  the  practicing  physician  might 

change  the  opinion  of 
many  fine  young  men 
who  are  thinking  of  a 
career  in  medicine.  De- 
spite the  setbacks,  med- 
icine remains  as  the  greatest  profession  and  it  is 
the  responsibility  of  all  of  us  that  we  continue  to 
give  this  impression  to  those  who  will  be  thinking 
of  medicine  as  their  chosen  career.  We  must  fight 
for  the  things  we  feel  are  right  for  our  profession, 
but  at  the  same  time  we  must  do  nothing  that 
will  damage  our  professional  image,  not  only  to 
those  we  treat  but  also  to  those  who  will  one  day 
take  our  place. 

One  of  the  attractive  features  of  medicine  in 
the  past  has  been  the  complete  freedom  and  op- 
portunity this  profession  has  offered.  The  constant 
intervention  by  the  government  into  medicine  can 
only  serve  to  discourage  many  young  men  from 
choosing  this  profession  which  is  gradually  but 
surely  losing  its  freedom  and  individuality. 

One  of  the  fallacies  now  contended  by  the  leg- 
islators is  that  they  have  now  opened  a new  door 
and  a new  era  for  better  medical  care  for  all  the 
people.  What  they  will  not  recognize  is  that  fur- 
ther legislation  may  curtail  the  previous  incredible 
attainments  of  medicine  and  that  they  are  only 
adding  to  the  uncertainties  which  must  now  exist 
in  the  minds  of  physicians  as  well  as  prospective 
students.  This  is  not  to  say  that  all  federal  legis- 
lation is  bad.  Indeed,  the  medical  profession  rec- 
ognizes the  contributions  made  in  its  behalf  in 
research,  in  aid  to  medical  schools,  and  in  the 
building  of  hospitals.  But  what  is  unfortunate  is 
that  the  legislators  now  choose  to  ignore  the  phy- 
sicians’ opinions  and  counsel  and  are  recommend- 


ing expansions  into  fields  not  needed  and  to  our 
thinking  ill  advised.  Cooperation  between  the  gov- 
ernment and  the  profession  can  perpetuate  the 
high  standard  of  medicine  now  present  throughout 
the  United  States.  Passage  of  further  legislation  in 
direct  opposition  to  medicine’s  wishes  can  only 
serve  to  lower  this  quality  to  the  standards  in 
other  countries  whose  medical  practices  are  now 
government  controlled.  This  can  also  lower  the 
number  and  quality  of  prospective  medical  stu- 
dents who  will  forsake  a career  in  medicine  to 
one  that  allows  more  individual  freedom. 

There  is  no  doubt  in  my  mind  that  all  physi- 
cians will  continue  to  render  the  same  quality  of 
care  in  the  future  as  they  have  in  the  past.  It  is 
incumbent  on  all  of  us  that  we  continue  to  seek 
and  encourage  the  highest  calibre  men  to  perpet- 
uate the  accomplishments  of  this  fine  profession. 
Let  it  not  be  said  that  the  physicians  despite  their 
violent  and  inevitable  clash  with  the  bureaucrats 
have  done  anything  to  discourage  our  brightest 
young  men  from  choosing  medicine  as  their  career. 
The  federal  government  likewise  shares  this  re- 
sponsibility if  they  foresee  a continuation  of  the 
world’s  best  medical  care  in  these  United  States. 

Although  some  of  the  events  of  the  past  year 
have  not  been  favorable  to  medicine  they  have 
awakened  us  to  new  responsibilities  and  have 
brought  the  members  of  the  medical  profession 
closer  together.  I hope  the  bond  of  cooperation 
and  dedication  among  the  local,  state  societies, 
and  AMA  will  grow  even  closer.  As  a final  per- 
sonal note  to  the  society  I would  like  to  state  that 
the  one  attainment  I shall  always  look  upon  with 
a deep  sense  of  pride  is  the  privilege  of  serving 
as  president  of  the  Wyoming  State  Medical  Society. 

HOWARD  GREAVES,  MD 

Rock  Springs,  Wyoming 


* Presented  before  the  House  of  Delegates  at  the  62nd  Annual 
Session  of  the  Wyoming  State  Medical  Society  at  Jackson 
Lake  Lodge,  August  26,  1965.  Dr.  Greaves  was  President 
1964-’65. 
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commercial  and  non-profit  health  insurers 
have  made  significant  contributions  to  community 
health  during  the  past  quarter  century.  They  have 
grown  remarkably  fast  from  a pint-sized  group  of 
companies  offering  meager  protection  to  approx- 
imately 12  million 


Health  Insurance  and 
Community  Health 


persons  in  1940  to 
a giant  industry  serv- 
ing in  excess  of  150 
million  Americans  in 
1965.  The  period  of  growth  has  coincided  with 
unprecedented  advances  in  medical  science,  im- 
portant changes  in  the  structure  and  organization 
of  medical  services,  an  explosive  growth  in  pub- 
lic awareness  of  health  matters  and  extreme  infla- 
tionary pressures  throughout  the  economy. 

Despite  many  stresses  and  strains,  voluntary 
health  insurance  has  enabled  millions  of  Amer- 
icans to  participate  in  and  benefit  from  vastly  im- 
proved medical  care.  Moreover,  untold  millions 
have  been  spared  needless  worry  and  the  spectre 
of  economic  ruin  which  would  otherwise  have 
accompanied  serious  illness. 

Inevitably,  some  shortcomings  and  abuses  have 
existed,  but  overall  results  have  been  outstanding. 
Today  a broad  selection  of  policies  exists  which 
makes  it  possible  to  satisfy  the  needs  and  desires 
of  persons  from  nearly  every  economic  level,  re- 
gardless of  variations  in  taste  or  propensity  to 
assume  risk.  There  is  a choice  of  indemnity  ben- 
efits or  service  benefits;  first  dollar  coverage  of 
major  medical  protection — or  a combination  of 
the  above. 

This  wide  variety  is  both  a strength  and  a weak- 
ness. Its  strength  lies  in  permitting  families  to 
“tailor”  coverage  to  their  needs,  tastes  and  budg- 
ets. A weakness  is  that  many  consumers  are  be- 
wildered by  the  array  of  choices.  Some  standardi- 
zation may  be  desirable,  but  it  is  still  important 
to  retain  some  choice  and  flexibility.  The  wise 
buyer  will  seek  competent  and  reliable  counsel 
before  purchasing  new  coverage.  The  best  advice 
here  is  to  deal  with  reputable  agents  and  organiza- 
tions. Agents  with  C.L.U.  or  C.P.C.U.  profes- 
sional designations  are  to  be  recommended. 

A special  word  of  caution  is  in  order  for  el- 
derly persons  who  currently  own  health  insurance 
policies.  Recent  Congressional  action  has  estab- 
lished a special  government  sponsored,  tax-sup- 
ported  system  of  coverage  for  senior  citizens  plus 
a supplementary  voluntary  program.  Taken  to- 
gether, these  programs  provide  fairly  comprehen- 
sive protection.  It  is,  as  yet,  too  early  to  know 


what  action  might  be  taken  by  voluntary  insurers 
with  reference  to  existing  policies  or  future  offer- 
ings to  supplement  the  government  plan. 

It  is  not  premature,  however,  to  warn  against 
cancelling  existing  policies  in  anticipation  of  the 
government  plan  which  takes  effect  on  two  differ- 
ent dates.  It  would  be  tragic,  indeed,  if  hasty  can- 
cellation resulted  in  uncovered  medical  expenses 
for  thousands  of  senior  citizens.  Be  sure  to  check 
with  your  insurer  or  agent  before  allowing  any 
existing  policies  to  lapse. 


The  Pollution 
Paradox 


X he  indifference  of  Americans  toward  their 
neighbors  in  the  United  States  with  respect  to  the 
waste  products  of  civilization  presents  a paradox. 
The  wealthiest  country  in  the  world  is  being 
turned  into  a junkyard  and  this  is  being  done 
apparently  with  the  consent 
of  the  governed. 

It  has  been  said  that 
there  is  no  stream  or  lake 
in  the  United  States  which 
is  not  polluted  with  one  or  more  objectionable 
types  of  material.  The  continued  discharge  of  air 
pollutants  from  the  combustion  of  fuels,  from 
apartment-house  incinerators,  industrial  plants, 
the  ubiquitous  automobile  and  other  sources  is 
resulting  in  our  major  metropolitan  areas  being 
blanketed  by  air  not  fit  to  breathe. 

The  failure  to  provide  proper  treatment  for 
domestic  wastes  in  many  areas  results  in  a gradual 
spoilage  of  the  soil  with  the  attendant  odors  of 
sewage  pervading  the  countryside.  The  accumula- 
tion of  paper,  automobile  bodies,  “tin  cans,”  old 
lumber,  bricks,  tires  and  general  litter,  all  known 
as  solid  wastes,  near  the  outskirts  of  many  of  our 
cities  and  towns  presents  further  visual  evidence 
of  our  neglect,  apathy  and  indifference. 

Practically  everyone  contributes  to  this  state  of 
affairs.  The  community  with  inadequate  sewage 
treatment  facilities  and  an  unwillingness  to  under- 
write all  or  part  of  the  cost  of  correction  to  avoid 
lake  or  stream  pollution  conditions  shares  the 
blame.  The  industry  unwilling  to  separate  and 
treat  air  or  water-borne  wastes  because,  in  part, 
to  do  so  will  injure  the  financial  statement  shares 
the  blame.  The  public  official  unwilling  to  pro- 
mote or  to  enforce  local  ordinances  respecting 
waste  disposal  shares  the  blame. 

Although  conservationists,  public  health  offi- 
cials and  others  have  attempted  to  relieve  these 
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conditions  their  efforts  are  spasmodic.  There  is 
no  overall  national  policy  or  framework  within 
which  an  orderly  approach  may  be  made  to  re- 
conditioning our  great  out-of-doors,  to  accomplish 
what  we  all  desire  and  what  the  President  has 
called  for — “A  Beautiful  America.”  Related  laws 
at  the  national,  state  and  local  levels  should  be 
systematized  but,  above  all,  what  is  truly  neces- 
sary is  an  increased  feeling  of  goodwill  toward 
each  other  and  an  appreciation  of  the  need  to 
restore  and  maintain  these  necessary  and  irre- 
placeable natural  resources. 

The  problems  will  increase  with  population 
growth  and,  with  them,  health  problems  will  arise. 
The  American  Medical  Association  is  working 
diligently  with  medical  societies,  physicians,  pub- 
lic health  authorities  and  citizens  in  general  to 
acquaint  them  with  these  problems.  Everyone 
should  be  aware  of  the  dangers  and  should  strive 
for  intelligent  political  action  to  solve  this  great 
dilemma  of  our  times. 


L he  Empire  Trust  Company,  New  York, 
points  out  that  lack  of  understanding  of  the  phar- 
maceutical industry’s  contributions  to  the  national 
welfare  and  prevailing  antipathetic  attitudes  in 

legislative  circles 

Pharmaceutical  Industry  jeopardize  both 

Maligned  and  the  public  inter- 

Misunderstood * est  and  the  phar- 

maceutical in- 
dustry’s future.  The  U.  S.  pharmaceutical  indus- 
try has  become  the  subject  of  attack  and  rebuttal, 
claim  and  counter-claim,  to  an  extent  perhaps 
unparalleled  in  the  recent  history  of  any  other 
American  industry.  As  a result,  the  industry’s 
magnificent  achievements,  its  monumental  role  in 
the  prevention,  cure  and  alleviation  of  disease, 
have  become  obscured  in  the  public  mind. 

The  U.  S.  pharmaceutical  industry’s  problems 
are  complex,  the  Letter  states,  and  it  is  essential 


that  they  be  recognized  and  appreciated — not  only 
by  legislative  and  regulatory  bodies,  but  by  the 
public  in  its  own  interest.  The  Letter  also  details 
the  industry’s  vast  investments  in  research  and  the 
resultant  health  benefits  to  the  nation  and  to  the 
free  world. 

But  the  pharmaceutical  industry  cannot  con- 
tinue to  make  its  vital  contributions  to  the  con- 
quest of  such  critical  problems  as  cancer,  heart 
disease,  geriatric  ailments  and  mental  health  if  it 
is  hobbled  by  purely  political  or  vindicative  regu- 
lations. The  industry  today  does  more  for  the 
health  and  welfare  of  mankind  than  does  any 
other  industry  in  the  world,  the  Letter  states,  and 
cites  a spectrum  of  supporting  statistics.  For  ex- 
ample, twenty-five  years  ago,  New  York  City  re- 
ported over  12,000  cases  of  whooping  cough  with 
105  deaths.  Last  year  there  were  212  cases — 
deaths,  none.  In  1935,  70,080  Americans  died  of 
tuberculosis;  in  1963,  9,311.  Furthermore,  in  the 
25  years  between  1935  and  1960,  prescription 
drugs  saved  the  lives  of  two  million  working-age 
victims  of  only  four  “killer”  diseases — pneumo- 
nia, influenza,  tuberculosis  and  syphilis. 

Referring  to  tranquilizer  drugs,  the  bank’s 
Letter  notes  that  today  there  are  54,000  fewer  pa- 
tients in  state  and  local  mental  hospitals  than  there 
were  in  1955,  the  peak  year.  These  miracles  have 
been  achieved  at  vast  cost  in  time  and  money.  Out 
of  every  2,500-3,500  compounds  originally  syn- 
thesized, only  one  survives  to  reach  us  as  a safe, 
effective  prescription  drug. 

U.  S.  drug  manufacturers  reinvest  the  equiva- 
lent of  half  their  profits — after  taxes — in  research 
and  development.  Unlike  such  industry  categories 
as  Aircraft  and  Missiles,  or  Electrical  Equipment 
and  Communications — where  research  is  for  the 
most  part  financed  by  government  funds — phar- 
maceutical research  is  underwritten  almost  en- 
tirely by  the  industry  itself. 


* From  a letter  originating  at  the  Empire  Trust  Co.,  New 
York  City,  upon  a subject  of  timely  interest  and  importance 
to  the  consuming  public  and  the  business  community. 
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ARTICLES 


Papillary  carcinoma  of  the  thyroid 


Robert  Woodruff,  MD,  Denver 


The  author  presents  a rational  approach 
to  management  of  this  malignant  tumor 
on  the  basis  of  personal  experience. 

A review  of  the  literature  and  my  own  ex- 
perience confirm  the  opinion  that  papillary  car- 
cinoma of  the  thyroid  is  consistent  with  long  sur- 
vival regardless  of  type  of  therapy  from  the  most 
limited  to  the  most  radical,  and  even  in  some  cases 
to  no  therapy  at  all.  Because  of  this  benign  be- 
havior, some  believe  that  only  limited  procedures 
are  indicated.  Others  contend  that  the  most  radical 
treatment  is  indicated  inasmuch  as  the  chances 
of  cure  by  such  treatment  are  excellent.  This  latter 
contention  and  the  fact  that  the  neck  lends  itself 
well  to  extensive  surgical  procedures  have  been  re- 
sponsible for  an  unnecessary  radical  approach  to 
this  disease  in  many  surgical  centers.  This  report 
is  based  on  a series  of  twenty-five  cases  from  my 
private  practice.  The  number,  of  course,  has  no 
significant  statistical  value.  However,  personal 
follow-up  of  these  cases  for  as  long  as  twenty-five 
years  produce  evidence  that  substantiate  con- 
clusions for  a rational  management  of  this  disease. 
For  statistical  studies  the  reader  is  referred  to  the 
many  long  series  of  cases  in  the  literature.1’  2>  3 
In  some  series  of  cases  the  ten  year  survival 
reaches  90  per  cent,4  while  in  others  it  is  not 
nearly  as  high.  I believe  this  is  a result  of  con- 
fusion in  classification.  The  primary  papillary 
tumor  is  usually  of  a distinct  papillary  structure 
and  typically  is  not  encapsulated.  However,  ex- 
tension of  the  tumor  and  the  metastatic  lesions  in 
lymph  nodes  often  assume  more  follicular  like 
structure.  On  the  other  hand,  primary  follicular 
tumors  are  characteristically  encapsulated  and 
early  activity  is  indicated  by  invasion  of  capsule 
and  blood  vessels.  The  more  malignant  follicular 
tumors  often  metastasize  to  distant  parts  of  the 
body,  while  the  papillary  tumors  rarely  go  out  of 
the  neck.  It  is  reasonable  to  assume  that  because 


of  similar  structure,  follicular  tumors  might  be 
included  in  some  series  of  papillary  tumors.  This 
could  account  for  a lower  per  cent  of  long  time 
survivals. 

One  of  the  most  interesting  features  of  this 
tumor  is  the  frequency  with  which  it  first  presents 
itself  in  the  lateral  neck  with  no  palpable  tumor 
in  the  gland  itself.  This,  together  with  the  benign 
nature  of  the  lesion,  led  many  of  the  earlier  in- 
vestigators to  consider  metastatic  lesions  in  lymph 
nodes  to  be  aberrant  thyroid  tissue.  For  many 
years,  the  lesion  was  referred  as  “lateral  aberrant 
thyroid,”  treatment  was  often  limited  to  eradica- 
tion of  the  tumor  in  the  lateral  neck,  and  because 
of  the  benignity  of  the  lesion  this  often  resulted  in 
quite  satisfactory  clinical  control.  The  work  of 
King  and  Pemberton,5  among  others,  showed  con- 
clusively that  these  lesions  were  always  metastases 
in  lymph  nodes,  and  careful  investigation  would 
always  demonstrate  the  primary  lesion  in  the 
thyroid  gland.  The  primary  growth  may  be  only  a 
few  millimeters  in  diameter,  in  spite  of  extensive 
involvement  of  cervical  nodes,  and  this  has  given 
rise  to  the  term  “occult  tumor”  because  the  pri- 
mary is  hidden  from  clinical  examination.  As 
stated  previously,  this  tumor  progresses  very  slow- 
ly even  though  the  regional  lymph  nodes  may  be. 
extensively  involved.  Invasion  of  the  thyroid  cap- 
sule by  the  tumor  and  spread  into  the  surrounding 
muscle  is  not  unusual.  In  the  series  of  52  cases  re- 
ported by  King  and  Pemberton,5  the  only  pa- 
tients who  died  were  those  in  whom  the  primary 
growth  was  not  controlled.  In  a group  of  153  cases 
followed  at  the  Crile  Clinic6  from  one  to  28  years, 
there  were  16  deaths,  the  majority  of  which  were 
attributable  to  massive  inoperable  tumor  or  re- 
current primary  tumor.  Therefore,  complete  erad- 
ication of  the  primary  tumor  and  any  recurrence 
would  seem  to  be  the  most  important  feature  of 
the  management  of  this  lesion. 

The  capsule  of  the  involved  lymph  nodes  is 
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rarely  invaded,  and  thus,  direct  extension  from 
these  nodes  to  surrounding  structures  is  most  un- 
usual. This  makes  removal  of  metastatic  nodes 
relatively  easy.  It  also  makes  one  hesitate  to  re- 
move muscle  tissues  such  as  the  sternomastoid  in 
the  region  of  the  lymph  node  metastases,  unless 
it  is  absolutely  necessary  in  order  to  facilitate  com- 
plete removal  of  the  metastatic  lymph  nodes.  Al- 
though the  parathyroid  nodes  and  the  deep  cer- 
vical chain  on  the  side  of  the  primary  tumor  are 
the  most  common  sites  of  metastatic  spread, 
spread  to  the  opposite  side  of  the  neck  primarily 
is  not  unusual.  This,  together  with  an  occasional 
isolated  metastases  to  the  posterior  triangle  on 
either  side  or  even  involvement  of  nodes  posterior 
to  the  carotid  and  vagus,  as  noted  in  one  of  my 
cases,  makes  planning  of  a satisfactory  radical 
operation  to  encompass  all  areas  of  possible  in- 
volvement of  the  neck  extremely  difficult. 

More  recently,  studies  of  Clark  and  others3 
have  shown  a high  incidence  of  multiplicity  of  the 
primary  tumor,  or  intra-glandular  dissemination. 
This  raises  the  question  of  the  necessity  of  a total 
thyroidectomy  in  the  rational  treatment  of  this 
disease. 

I will  present  in  detail  several  of  twenty-five 
cases  which  I have  observed  from  5 to  25  years 
which  particularly  illustrate  important  points  in 
both  the  natural  history  and  the  treatment  of  this 
disease. 

Case  reports 

Case  1.  C.H.H.  In  1940  a 21 -year-old  female  had 
an  enlarged  lymph  node  removed  from  the  right 
side  of  her  neck.  This  and  a similar  lesion  removed 
from  the  opposite  side  of  the  neck  two  years  later 
contained  thyroid  tissue  which  at  that  time  was  diag- 
nosed lateral  aberrant  thyroid.  Subsequent  review 
of  this  tissue  revealed  it  to  be  typical  metastatic 
papillary  carcinoma.  On  July  5,  1946  surgery  was 
carried  out  for  enlarged  lymph  nodes  in  the  left 
cervical  chain  and  a hard  tumor  mass  in  the  right 
lobe  of  the  thyroid  gland.  The  isthmus  and  the  right 
lobe  of  the  thyroid  gland  were  removed  together 
with  a block  dissection  of  the  enlarged  nodes  which 
were  confined  to  a portion  of  the  left  deep  cervical 
chain.  The  sternomastoid  muscle  was  not  removed. 
Pathological  examination  revealed  the  thyroid  tissue 
to  contain  unencapsulated  papillary  carcinoma. 
Several  of  the  removed  lymph  nodes  contained  sim- 
ilarly appearing  tumor.  In  August  of  1947,  Novem- 
ber of  1948  and  May  of  1950,  groups  of  enlarged 
lymph  nodes  were  removed  from  various  parts  of 
both  sides  of  the  neck.  In  each  instance  some  of  the 
nodes  showed  papillary  carcinoma.  This  patient  has 
been  examined  periodically  up  to  the  present,  and 


at  the  time  of  this  writing,  is  free  of  clinical  evidence 
of  thyroid  carcinoma. 

Review  of  this  case  would  suggest  that  more  rad- 
ical procedures  would  have  controlled  the  situation 
with  fewer  operations.  However,  it  is  probable  that 
even  a most  radical  single  operation  would  not  have 
eliminated  all  of  the  tumor.  This  case  also  shows 
the  importance  of  repeated  assaults  on  any  remain- 
ing or  recurrent  tumor. 

Case  2.  T.H.M.,  a 25-year-old  male,  was  first  seen 
in  June,  1943.  Eight  months  previously  he  had  noted 
a lump  in  the  right  side  of  his  neck.  Review  of  a 
biopsy  taken  elsewhere  from  a nodular  tumor  mass 
filling  the  right  side  of  his  neck  revealed  papillary 
carcinoma  involving  striated  muscle.  On  June  28, 
1943  a radical  operation  was  carried  out  removing 
the  isthmus  and  right  lobe  of  the  thyroid  together 
with  the  sternothyroid,  the  sternohyoid,  and  the 
sternomastoid  muscle.  Pathological  study  revealed 
papillary  carcinoma  extending  through  the  thyroid 
capsule  into  the  surrounding  muscle  structure.  Many 
lymph  nodes  were  involved  with  similar  tumor.  This 
patient  was  last  examined  in  August,  1961  and  last 
heard  from  in  May,  1963.  There  has  been  no  clinical 
evidence  of  recurrence  of  thyroid  carcinoma. 

In  this  case  aggressive  surgical  therapy  in  the  face 
of  a seemingly  hopeless  local  situation  was  rewarded 
with  long  time  survival. 

Case  3.  J.C.A.,  a 21 -year-old  male,  was  first  seen 
in  October  of  1944.  Two  months  previously  an  en- 
larged lymph  node  had  been  removed  from  the 
right  side  of  his  neck,  diagnosed  as  lateral  aberrant 
thyroid.  Examination  did  not  reveal  clinical  tumor  in 
the  neck.  On  October  19,  1944  the  right  lobe  of 
thyroid  gland  which  contained  a 0.5  cm.  nodule  in 
its  upper  pole  was  removed.  This  proved  to  be  papil- 
lary carcinoma.  In  1963  information  was  received 
that  this  patient  had  had  no  further  evidence  of  thy- 
roid tumor. 

This  case  illustrates  the  innocuousness  of  the  so- 
called  occult  tumor  which  has  been  defined  by  Black 
and  others4  as  a tumor  of  less  than  1.5  cm.  in  size 
contained  within  the  thyroid  gland  with  or  without 
lymph  node  metastases. 

Case  4.  M.G.,  a 34-year-old  male,  was  first  seen 
in  April,  1945.  A nodule  removed  from  his  right 
neck  one  month  previously  had  shown  papillary 
carcinoma  in  a lymph  node.  Many  nodes  were  pal- 
pable in  the  right  cervical  region.  On  April  26,  1945 
the  isthmus  and  right  lobe  of  the  thyroid  were  re- 
moved together  with  a conventional  radical  dissec- 
tion of  the  right  side  of  the  neck  including  the 
sternomastoid  muscle.  Pathological  study  revealed 
papillary  carcinoma  in  the  thyroid  gland  extending 
through  the  capsule  into  the  surrounding  muscle 
tissue.  Many  lymph  nodes  contained  similar  tumor. 
Information  received  from  this  patient  in  April  of 
1963  stated  that  at  that  time  he  had  no  further 
trouble  with  his  thyroid  problem. 

Again,  the  value  of  aggressive  surgery  in  the  face 
of  extensive  local  disease  is  shown  to  be  worthwhile. 

Case  5.  G.S.,  a 26-year-old  male,  was  first  seen  in 
April  of  1945.  On  three  occasions  during  the  previous 
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two  years  he  had  had  tumors  removed  from  the  right 
side  of  his  neck,  all  reported  as  lymph  nodes  contain- 
ing thyroid  tissue.  Examination  revealed  a nodule 
in  the  upper  pole  of  right  lobe  of  thyroid.  On  July  6, 
1945  the  right  lobe  was  removed;  no  significant 
lymph  nodes  were  noted  and  no  further  surgery  was 
carried  out.  Pathological  study  revealed  the  nodule 
to  be  papillary  carcinoma.  In  January,  1963  the  pa- 
tient noted  a lump  in  his  neck.  Surgery  elsewhere 
revealed  carcinoma  in  a lymph  node,  and  apparently 
the  remaining  thyroid  tissue  was  removed  together 
with  bilateral  limited  neck  dissection.  I have  not 
been  able  to  obtain  a detailed  surgical  and  patho- 
logical report. 

It  is  entirely  possible  that  more  aggressive  surgery 
at  the  primary  operation  would  have  completely 
controlled  the  disease  at  that  time. 

Case  6.  E.K.  Examination  of  a 31 -year-old  female 
on  May  7,  1948,  revealed  a tumor  mass  in  the  left 
side  of  the  neck.  The  thyroid  gland  was  not  palpable. 
On  June  4,  1948  the  tumor  mass  and  surrounding 
lymph  node  tissue  were  removed  for  biopsy.  Patho- 
logical study  revealed  papillary  carcinoma  in  a lymph 
node.  On  August  23,  1948  the  isthmus  and  the  left 
lobe  of  the  thyroid  were  removed.  The  lobe  con- 
tained a small  firm  area  which  proved  to  be  papil- 
lary carcinoma.  On  July  11,  1949  palpable  lymph 
nodes  were  noted  in  the  posterior  triangle  of  the  left 
side  of  the  neck.  These  were  removed  en  bloc  for 
biopsy.  A few  lymph  nodes  in  the  center  of  the 
specimen  showed  papillary  carcinoma.  By  recent 
communication  she  has  had  no  further  trouble  with 
her  thyroid  problem  since  the  last  noted  operation. 

Again,  we  have  an  occult  tumor  with  lymph  node 
envolvement  apparently  controlled  by  rather  limited 
surgery. 

Case  7.  D.A.,  a 34-year-old  female,  was  first  seen 
on  August  13,  1951  because  of  a tumor  in  the  neck 
found  on  routine  examination.  Examination  revealed 
a nodule  about  three  cm.  in  diameter  in  the  mid- 
portion of  the  left  lobe  of  the  thyroid  gland.  No  sig- 
nificant lymph  nodes  were  palpated.  Surgical  explo- 
ration on  December  31,  1951  revealed  a small  tumor 
in  the  right  lobe  of  the  thyroid  in  addition  to  the  de- 
scribed growth  on  the  left  side.  There  were  a few 
enlarged  lymph  nodes  inferior  to  the  left  lobe.  This 
area  of  enlarged  lymph  glands  was  removed  together 
with  the  left  lobe  of  the  thyroid,  the  isthmus,  and 
about  two-thirds  of  the  right  lobe.  Pathological  study 
revealed  a benign  adenoma  in  the  right  lobe,  papil- 
lary carcinoma  in  the  left  lobe,  and  a few  lymph 
nodes  containing  papillary  carcinoma.  This  patient 
was  checked  periodically  until  May,  1956  and  no 
further  evidence  of  thyroid  carcinoma  was  noted.  A 
recent  communication  revealed  that  she  has  had  no 
noted  recurrence  of  thyroid  carcinoma. 

In  this  case,  wide  removal  of  the  thyroid  tissue 
containing  the  primary  tumor  together  with  a limited 
blocked  dissection  of  involved  lymph  nodes  has  ap- 
parently resulted  in  control  of  the  tumor. 

Case  8.  C.M.S.,  a 61-year-old  male,  was  first  ex- 
amined on  March  12,  1953.  During  the  previous  two 
years  he  had  noted  that  his  neck  was  enlarging.  Ex- 


amination revealed  a large  nodular  tumor  mass  ex- 
tending from  the  midline  well  into  the  right  posterior 
triangle  of  the  neck,  the  origin  which  could  not  be 
definitely  determined.  Exploration  of  the  neck  on 
March  20,  1953  revealed  the  mass  to  be  enlarged 
lymph  nodes  of  the  deep  cervical  chain  and  the  pos- 
terior triangle  of  the  neck  together  with  a nodular 
tumor  mass  replacing  the  right  lobe  of  the  thyroid 
and  invading  the  surrounding  structures.  The  mass 
was  firmly  fixed  to  trachea  but  did  not  extend  ap- 
preciably across  the  midline.  At  first  the  tumor  looked 
hopelessly  inoperable  because  of  the  firm  fixation  of 
the  primary  tumor.  However,  a radical  block  dis- 
section of  the  right  side  of  the  neck  was  carried  out 
removing  the  isthmus  and  right  lobe  of  the  thyroid 
together  with  the  primary  tumor  mass,  the  anterior 
strap  muscles  of  the  right  side  of  the  neck,  the  in- 
volved cervical  lymph  nodes,  the  internal  jugular 
vein,  and  the  sternomastoid  muscle.  It  was  necessary 
to  scrape  the  growth  from  the  trachea  and  to  sacri- 
fice the  right  superior  and  inferior  laryngeal  nerves. 
Pathological  examination  showed  papillary  carcinoma 
in  the  lymph  nodes  and  infiltrating  carcinoma  of  the 
thyroid  gland  extending  into  surrounding  muscle 
tissue.  On  November  27,  1953  a secondary  opera- 
tion was  done  widely  removing  a few  enlarged  lymph 
nodes  just  to  the  left  of  the  trachea  and  inferior  to 
the  left  lobe  of  the  thyroid.  The  latter  appeared  nor- 
mal and  was  not  disturbed.  Nodes  from  that  speci- 
men were  involved  with  papillary  carcinoma.  The 
patient  was  examined  periodically  until  October  of 
1957  and  no  further  evidence  of  thyroid  carcinoma 
was  noted  clinically.  At  that  time,  abdominal  ex- 
ploration revealed  inoperable  carcinoma  of  the  rec- 
tosigmoid with  extensive  abdominal  and  liver  me- 
tastases.  The  patient  died  a short  time  later  from 
that  disease.  No  post-mortem  examination  was  car- 
ried out. 

This  case  illustrates  the  importance  of  surgically 
removing  these  tumors  although  they  may  look  hope- 
lessly inoperable.  It  is  also  evident  that  secondary 
operations  are  often  important  in  the  successful 
management  of  this  condition. 

Case  9.  J.B.K.,  a 27-year-old  female,  was  first  ex- 
amined in  March  of  1955  because  of  enlarged  lymph 
nodes  in  the  left  cervical  chain  found  on  routine* 
physical  examination.  A lymph  node  removed  for 
biopsy  showed  papillary  carcinoma.  On  March  25, 
1955,  the  isthmus  and  the  left  lobe  of  the  thyroid 
gland  were  removed  together  with  a conventional 
left  radical  neck  dissection,  including  the  internal 
jugular  vein  and  the  sternomastoid  muscle.  The  ex- 
tent of  node  involvement  necessitated  a very  wide 
radical  procedure.  Pathological  study  revealed  a five 
millimeter  area  of  papillary  carcinoma  in  the  lower 
pole  of  the  thyroid  lobe  together  with  extensive 
lymph  node  metastases.  This  patient  has  been 
checked  periodically  to  the  present  and  has  shown 
no  further  evidence  of  thyroid  carcinoma. 

This  case  again  illustrates  the  relatively  benignity 
of  the  so-called  occult  primary  tumor  in  spite  of 
extensive  cervical  metastases. 

Case  10.  S.H.,  a 23-year-old  female,  was  seen 
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on  July  14,  1959  because  of  enlarged  right  cervical 
lymph  nodes  discovered  on  routine  physical  exam- 
ination. On  July  20,  1959,  removal  of  the  right  lobe 
of  the  thyroid  and  isthmus,  together  with  the  con- 
ventional right  radical  neck  dissection  including  the 
sternomastoid  muscle  and  internal  jugular  vein  was 
carried  out.  Pathological  examination  revealed  a 
0.7  cm.  nodule  in  the  upper  pole  of  the  thyroid  lobe 
which  was  made  up  of  papillary  carcinoma.  There 
was  extensive  involvement  of  the  lymph  nodes  with 
similar  tumor.  Within  the  relatively  normal  appear- 
ing thyroid  surrounding  the  thyroid  tumor,  there 
were  small  foci  of  similarly  appearing  tumor.  Be- 
cause of  that,  on  December  4,  1959,  the  left  thyroid 
lobe  was  removed.  Pathological  examination  did  not 
show  any  further  carcinoma.  This  patient  has  been 
followed  periodically  until  the  present  and  there  has 
been  no  further  evidence  of  thyroid  tumor. 

Again,  we  have  a small  subclinical  primary  tumor 
with  extensive  cervical  lymph  node  metastases  and  a 
benign  course  to  the  present. 

In  none  of  my  cases  has  there  been  any  evi- 
dence of  metastases  outside  of  the  neck.  This  find- 
ing is  not  consistent  with  all  of  the  series  presented 
in  the  literature.  A possible  reason  for  this  is  con- 
fusion in  classification  which  was  discussed  earlier. 
However,  it  is  reasonable  to  assume  that  an  oc- 
casional papillary  tumor  of  the  thyroid  may  me- 
tastasize distantly.  If  this  does  take  place,  it  would 
most  likely  be  from  direct  vascular  spread  from 
the  primary  tumor.  In  this  situation,  prophylactic 
resection  of  lymph  nodes  becomes  of  secondary 
importance,  inasmuch  as  the  lethal  spread  is  usu- 
ally by  direct  bloodstream  invasion. 

There  have  been  no  deaths  from  carcinoma  of 
the  thyroid  in  this  series  of  cases.  Death  from  pa- 
pillary carcinoma  is  quite  infrequent,  and  death 
if  it  does  occur  is  usually  from  uncontrolled  pri- 
mary tumor.  Therefore,  it  becomes  of  extreme 
practical  importance  to  attempt  resection  of  even 
the  most  hopeless  appearing  looking  cases  and  to 
reoperate  recurrences  repeatedly  if  necessary. 
Several  cases  in  this  series  showed  firm  fixation 
and  invasion  of  surrounding  muscle  tissues,  and 
resection  has  resulted  in  very  gratifying  long  term 
results. 

In  these  cases  there  was  a wide  variation  in  the 
location  of  the  primary  lymph  node  metastases. 
These  have  been  found  in  the  superior  medias- 
tinum, in  the  para-thyroidal  tissues,  in  the  poster- 
ior triangle  of  neck,  and  even  on  the  opposite  side 
of  neck.  It  is  reasonable  to  see  that  a conventional 
prophylactic  neck  dissection  could  miss  an  area 
that  might  subsequently  be  found  to  contain  in- 
vaded lymph  nodes.  This  adds  support  to  the 
rational  of  block  dissection  of  the  areas  of  in- 


volved lymph  nodes  only,  at  the  primary  opera- 
tion. Of  course,  if  lymph  node  involvement  is  ex- 
tensive, as  in  several  cases  in  this  series,  conven- 
tional radical  neck  surgery  seems  indicated.  I 
would  endorse  the  suggestion  of  Black  and  others4 
that  prophylactic  resection  of  the  lymph  nodes  ad- 
jacent to  the  gland  be  carried  out  at  the  primary 
surgery  because  of  the  frequency  of  early  involve- 
ment, the  difficulty  of  detecting  later  involvement 
clinically  and  the  little  addition  to  the  primary 
surgery. 

Satellite  growth  or  intra-glandular  dissemina- 
tion has  aroused  considerable  interest  during  the 
past  few  years.  Clark3  has  found  extra  growths  to 
be  present  in  as  high  as  87  per  cent  of  total 
glandular  removals  subjected  to  careful  studies. 
Others  have  found  the  figure  to  be  closer  to  20 
per  cent.  It  had  only  been  noted  in  two  of  my 
cases.  However,  I doubt  that  a reasonable  search 
was  made  for  intra-glandular  dissemination  in 
most  of  the  cases  in  this  series.  This  raises  the 
question  should  total  thyroidectomy  be  routine 
in  the  management  in  all  incidences  of  papillary 
carcinoma  of  the  thyroid?  Despite  the  high  in- 
cidence of  these  satellite  growths,  one  wonders  if 
they  are  all  clinically  active,  inasmuch  as  recur- 
rence in  retained  unresected  gland  does  not  ap- 
proach the  high  figures  that  would  coincide  with 
the  pathological  studies  mentioned  above.  Tollef- 
sen  and  DeCosse1  found  in  222  patients  with  at 
least  part  or  all  of  one  lobe  left  after  surgery  for 
papillary  carcinoma  that  11.5  per  cent  subse- 
quently had  recurrence  of  tumor.  In  a series  re- 
ported by  Black  and  Woolner4  recurrence  in  un- 
resected remnants  in  cases  of  less  than  total  thy- 
roidectomy amounted  to  less  than  6 per  cent.  In 
my  limited  series,  there  has  been  no  recurrence  in 
unresected  remnants.  The  danger  in  total  thy- 
roidectomy, particularly  if  the  para-glandular 
nodes  are  removed,  is  destruction  of  sufficient 
parathyroid  tissue  to  cause  chronic  tetany. 

Summary 

In  my  experience,  occult  papillary  tumors  of 
the  thyroid  have  run  benign  courses.  This  includes 
tumors  with  or  without  lymph  node  metastases. 
In  the  Mayo  Clinic  series4  of  146  cases  of  this 
type,  none  died  of  thyroid  tumor.  It  would  seem 
reasonable  to  limit  surgery  to  the  thyroid  gland 
in  these  small  tumors  without  lymph  node  me- 
tastases. The  most  important  step  in  the  surgical 
management  of  papillary  carcinoma  of  the  thyroid 
is  the  eradication  of  the  primary  tumor  inasmuch 
(Continued  on  page  64) 
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Postsystolic  myocardial  augmentation* 
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David  H.  Watkins,  MD  and  Phillip  B.  Callaghan,  MD,  Denver 


A method  of  utilizing  the  peripheral 
vascular  tree  in  assisting  the  work  of  the 
heart  in  treatment  of  shock  is  explained  by 
these  investigators. 

The  sine  qua  non  of  the  therapy  of  shock  from 
any  cause — septic,  hemorrhagic  or  coronary  oc- 
clusion— is  the  return  of  the  circulation  to  its 
normal  status  with  delivery  of  oxygen  to  the  tis- 
sues and  removal  of  waste  metabolites.  This  en- 
tails methods  of  improving  the  flow  of  blood  in 
cases  where  it  is  abnormal.  It  would  seem  that 
there  are  two  possible  methods:  either  (1)  the 
heart  is  assisted  in  its  function  of  delivering 
energy  to  the  blood  to  produce  increased  flow, 
or  (2)  an  artificial  pump  is  used  to  produce  such 
a flow. 

Various  total  bypass  technics  attempted  by 
many  workers  have  so  far  failed  to  provide  an 
answer.  Although  bypass  pumps  may  provide  a 
high  flow  situation  in  the  arterial  tree,  they  fail 
in  three  respects : ( 1 ) the  flow  produced  is  steady- 
state,  which  may  produce  problems  of  its  own; 
(2)  the  pressure  developed  in  the  arterial  tree  is 
continuous  so  that  in  those  cases  where  cardiac 
action  is  allowed  to  continue  the  heart  must  con- 
tract against  this  load  during  its  own  systole,  in 
contrast  to  the  normal  use  of  bypass  pumps 
where  cardiac  asystole  is  produced;  and  (3)  an 
oxygenator  is  required,  which  has  its  own  at- 
tendant problems. 

Partial  bypass  systems,  as  pointed  out  by  Salis- 
bury, et  al.,1  fail  to  relieve  the  work  of  the  heart 
unless  the  bypass  is  almost  complete,  in  which 
case,  if  the  shunt  is  across  the  pulmonary  bed, 
oxygenation  is  decreased  to  such  an  extent  as  to 
produce  desaturation  of  the  arterial  blood.  In 
addition,  they  require  a thoracotomy  which  is  a 
formidable  procedure  in  a patient  with  vascular 
collapse  following  myocardial  infarction. 

From  the  Professorial  Surgical  Unit,  Denver  General  Hos- 
pital. This  work  was  supported  in  part  by  the  Office  of  the 
Surgeon  General,  Grant  No.  DA-MD-49-193-65-G143.  Read  at 
the  30th  Annual  Midwinter  Clinical  Session  of  the  Colorado 
Medical  Society,  Denver,  Colorado,  February  25,  1965. 
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Two  systems  which  use  the  peripheral  vascular 
tree  as  the  site  of  assistance  to  the  myocardium 
are  counterpulsation  and  postsystolic  myocardial 
augmentation.  Both  use  an  arterio-arterial  shunt 
system;  i.e.,  the  blood  is  withdrawn  from  the 
arterial  tree  during  one  portion  of  the  cycle  and 
returned  to  it  during  the  remainder  of  the  cycle. 
The  essential  difference  between  the  two  systems 
is  one  of  timing.  Counterpulsation,  by  definition, 
starts  to  remove  the  blood  from  the  arterial  tree 
at  the  commencement  of  arterial  systole  and  con- 
tinues its  withdrawal  phase  into  early  diastole. 
The  blood  is  returned  during  diastole  to  produce 
a mid-diastolic  wave.  Postsystolic  myocardial  aug- 
mentation removes  blood  from  the  arterial  tree 
during  mid-  to  late  diastole  and  returns  it  just  at 
closure  of  the  aortic  valve,  actually  closing  the 
valve  a little  prematurely.  This  positive  pressure 
wave  then  continues  from  early  diastole  to  mid- 
diastole. 

When  the  volume  of  blood  in  the  aorta  is  com- 
pared with  the  pressure  in  the  aorta  (Fig.  1),  it 
can  be  seen  that  if  a certain  amount  of  blood  is 
withdrawn  during  diastole,  i.e.,  where  there  is  no 
blood  being  infused  into  the  aorta  at  the  same 
time,  a certain  pressure  drop  will  occur,  depend- 
ing on  the  individual.  To  withdraw  this  blood 
volume  through  catheters  placed  in  the  femoral 
arteries  will  take  a certain  interval  of  time,  similar 
to  pumping  fluid  through  any  pipe.  In  addition, 
the  volume  of  blood  to  be  removed  to  produce  the 
pressure  drop  is  small  in  comparison  to  the  stroke 
volume,  because  of  the  shape  of  the  aortic  pres- 
sure-volume curve. 

The  heart  does  the  major  part  of  its  work  dur- 
ing the  isometric  contraction  phase,  when  it  must 
contract  on  its  contained  blood  volume  to  pro- 
duce a left  intraventricular  pressure  sufficient  to 
open  the  aortic  valves.  If  this  pressure  load 
against  the  aortic  valve  were  reduced,  it  would 
seem  that  the  work  load  on  the  heart  would  be 
reduced.  Thus,  the  critical  value  would  seem  to  be 
the  level  of  the  end-diastolic  pressure.  If  this 
were  lowered,  the  heart  could  open  the  aortic 
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valves  with  less  work.  To  lower  this  end-diastolic 
pressure  it  is  obvious  a certain  volume  must  be 
removed,  and  this  will  take  a certain  interval  of 
time.  Thus,  the  withdrawal  phase  must  start 
somewhere  in  diastole  if  it  is  to  produce  an  ade- 
quate effect  on  the  end-diastolic  pressure. 

Since  the  maximum  amount  of  negative  pres- 
sure which  any  pump  could  conceivably  produce 
to  remove  blood  from  the  aorta  would  be  a per- 
fect vacuum  minus  a small  allowance  for  vapor 
pressure,  the  amount  of  time  which  the  with- 
drawal phase  must  take,  as  a minimum,  can  be 
calculated.  Thus,  we  have  a point  in  diastole 
where  the  withdrawal  phase  must  commence. 
Since  for  any  device  to  push  blood  against  the 
heart  is  damaging  to  that  organ  because  it  in- 
creases its  work  load,  it  is  obvious  that  the  with- 
drawal phase  cannot  end  until  the  aortic  valve 
closes.  The  blood  so  removed  is  then  returned  at 
that  time  via  the  same  catheters  to  the  femoral 
arteries  to  produce  a pressure  wave  in  the  aorta. 
The  precision  required  in  this  timing  has  been 
found  to  be  very  exact.  A small  variation  of  some 
50  milliseconds  has  been  found  to  be  important. 
Figs.  2 and  3 show  that  if  the  wave  is  50  milli- 
seconds too  early,  the  pressure  work  load  on  the 
heart  is  increased;  if  it  is  50  milliseconds  too  late, 
the  pressure  work  load  is  not  reduced  maximally 
for  the  given  volume  displaced.  Fig.  4 shows  the 
same  waves  on  an  extended  time  scale  along  with 
the  control  values. 

Since  the  input  wave  of  the  pump  is  placed  in 
the  immediate  postsystolic  position,  we  have  thus 
arrived  at  the  term,  postsystolic  myocardial  aug- 
mentation. This  input  wave  is  also  coincident  with 
the  portion  of  the  cardiac  cycle  at  which  the  resis- 
tance in  the  coronary  artery  circuit  is  at  a mini- 
mum, so  that  an  increase  in  coronary  flow  is  at- 
tained, as  outlined  in  another  report.  In  addition, 
the  perfusion  of  the  peripheral  arterial  tree  is  in- 
creased without  increasing  the  load  on  the  heart. 
Thus,  the  system  attains  the  two  aims  pointed  out 
at  the  beginning  of  this  paper. 

Studies  have  also  been  conducted  on  pressure 
in  the  various  chambers  of  the  heart  during  differ- 
ent phases  of  timing.  Fig.  5 demonstrates  the  pres- 
sure attained  in  the  four  chambers  as  a control 
level.  When  the  pump  phasing  is  placed  in  the 
correct  position,  as  outlined,  the  left  intraventricu- 
lar pressure  falls  to  some  50  per  cent  of  its  control 
value  for  a pump  displacement  of  20  cc.  (Fig.  6), 
and  it  is  obvious  that  the  tension  time  index  also 
falls.  The  left  atrial  pressure  falls  some  10  mm. 


of  Hg.,  and  thus  the  inflow  pressure  across  the 
mitral  valve  is  maintained.  The  right  ventricular 
pressure  is  lowered  slightly,  but  it  is  apparent  that 
flow  across  the  pulmonary  bed  is  not  disturbed 
unusually.  Thus,  the  body  tissues  can  be  perfused 
with  a much  lower  work  load  on  the  heart. 

In  Fig.  7 the  pump  phasing  has  been  delayed 
some  200  milliseconds  as  compared  with  Fig.  6. 


Fig.  1.  Aortic  pressure  is  plotted  against  aortic  vol- 
ume for  patients  of  various  surface  areas  in  square 
meters.  The  asymptotic  nature  of  the  curves  is  seen, 
especially  as  the  patient  becomes  older.  Thus,  the 
pressure  drop  can  be  large  for  a small  volume  re- 
moved. ( Reproduced  by  permission  from  Langen- 
beck’s  Arch.  Klin.  Chir.  Vol.  39,  1965.) 

Fig.  2.  The  electrocardiogram  is  seen  along  with  the 
aortic  pressure  wave  and  the  left  intraventricular 
pressure.  The  input  wave  of  the  pump  is  seen  to  pro- 
duce a pressure  wave  in  early  diastole.  The  left  intra- 
ventricular pressure  is  approximately  145  mm.  Hg. 
This  is  to  be  compared  with  Fig.  3.  (Reproduced  by 
permission  from  Langenbeck’s  Arch.  Klin.  Chir.  Vol. 
39,  1965.) 

Fig.  3.  Again,  the  electrocardiogram  is  seen  along 
with  the  aortic  pressure  wave  and  the  left  intraven- 
tricular pressure.  The  postsystolic  wave  is  only  50 
milliseconds  ahead  of  that  in  Fig.  2,  and  yet  the  left 
intraventricular  pressure  has  dropped  further  to  125 
mm.  Hg.  (Reproduced  by  permission  from  Langen- 
beck’s Arch.  Klin.  Chir.  Vol.  39,  1965.) 

Fig.  4.  The  aortic  and  left  intraventricular  pressure 
waves  from  Figs.  2 and  3 are  seen  on  an  expanded 
scale  along  with  the  control  values.  Number  24  curve 
represents  the  control  values  while  20  and  21  repre- 
sent the  two  curves  obtained  with  postsystolic  myo- 
cardial augmentation.  The  50  milliseconds  difference 
in  delay  time  is  seen  between  curves  20  and  21  to 
produce  a difference  in  left  intraventricular  pressure. 
(Reproduced  by  permission  from  Langenbeck’s  Arch. 
Klin.  Chir.  Vol.  39,  1965.) 

Fig.  5.  The  electrocardiogram  is  shown  along  with 
pressure  waves  from  the  four  heart  chambers.  The 
highest  wave  represents  the  left  intraventricular  pres- 
sure. The  other  sine  type  wave  represents  the  right 
intraventricular  pressure  wave,  while  the  two  more 
horizontal  waves  represent  the  left  atrial  and  right 
atrial  pressures. 

Fig.  6.  The  wave  traces  are  as  outlined  in  Fig.  5.  The 
left  intraventricular  pressure  has  fallen  some  50  per 
cent,  while  the  left  atrial  pressure  has  fallen  some  10 
mm.  Hg.  Here  the  phasing  is  as  outlined  in  post- 
systolic myocardial  augmentation. 

Fig.  7.  The  wave  trains  are  similarly  outlined.  The 
left  intraventricular  pressure  wave  is  even  larger  than 
the  control.  The  phasing  here  is  similar  to  that  of 
counterpulsation. 
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Since  the  heart  rate  of  this  dog  was  only  100  beats 
per  minute,  his  cardiac  cycle  time  was  approxi- 
mately 600  milliseconds.  Thus,  the  input  and 
withdrawal  waves  from  the  pump  have  been  dis- 
placed only  one-third  of  a cycle,  yet  the  left  intra- 
ventricular pressure  has  not  been  lowered.  Thus, 
with  a mid-diastolic  wave  little  has  been  achieved. 
The  evidence  for  increased  peripheral  perfusion 
has  been  found  in  an  increase  on  the  pressure 
waves  attained  in  peripheral  vessels  and  in  a 
lactate-washout  phenomenon  encountered  in  a 
shock  preparation,  along  with  a pyruvate  and  pH 
reversal,  as  outlined  in  other  reports.2 

Thus,  to  obtain  benefit  from  assisting  the  cir- 
culation in  this  manner,  very  stringent  phase  tim- 
ing phenomena  must  be  met,  and  it  is  apparent 
poor  machinery  in  the  past  may  well  have  led  to 
erroneous  physiological  conclusions.  Pneumatic 
pumps,  where  air  is  used  as  the  driving  mecha- 
nism, cannot  conceivably  maintain  this  type  of 
phase  timing,  since  the  air  used  as  the  driving 
mechanism  is  far  more  elastic  than  the  blood.  At 
high  heart  rates,  this  is  even  worse,  and  it  has 
been  found  in  our  laboratory  that  heart  rates 
above  55  beats  per  minute  render  pneumatic  sys- 
tems highly  inefficient.  Consequently,  a device  has 
been  built  on  a hydraulic  basis,  although  solid 
rod  electrical  systems  are  now  being  devised.  The 
hydraulic  ram  used  develops  a pressure  of  over 
1,000  lbs.  per  square  inch.  Of  course,  not  all  this 
power  is  used  to  drive  the  blood,  but  it  is  present 
to  produce  the  sharp  rise  times  required  in  the 
pressure  wave.  This  pressure  is  applied  to  a servo- 
valve and  the  parts  of  this  valve  are  controlled 
electronically.  Thus,  we  have  a servo-control 
system. 

Since  the  pressure  waves  we  see  on  any  monitor 
are  but  witnesses  to  what  has  happened  several 
cycles  before,  if  the  heart  rate  is  constantly  chang- 
ing, it  is  impossible  to  maintain  the  precision  re- 
quired. Thus,  the  heart  itself  must  act  as  the  gov- 
ernor of  the  electronics  that  control  the  servo- 
mechanism. In  the  present  system,  the  electro- 
cardiogram is  used  as  the  signal  producer  and 
the  interval  between  the  R-  or  S-waves  of  the 
Electrocardiogram  is  used  as  the  cycle  time.  This 
cycle  time  is  then  fed  to  a computer  which  solves 
an  equation  to  derive  the  time  intervals  to  be 
allotted  to  the  withdrawal  and  push  phases  of 
the  pump,  and  this  equipment  can  do  this,  cycle 
by  cycle,  even  with  constantly  changing  heart 
rates.  The  minimum  withdrawal  time  has  been 
set  as  the  maximum  amount  of  blood  which  can 


be  withdrawn  in  a given  time  without  cavitating 
the  blood.  The  push  phase  of  the  pump  can  also 
be  limited  so  that  it  never  pushes  blood  in  any 
faster  than  the  heart  would  normally  eject  it  any- 
way. Thus,  the  computer  can  determine  the  maxi- 
mum volume  of  blood  that  can  conceivably  be 
pulsed  in  and  out  of  the  arterial  tree  for  a given 
heart  rate,  cycle  by  cycle.  The  surgeon  then  may 
use  a lower  volume,  if  so  desired,  by  simple  dial 
adjustment,  but  can  never  use  more  than  this 
maximum  amount.  Thus,  excessive  hemolysis 
and/or  rupture  of  blood  vessels  are  avoided. 

If  there  are  false  R-waves  from  movement  of 
the  patient,  the  computer  also  looks  at  the  arterial 
pressure  wave  and  compares  the  two  parameters. 
Since  a false  R-wave  would  not  be  associated  with 
a pulse  wave,  the  computer  is  thus  able  to  evalu- 
ate the  EKG  signals.  In  addition,  only  a band  80 
milliseconds  wide,  the  width  of  the  QRS  complex, 
is  able  to  admit  signals  at  the  EKG,  since  any 
signal  occurring  in  this  interval  would  be  true  or 
false.  Even  if  it  were  false,  the  triggering  system 
and  delay  time  would  not  be  changed  as  regards 
the  phase  relationship  between  the  pump  and  the 
heart.  Any  signal  outside  this  band  would  be 
classed  as  false  unless  associated  with  a pulse 
wave,  in  which  case  the  computer  would  make  an 
instantaneous  adjustment.  To  achieve  this,  it  has 
been  found  necessary  to  gang  two  computers  to- 
gether, each  with  its  own  memory.  Then,  the  first 
computer  used  the  second  computer’s  memory 
and  vice  versa.  Thus,  the  heart  is  the  governor 
of  the  entire  computer-memory  bank  system,  giv- 
ing the  equations  of  its  own  behaviour  to  the 
computers  to  solve  and  interpret  for  the  servo 
system.  An  error  detection  system  is  also  included, 
so  that  if  the  system  makes  a mistake  it  auto- 
matically corrects  itself  in  the  same  cycle.  If  the 
error  is  too  great  because  of  some  gross  transient 
irregularity  of  the  heart,  the  computer  will  order 
the  pump  to  skip  one  heart  beat  rather  than  push 
against  the  heart. 

We  have  studied  three  types  of  patients  who 
may  be  aided  by  postsystolic  myocardial  augmen- 
tation: 1.  Postcoronary  occlusion  vascular  col- 
lapse; 2.  Shock  resulting  from  hemorrhage;  and 
3.  Patients  requiring  mandatory  surgery  in  spite  of 
poor  clinical  condition.  These  are  illustrated  in  the 
following  reports. 

Case  reports 

Case  1.  The  first  type  is  exemplified  by  a man  of  64 
years  who  was  brought  to  the  emergency  room  in  a 
semi-comatose  state.  His  past  history  was  one  of 
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chronic  pulmonary  emphysema  and  pulmonary 
hypertension.  At  the  time  of  admission,  his  pulse  was 
impalpable  and  his  blood  pressure  unobtainable. 
With  rapid  levophed  administration,  his  systolic 
blood  pressure  was  still  only  50  mm.  Hg.,  and 
electrocardiogram  showed  an  acute  anterolateral 
myocardial  infarction.  The  patient  became  complete- 
ly comatose  with  no  audible  breath  sounds  or  heart 
sounds  just  prior  to  commencement  of  assisted  cir- 
culation. Just  after  commencement  of  augmentation, 
the  blood  pressure  rose  fairly  rapidly  and  the  patient 
responded  by  moving  his  arms  and  feet.  No  an- 
esthesia had  been  necessary  for  the  arteriotomies  be- 
cause of  the  patient’s  comatose  condition.  He  grad- 
ually became  more  and  more  alert,  and  after  45 
minutes  of  assisted  circulation  could  understand 
spoken  words.  Over  6 hours,  a gradual  stabilization 
of  the  patient’s  blood  pressure  occurred,  especially 
with  the  use  of  small  intra-arterial  blood  transfusions 
given  via  the  pump  from  a reservoir.  At  the  end  of 
that  time,  he  was  able  to  maintain  a blood  pressure 
of  150/90  by  himself  and  had  a normal  sinus  rhythm 
even  though  his  electrocardiogram  continued  to  show 
evidence  of  the  myocardial  infarction.  On  removing 
the  catheters  from  the  femoral  arteries,  good  circula- 
tion was  established  to  the  lower  limbs. 

Case  2 is  a further  example  of  type  one.  A 66- 
year-old  white  female  with  a previous  myocardial 
infarction  prior  to  admission,  presented  with  sub- 
sternal  chest  pain  of  about  4 hours’  duration,  and  on 
admission  her  blood  pressure  was  unobtainable,  de- 
spite the  use  of  Levophed.  Her  admission  EKG 
showed  changes  consistent  with  the  diagnosis  of  acute 
posterior  myocardial  infarction.  After  the  first  IV2 
hours  of  postsystolic  myocardial  augmentation,  her 
blood  pressure  improved,  and  after  3 hours  was 
150/90. 

Case  3 exemplifies  the  use  of  this  system  in  poor 
risk  surgical  candidates.  A 63-year-old  male  with 
two  previous  coronary  occlusions  presented  with  ob- 
structive jaundice  of  four  weeks’  duration,  and  in  a 
very  debilitated  state.  Acute  derangements  of  his 
electrolyte  and  fluid  balance  were  corrected,  but  the 
problem  of  his  chronically  contracted  blood  volume 
remained.  A fall  in  blood  pressure,  in  view  of  these 
circumstances,  could  have  been  fatal  because  of  his 
history  of  coronary  atherosclerosis.  However,  the 
case  was  attempted  without  assisted  circulation  first, 
and  his  blood  pressure  fell  rapidly  to  25  mm.  Hg. 
The  servo  controlled  pulse  generator  was  connected 
to  the  femoral  arteries  and  resuscitation  took  pre- 
eminence at  this  time.  In  this  case,  some  1200  cc.  of 
blood  was  transfused  rapidly  intra-arterially  via  the 
pump  from  an  attached  reservoir,  and  a rise  in  blood 
pressure  to  70  mm.  Hg.  occurred  in  a few  minutes. 
This  substantiated  experimental  findings  in  our  labo- 
ratory, in  that  if  such  rapid  intra-arterial  transfusions 
are  conducted  without  assisted  circulation,  failure  of 
the  heart  occurs,  but  if  done  in  conjunction  with  post- 
systolic  myocardial  augmentation,  the  venous  pressure 
first  rises  but  falls  to  normal  in  10  minutes  or  so  and  no 
untoward  effects  seem  apparent.  Another  interesting 


feature  was  that  only  25  cc.  stroke  volume  was  re- 
quired from  the  pump  to  produce  an  adequate  result, 
which  is  not  surprising  in  view  of  the  shape  of  the 
aortic  pressure  curve.  In  5 minutes,  his  blood  pres- 
sure was  80  mm.  Hg.  and  surgery  could  continue, 
collaterally  with  resuscitation.  During  the  remainder 
of  the  surgical  procedure,  a blood  pressure  of  150/90 
was  maintained,  first  by  the  machine  and  eventually 
by  the  patient  himself.  Despite  the  precarious  condi- 
tion at  commencement  of  surgery,  the  operation  was 
completed  successfully. 

Other  applications  have  included  the  use  of  this 
device  to  assist  the  circulation  in  cases  of  massive 
gastrointestinal  hemorrhage. 

Summary 

Postsystolic  myocardial  augmentation  has  been 
outlined  as  a system  to  assist  both  the  central  and 
peripheral  circulations.  The  system  operates 
through  the  femoral  arteries  with  minor  surgery 
and  local  anesthesia,  both  important  considera- 
tions for  the  patient  with  a severe  myocardial  in- 
farction. • 
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Treatment  of  plantar  warts 

George  T.  Manilla,  MD,  Thomas  K.  Hood,  MD,  and  Norman  R.  Eakin,  RPh,  Elko,  Nevada 


Some  new  light  upon  an  old,  troublesome, 
and  common  problem. 

The  treatment  of  plantar  warts  is  various, 
problematic  and  fraught  with  difficulties.  Fre- 
quently spontaneous  regression  occurs.  In  the  past 
we  have  employed  surgical  excision,  ultrasonic 
treatment  and  various  chemical  therapeutic  agents 
with  occasional  gratifying  results,  but  no  method 
has  proved  consistently  curative.  Verruca  plantaris 
is  often  exquisitely  sensitive  to  the  touch  and  may 
produce  great  discomfort  with  normal  walking. 
They  are  common  in  the  school  age  group  and  are 
said  to  occur  with  sporatic,  epidemic  like  fre- 
quency. Recently  several  of  the  Verruca  plantaris 
lesions  refractory  to  other  forms  of  treatment  were 
found  to  respond  to  a uridine  analog  in  a cream 
base. 

Simple  trimming  of  the  wart  with  a razor  blade 
and  relief  of  direct  pressure  with  moleskin  re- 
quired frequent  attention  over  extended  periods  of 
time  and  has  not  been  routinely  effective.  Only 
slightly  better  results  have  been  achieved  through 
the  addition  of  gentle  sandpapering  of  the  wart. 
Podophyllin  Ointment  for  one  day  of  each  two 
to  three  weeks  of  treatment  has  increased  slightly 
the  percentage  of  cures,  and  seventy-five  to  eighty 
per  cent  of  plantar  warts  respond  to  this  form  of 
treatment.  Persistence  is  required  of  the  patient, 
as  treatment  may  progress  for  as  long  as  six  to 
eight  months.  The  painful  discomfort  inherent  in 
the  mere  presence  of  the  plantar  surface  wart  re- 
mains, and  frequently  it  is  aggravated  to  a more 
intolerable  state. 

Occasional  attempts  with  injection  of  an  in- 
filtrative type  of  analgesic  have  been  periodically 
rewarding,  but  the  near  complete  failure  of  this 
method  coupled  with  the  marked  degree  of  pain 
make  it  an  unsatisfactory  mode  of  therapy.  Ultra- 
sonic treatment  has  had  gratifying  results  in  fifty 


to  sixty  per  cent  of  cases  of  plantar  warts,  but  the 
protracted  course  of  weekly  treatments  may  extend 
to  15  or  30  visits.  Trichloracetic  acid  has  been 
tried  but  without  a large  degree  of  success.  If  these 
methods  fail,  a direct  surgical  approach  has  been 
attempted.  Since  local  analgesic  infiltration  pro- 
duces severe  pain,  general  anesthesia  has  been 
utilized  and  removal  of  the  wart  has  been  carried 
out  with  electrocautery.  Although  this  has  in- 
creased cures  among  refractory  plantar  warts, 
hospitalization,  general  anesthetic  and  consider- 
able time  for  the  cauterized  wart  to  heal  and  be- 
come epithelialized  has  been  required.  X-ray 
treatment  and  liquid  nitrogen  have  not  been  em- 
ployed in  our  clinic. 

Recently  Idoxuridine  has  been  added  to  the 
armamentarium,  and  to  date  it  seems  to  approach 
100  per  cent  for  both  relief  of  pain  and  removal 
of  the  wart.  Initially,  Idoxuridine,1  0.1  per  cent, 
solution  was  mixed  with  equal  parts  of  a hydro- 
philic cream  base2  and  this  was  applied  three  times 
each  day  with  gentle  sandpapering  prior  to  the 
last  application.  Later  this  was  altered  to  equal 
parts  of  Idoxuridine,  0.5  per  cent,  ointment3  to 
equal  parts  of  the  hydrophilic  cream  base,  and  this 
has  become  the  applied  dosage. 

Treatment  with  Idoxuridine  has  not  only  re- 
sulted in  a clearing  of  the  plantar  warts  but  there 
is  cessation  of  pain  early  in  the  course  of  therapy. 
The  verruca  required  from  one  to  two  weeks  be- 
fore marked  changes  are  noted  and  the  therapy  is 
continued  two  weeks  beyond,  or  for  about  one 
month.  Plantar  verruca  may  no  longer  remain  a 
problematic  enigma  refractory  to  many  modes  of 
therapy  as  they  now  appear  amendable  to  topically 
applied  Idoxuridine.  • 


1 Herplex — Allergan  Pharmaceuticals. 

2 Aquaphor — Duke  Laboratories. 

3 Stoxil  Ophthalmic  Ointment — Smith  Kline  & French  Lab- 
oratories. 
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Epiphyseal  fractures* 


William  J.  Schnute,  MD,  Chicago 


Fractures  in  children  that  involve  the  epiphy- 
seal plate  or  the  growing  portion  of  the  long  bones 
present  particular  problems  that  need  special  con- 
cern and  carry  special  responsibilities.  Under- 
standing of  these  fractures  is  important.  It  is  not 
whether  or  not  the  fracture  will  heal,  but  rather 
whether  or  not  there  will  be  growth  disturbances 
as  a result  of  these  fractures.  There  are  additional 
questions:  Will  these  fractures  heal  and  permit 
normal  rate  of  growth  to  continue?  Will  these 
fractures  heal  but  interfere  with  normal  growth 
pattern?  Can  the  fate  of  the  individual  fracture 
be  predicted  and  the  family  of  the  child  reassured? 
Can  anything  be  done  that  would  prevent  the 
possible  occurrence  of  growth  disturbance? 

The  epiphyseal  plate  itself  is  composed  of  very 
distinct  zones  that  are  important  to  understand  in 
reviewing  this  subject.  These  zones  are  responsible 
for  the  progressive  cycle  of  proliferation,  calcifi- 
cation, absorption  of  cartilage  and  replacement  by 
bone  that  has  to  do  with  the  progressive  elonga- 
tion of  the  long  bone.  Each  long  bone  has  such  an 
epiphyseal  plate  at  each  end.  Each  of  these  epiph- 
yseal plates  has  a definite  rate  of  growth  and  the 
plate  at  one  end  of  the  bone  grows  faster  than  that 
at  the  opposite  end.  For  example,  the  distal  femo- 
ral and  proximal  tibial  epiphyses  each  contribute 
more  than  twice  as  much  as  the  proximal  femoral 
or  distal  tibial  epiphyseal  plate  to  growth  of  the  re- 
spective bones.  The  weakest  point  of  the  epiphy- 
seal plate  is  the  portion  adjacent  to  the  metaphy- 
sis  or  through  the  zone  of  provisional  calcification 
where  the  cells  are  hypertrophied.  The  actual  pro- 
liferating cell  where  active  growth  is  taking  place 
remains  attached  to  the  epiphysis  where  it  usually 
receives  its  blood  supply  and  maintains  a strong 
attachment  to  the  epiphysis  (Fig.  1).  There  are 
probably  only  two  exceptions  in  the  body  where 
the  epiphysis  does  not  receive  directly  a blood 
supply  that  will  nourish  this  proliferating  portion 


* Presented  at  Annual  Meeting  of  Utah  State  Medical  Assoc, 
in  Sept.,  1964.  The  author  is  Associate  Professor  of  Ortho- 
pedic Surgery,  Northwestern  University  Medical  School,  and 
Senior  Orthopedic  Surgeon,  Chicago  Wesley  Memorial  Hos- 
pital. 


of  the  epiphyseal  plate.  These  are  the  head  of  the 
femur  and  the  head  of  the  radius  where  the  entire 
epiphysis  is  covered  with  cartilage. 

Fractures  about  the  epiphyseal  plate  are  of 
several  types:  1.  Fracture  through  the  epiphyseal 
plate  itself.  2.  Fracture  through  a portion  of  the 
epiphyseal  plate  with  a triangular  wedge  of  bone 
fractured  from  the  adjacent  metaphysis.  3.  Frac- 
ture that  passes  through  the  epiphysis,  the  epiphy- 
seal plate,  and  the  metaphysis. 

The  fractures  that  pass  through  the  epiphyseal 
plate  will  pass  through  the  zone  of  hypertrophied 
cells  or  the  zone  of  provisional  calcification  where 
strength  of  the  epiphyseal  plate  is  the  weakest. 
Reapproximation  of  this  type  of  fracture  carries  a 
good  prognosis.  The  zone  in  which  there  is  active 
proliferation  of  the  cells  still  will  maintain  a blood 
supply  and,  unless  the  fracture  causes  consider- 
able contusion  of  this  area  of  epiphyseal  plate  or 
considerable  stripping  of  the  periosteum  that  will 
fuse  across  the  epiphyseal  plate,  there  should  be 
healing  without  growth  disturbance.  Unfortunate- 
ly, this  type  of  fracture  is  apt  to  occur  in  the  proxi- 
mal femoral  epiphysis  or  in  the  proximal  radial 
epiphysis.  The  fracture  through  the  epiphyseal 
plate  without  separation  of  bone  in  the  proximal 
femoral  epiphysis  makes  a particularly  serious 
type  of  fracture  in  that  the  blood  supply  is  either 
torn  or  greatly  interfered  with  at  the  time  of  the 


Fig.  1.  A cross  section  through  epiphyseal  plate  distal 
femur. 
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trauma,  and  even  if  reduction  has  been  accom- 
plished there  is  an  interference  of  the  blood  supply 
of  the  capital  femoral  epiphysis.  Quite  commonly 
there  is  a resultant  aseptic  necrosis  of  the  capital 
femoral  epiphysis  which  leads  to  permanent  dam- 
age to  the  hip  joint.  This  particular  fate,  however, 
is  not  common  when  the  fracture  is  through  the 
proximal  radial  epiphyseal  plate. 

The  second  type  of  fracture  in  which  there  is  a 
partial  fracture  through  the  epiphyseal  plate  and 
the  fracture  continues  with  an  avulsion  of  a V- 
shaped  segment  of  the  metaphyseal  region  of  the 
long  bone  carries  a particularly  good  prognosis. 
Reduction  of  this  type  of  fracture  is  not  too  diffi- 
cult. The  fracture  through  the  zone  of  hyper- 
trophied cells  in  the  epiphyseal  plate  does  not  in- 
terefere  with  the  blood  supply  of  the  active  por- 
tion of  the  epiphyseal  plate  and  healing  takes 
place,  as  a rule,  rapidly.  Considerable  modeling 
also  can  take  place  in  this  type  of  fracture  to  cor- 
rect deformities,  but  this,  of  course,  has  a great 
deal  to  do  with  the  age  and  size  of  the  individual. 
For  example,  a fracture-epiphyseal  separation  of 
this  type  which  is  not  completely  reduced  and  has 
considerable  angulation  in  a small  child  will  very 
likely  remodel  itself  and  completely  straighten  the 
deformity  before  bone  growth  is  completed.  In  a 
child  who  is  in  the  adolescent  years  or  in  the  early 
teens  that  has  a similar  fracture,  this  amount  of 
modeling  cannot  be  anticipated.  The  extent  of  this 
modeling  that  may  occur  is  occasionally  seen  in 
a small  child  in  a fracture-epiphyseal  separation  of 
the  distal  femoral  epiphysis,  which  may  even  not 
be  reduced  and  appear  to  be  almost  completely 
dislocated,  may  completely  remodel  itself  and  give 
the  appearance  by  the  end  of  the  growth  period 
of  a completely  normal  femur. 

The  third  type  of  fracture  is  one  that  is  prone 
to  result  in  deformities.  In  this  case,  even  clinically 
accurate  reposition  of  the  fracture  will  often  per- 
mit bridging  of  bone  across  the  epiphyseal  plate 
that  will  give  a partial  or  complete  epiphyseal 
arrest.  In  a young  child  an  arrest  of  a growth  cen- 
ter in  a long  bone  can  be  a serious  complication 
and  may  lead  to  several  inches  of  bone  length  dis- 
crepancy. 

In  discussing  epiphyseal  fractures  in  these  three 
categories,  the  first  case  is  that  of  a twelve-year- 
old  girl  with  an  acute  slipped  proximal  femoral 
epiphysis.  This  essentially  amounts  to  a fracture 
through  this  zone  of  provisional  calcification,  and 
in  this  particular  case  was  of  acute  onset  (Fig.  2). 


Fig.  2.  Lateral  x-ray  of  the  hip  showing  an  acute 
slipped  femoral  epiphysis.  (This  is  part  of  Fig.  3. 
from  Clinical  Orthopaedics  No.  11  “Slipped  Capital 
Femoral  Epiphysis”  by  J.  B.  Lippincott  Company.) 

This  type  of  case  presents  a tremendous  respon- 
sibility— successful  treatment  determines  whether 
or  not  this  child  will  have  a normal  hip  the  rest  of 
her  life.  Treatment  is  not  uniformly  satisfactory. 
Surgical  correction  of  this  deformity  with  internal 
fixation  after  the  remnants  of  the  epiphyseal  por- 
tion of  the  epiphyseal  plate  have  been  removed  to 
permit  good  bone  contact  and  entrance  of  a blood 
supply  into  the  epiphysis  from  the  neck  of  the 
femur  gives  the  opportunity  for  success.  Fifteen 
years  later  (Figs.  3 and  4),  there  is  seen  a normal 
hip  joint  in  this  young  lady. 

Fractures  through  the  epiphyseal  plate  of  the 
proximal  radius  at  times  can  be  hard  to  identify 
immediately  by  x-ray.  This  brings  up  the  im- 
portance of  always  studying  both  of  paired  joints 


Fig.  3.  AP  x-ray  of  the  pelvis  15  years  after  surgery. 
Three  threaded  wires  remain  in  place. 
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Fig.  4.  Lateral  x-ray.  Hip  joint  appears  normal. 


Fig.  5.  CK:  Separation,  epiphyseal,  head  of  radius, 
left,  3-22-51.  Surgery:  3-23-51 — open  reduction. 


(Figs.  5 and  6).  This  fracture  of  the  head  of 
the  radius  could  easily  be  missed,  even  by  the 
expert.  The  responsibility  is  much  too  great  to 
miss  this  type  of  fracture.  Fig.  7 shows  to  a better 
advantage  the  separation  of  the  proximal  radial 
epiphysis  in  another  patient.  This  injury  should  be 
reduced.  Often  it  can  be  reduced  closed  but  if 
this  is  not  successful,  an  open  reduction,  directly 
levering  the  radial  head  into  its  proper  position, 
will  give  enough  stability  that  internal  fixation  is 
seldom  necessary.  In  the  growing  child  it  is  im- 
portant to  replace  the  radial  head.  In  an  adult  this 


much  deformity,  as  we  have  seen,  would  be  an 
indication  for  removal  of  the  radial  head.  In  a 
child  there  is  need  of  the  radial  head  to  permit 
normal  growth  of  forearm  at  the  elbow  and  to 
prevent  deformity. 

The  second  type  of  epiphyseal  injury  includes  a 
partial  epiphyseal  separation  and  partial  fracture 


Fig.  6.  Opposite  elbow  for  comparison  showing  nor- 
mal radial  head. 


Fig.  7.  Epiphyseal  separation  and  displacement  radial 
head. 


Fig.  8.  Separation  distal  radial  epiphysis.  Incomplete 
reduction. 
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through  the  metaphysis.  This  type  of  injury  offers 
a good  prognosis  in  most  cases.  At  the  wrist  this 
injury  is  not  uncommon  (Fig.  8).  Comparable 
x-rays  of  the  two  wrists  showed  the  still  displaced 
distal  radial  epiphysis  on  the  right  in  the  cast.  This 
is  not  ideal  reduction  and  a new  cast  was  applied 
(Fig.  9).  Some  improvement  is  noted,  and  this 
reduction  was  accepted  rather  than  risk  further 
damage  to  the  epiphyseal  plate  that  might  be 
caused  by  further  manipulation  or  by  surgical  in- 
tervention. Five  weeks  later  considerable  healing 


Fig.  9.  Same  case  as  Figure  8 with  some  improve- 
ment in  the  reduction. 


Fig.  10.  Same  case  as  Figures  8 and  9 five  years  after 
reduction. 


Fig.  11.  Epiphyseal  separation  and  diaphyseal  frac- 
ture through  distal  tibia. 


Fig.  12.  Same  case  as  Figure  11  two  years  after  sur- 
gery. No  growth  disturbance. 


Fig.  13.  Epiphyseal  separation  and  diaphyseal  frac- 
ture proximal  femur. 


and  considerable  restoration  of  the  normal  po- 
sition is  alrealy  noted  (Fig.  10).  A similar  type  of 
fracture  through  the  distal  epiphyseal  region  of 
the  tibia  in  a young  girl  (Fig.  11)  perhaps  shows 
this  type  of  fracture  even  better,  and  two  years 
later  (Fig.  12)  there  is  seen  no  interference  with 
the  growth  center. 

A similar  fracture  through  the  epiphyseal  plate 
and  the  diaphysis  in  the  upper  end  of  the  humerus 
often  can  be  reduced  to  satisfaction,  but  occasion- 
ally the  long  head  of  the  biceps  or  other  soft  tissue 
interferes  and  open  reduction  is  necessary  (Figs. 
13  and  14).  This  boy  of  twelve  required  an  open 
reduction  for  correction  of  the  deformity  because 
of  interference  with  the  long  head  of  the  biceps. 
Complete  healing  without  interference  in  the 
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Fig.  16.  Compression  fracture  of  distal  radial  epiphy- 
seal plate  with  premature  closure  and  growth  dis- 
turbance. 

growth  was  accomplished.  A similar  type  of  in- 
jury in  a five-year-old  girl  also  required  open  re- 
duction, and  at  the  end  of  the  growth  period  the 
humerus  was  2V5.  inches  shorter  than  the  op- 
posite side  as  result  of  growth  arrest. 

The  third  type  of  epiphyseal  injury  involves  a 
fracture  that  goes  through  the  epiphyseal  plate 
and  the  metaphysis.  A severe  compression  fracture 
of  the  epiphyseal  plate  will  cause  similar  damage. 
This  often  serves  as  a bone  graft  through  part  of 
the  epiphyseal  plate  causing  either  incomplete  or 
complete  fusion.  Fig.  15  shows  a fracture  through 
the  anterior  portion  of  the  distal  tibia  above  the 
ankle  joint  which  has  caused  such  a growth  arrest 
while  permitting  the  normal  growth  of  the  pos- 
terior portion  of  the  distal  tibial  epiphyseal  plate 
and  of  the  fibula.  In  such  a case  a surgical  closure 
of  the  remaining  portion  of  the  epiphyseal  plate  of 
the  tibia  and  of  the  plate  of  the  fibula  may  prevent 
deformity.  At  the  age  of  this  child,  some  surgical 
correction  of  the  deformity  by  osteotomy  can  be 
accomplished,  but  the  distortion  of  the  normal 
articulating  surfaces  between  the  tibia  and  the 
talus  preclude  a normal  ankle  point.  Fig.  1 6 shows 
a fracture  in  the  distal  radial  epiphysis  that  has 
almost  completely  destroyed  the  distal  radial 
epiphyseal  plate,  causing  shortening,  radial  devia- 
tion, and  deformity  of  the  wrist.  It  is  not  likely 
that  in  either  of  these  last  two  cases  preventative 
measures  could  have  been  taken  to  avoid  this 
complication.  It  is  most  important  that  the  parents 
be  informed  of  future  developments  in  epiphyseal 
injuries  so  that  they  will  be  in  a position  to  co- 
operate by  understanding  if  such  a problem  arises, 
and  so  that  early  treatment  can  be  satisfactorily 
accomplished.  • 


Fig.  14.  Same  case  as  Figure  13  following  application 
of  traction. 


Fig.  15.  Growth  arrest  anterior  portion  distal  tibial 
epiphysis  with  overgrowth  of  posterior  tibial  epiphy- 
sis and  fibula. 
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Breast  lesions* 

Some  Observations  on  Diagnosis  and  Management 

Charles  W.  McLaughlin,  Jr.,  MD,  Omaha,  Nebraska 


Observations  and  experience  with  lesions 
of  the  breast,  by  a busy  general  surgeon, 
affords  an  excellent  review  of  present 
status  of  breast  surgery.  Important 
clinical  details  are  presented. 

Lesions  of  the  breast  represent  a group  of  con- 
ditions of  tremendous  interest  both  to  our  profes- 
sion and  to  our  adult  female  population.  Modern 
publicity,  by  means  of  women’s  clubs,  radio,  tele- 
vision, and  periodicals,  have  made  women  justi- 
fiably conscious  of  the  frequency  and  dangers  in- 
herent in  some  of  these  lesions.  It  is  essential  that 
we  in  medicine  be  ready  to  give  a careful  and 
knowledgeable  breast  examination  in  the  course 
of  every  physical  check-up,  to  exclude  the  possi- 
bility of  a dangerous  breast  lesion. 

The  clinical  examination  of  the  breast  depends 
upon  (1)  technic,  (2)  skill  in  palpation,  and  (3) 
intelligence  in  interpreting  what  is  felt.  I believe 
that  the  technic  of  a good  examination  can  be 
simply  learned  if  one  examines  all  patients  in  the 
prone  position  and  utilizes  largely  the  flat  of  one’s 
fingers  and  hand  for  palpation.  The  use  of  the  tips 
of  the  fingers  is  almost  useless  and  gives  nothing 
but  false  impressions.  Good  light  is  essential  and 
careful  observation  of  the  skin  of  the  breast  over 
any  suspicious  nodule  may  show  the  telltale 
dimpling  incident  to  a retraction  of  Cooper’s 
fascia.  With  experience  one  becomes  readily 
aware  of  the  distinctly  different  sensation  to  the 
examining  hand  when  one  palpates  a solitary 
fibroadenoma,  a simple  cyst,  or  a malignancy. 
It  goes  without  saying  that  meticulous  search  of 
the  axilla  and  the  supraclavicular  spaces  are  part 
of  every  examination  as  well  as  a demonstration 
of  the  presence  or  absence  of  any  abnormal  nipple 
discharge. 

Mammography  has  received  great  publicity  in 
recent  years,  particularly  from  those  clinics  which 

* Presented  at  61st  Annual  Meeting,  Wyoming  State  Medical 
Society,  Sept.  3,  1964,  at  Moran,  Wyoming. 


have  been  pioneering  in  its  use.  We  have  had 
some  experience  with  it,  but  I would  caution 
those  who  might  use  it  on  occasion.  This  is  an 
examination  that  requires  a great  deal  of  ex- 
perience and  considerable  skill  in  radiological 
interpretation.  When  such  talent  is  not  available 
we  still  feel  that  the  examining  hand  is  probably 
a more  reliable  index. 

When  one  has  demonstrated  that  there  is  a 
palpable,  distinct  lesion  in  the  breast,  biopsy  is 
demanded.  No  one  can  be  sufficiently  accurate 
to  go  on  his  examination  alone,  and  it  is  impera- 
tive that  these  lesions  be  removed  and  subjected 
to  microscopic  study.  If  a patient  has  had  a suc- 
cession of  cysts,  occasionally  one  may  be  justified 
in  emptying  a recurrent  cyst  by  needle  aspiration, 
but  if  there  be  any  residual  induration  whatsoever, 
this  area  should  be  subjected  to  surgical  biopsy. 

What  then  are  the  common  lesions  one  en- 
counters. In  Fig.  1 are  listed  our  findings  in  a 
series  of  just  under  1100  consecutive  surgical 
biopsies.  It  is  to  be  seen  that  invasive  malignancy 
makes  up  a little  less  than  one-third  of  the  total. 
About  1 5 per  cent  will  be  solid  tumors  of  a benign 
character  such  as  fibroadenomata,  chiefly  seen  in 
the  younger  group  of  patients,  and  something 
under  45  per  cent  will  present  with  cystic  disease 
with  or  without  hyperplasia,  which  will  be  sub- 
sequently discussed. 

In  the  young  girl  the  solid  tumor  with  discrete 
edges,  firm  or  hard  to  the  palpating  hand,  which 
has  been  present  for  several  weeks  or  months,  but 
which  may  grow  rather  precipitously,  always 


Cancer  of  Breast  285 

Cystic  Disease — No  Hyperplasia  481 

Cystic  Disease — Non-Invasive  Papillary  Carcinoma  117 

Fibroadenomata  147 

Misc.  Lesions  52 


1082 


Fig.  1.  Pathological  diagnosis  of  1082  consecutively 
operated  breast  lesions. 
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makes  one  think  of  fibroadenoma.  We  have  seen 
some  of  these  reach  tremendous  size  in  young 
women  in  a short  period  of  only  two  or  three 
months,  and  I think  this  can  only  be  accounted 
for  on  the  basis  of  tremendous  endocrine  stimula- 
tion. All  of  these  are  benign  and  their  simple  and 
total  removal  answers  the  problem. 

Cystic  disease  makes  up  the  largest  group  of 
breast  problems  which  will  be  seen  by  the  ex- 
amining physician.  Most  of  these  are  innocent, 
but  we  feel  strongly  that  there  is  a group  of  these 
patients  with  cystic  disease,  probably  representing 
less  than  one-quarter  of  the  total,  in  which  there 
are  very  definite  microscopic  changes  which  are 
dangerous.  We  believe  cystic  disease  is  fundamen- 
tally the  result  of  an  endocrine  imbalance,  basical- 
ly estrogenic.  All  the  various  types  of  histological 
change  seen  in  the  breast  issue  are  not  different 
disease  processes  but  variants  in  response  to 
hormones,  depending  upon  what  time  in  life  the 
imbalance  begins,  the  duration  and  amount  of  the 
stimulation,  and  the  hereditary  predisposition  of 
the  breast  to  respond  to  the  imbalance.  Many 
other  examples  of  seemingly  wide  divergent  dis- 
ease processes  which  were  thought  to  be  due  to 
different  causes  finally  arrange  themselves  under 
one  heading  when  the  etiology  is  thoroughly  un- 
derstood. It  is  our  belief  that  cystic  disease  offers 
an  interesting  and  important  problem  because  it 
may  represent  the  link  between  the  normal  and 
the  controlled  proliferative  response  of  the  breast 
to  estrogens,  and  the  abnormal  and  uncontrolled 
response  in  the  form  of  cancer.  Unfortunately, 
there  is  no  easy  and  accurate  method  to  assay  the 
amount  of  estrogen  present,  although  the  studies 
of  Womack  and  his  associates  in  demonstrating  in- 
creased estrogen  in  benign  breast  lesions  are  in- 
teresting. We  sincerely  believe  that  the  treatment 
of  these  patients  with  cystic  disease,  demonstrat- 
ing definite  precancerous  hyperplasia,  or  what  we 
chose  to  call  non-invasive  papillary  carcinoma, 
should  demand  a total  simple  mastectomy.1  Cer- 
tainly all  of  these  lesions  will  not  progress  to  in- 
vasive cancer,  but  with  our  present  knowledge  we 
are  not  able  to  differentiate  those  which  will  and 
those  which  will  remain  occult. 

Nipple  discharge  in  the  nonlactating  breast 
offers  an  interesting  and  sometimes  perplexing 
problem.2  We  have  seen,  in  our  group  of  some 
1100  surgical  breasts,  42  examples  of  nipple  dis- 
charge unassociated  with  pregnancy.  The  dis- 
charge was  bloody  or  serosanguineous  in  33 
patients.  A palpable  mass  was  found  in  only  nine 


of  these  42  patients,  but  the  site  from  which  the 
discharge  arose  could  be  demonstrated  in  41  per 
cent  of  the  series.  About  one-fourth  of  those  pa- 
tients with  nipple  discharge  will  be  found  to  have 
invasive  cancer.  The  remainder  will  show  cystic 
disease  or  cystic  disease  with  marked  hyperplasia. 
There  seems  to  be  little  difference  whether  the  dis- 
charge is  serous,  cloudy  or  bloody,  but  the  age  is 
extremely  important  in  that  malignancy  was  seen 
in  only  three  patients  under  the  age  of  forty,  but 
was  present  in  two-thirds  of  those  over  the  age  of 
fifty.  When  one  sees  a hemorrhagic  nipple  dis- 
charge with  a palpable  breast  mass  in  a patient 
over  fifty  years  of  age,  one  can  almost  assume  the 
presence  of  a malignant  lesion. 

Invasive  mammary  cancer  is  the  second  most 
common  major  form  of  carcinoma  encountered  in 
adults,  being  surpassed  only  in  frequency  by 
carcinoma  of  the  colon  and  rectum.  Since  this  is 
essentially  a disease  of  the  female  these  figures 
are  even  more  important.  It  is  estimated  that 
530,000  new  cases  of  cancer  developed  in  the 
United  States  during  the  past  year  and  approxi- 
mately 64,000  of  these  were  mammary  cancer. 
Stated  another  way,  it  is  anticipated  that  there 
were  550  new  cases  of  breast  malignancy  in  my 
native  state  of  Nebraska,  and  150  in  your  state  of 
Wyoming. 

Mammary  cancer  is  essentially  a surgical  dis- 
ease for  to  date  adequate  operation  is  the  only 
therapeutic  means  that  has  given  long-term  con- 
trol of  this  scourge.  “Long-term  control”  is  a 
better  term  than  “cure.”  Of  all  malignancies  mam- 
mary cancer  stands  out  as  the  leading  example  of 
the  biological  battle  between  virulence  of  the 
malignant  cell  and  the  resistance  of  the  host.  In 
our  personal  experience  such  an  equation  remains 
more  important  in  prognosis  than  age  of  the  pa- 
tient, duration  and  size  of  the  primary  lesion, 
presence  of  axillary  nodes,  or  existence  of  family 
history  of  malignancy. 

There  are  few  in  this  country  today  who  dis- 
agree that  in  stages  one  and  two,  radical  mastec- 
tomy is  the  treatment  of  choice  for  mammary 
carcinoma.  Sincere  differences  of  opinion  do  arise 
when  radical  mastectomy  is  employed  in  advanced 
cases  of  mammary  cancer  rather  than  a more  con- 
servative procedure  with  adjunct  therapy.  Since 
1955  over  60  articles  have  appeared  in  the  litera- 
ture reporting  in  each  a minimum  of  1 00  cases  of 
cancer  of  the  breast  submitted  to  radical  surgery. 

Our  own  personal  experience  embraces  just 
over  300  private  cases  with  infiltrative  carcinoma 
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coming  to  operation.  Two  hundred  consecutive 
patients  with  mammary  cancer  have  been  observed 
for  a period  following  definitive  surgery  of  five 
to  twenty  years.  We  have  gleaned  some  rather 
interesting  facts  from  the  study  of  this  group  of 
patients  from  1940  to  the  present.  It  is  interesting 
that  these,  a private  series  of  200  consecutive 
cases,  have  been  followed  to  death  or  to  date  and 
only  one  patient  in  the  entire  series  was  lost  to 
follow-up.  Our  overall  five  year  survival  of  61 
per  cent  is  approximately  an  average  one  for  re- 
ported series.  We  wish  to  stress  that  from  our 
experience  we  believe  that  dividing  those  with  or 
without  axillary  nodes  is  probably  illogical  since 
in  infiltrative  carcinoma  tumor  cells  may  be  dem- 
onstrated within  the  axillary  nodes  in  a vast  ma- 
jority of  cases  if  sufficient  study  of  these  nodes  be 
made.  We  have  had  no  experience  with  the  ex- 
tended radical  surgical  procedures  for  mammary 
carcinoma.  In  these  clinics  where  this  has  been 
carried  out  in  selected  cases  there  has  been  some 
slight  increase  in  the  salvage  rate  at  the  expense 
of  considerable  morbidity  and  such  radical  pro- 
cedures have  not  gained  wide  acceptance. 

Neither  age  nor  pregnancy  should  be  used  as  a 
specific  criterion  for  altering  appropriate  therapy 
in  a given  case  of  carcinoma  of  the  breast.  It  is 
well  recognized  that  series  made  up  of  younger 
individuals  have  a somewhat  less  satisfactory  five 
year  survival  rate.  Likewise,  it  must  be  accepted 
that  almost  one-third  of  those  who  develop  breast 
cancer  in  the  childbearing  period  will  have  preg- 
nancy as  a complication  during  or  after  the  de- 
velopment of  their  breast  cancer.  It  has  been 
stated  by  some  competent  observers  that  although 
there  appears  to  be  some  natural  selection  of 
cases  the  prognosis  of  patients  who  become  preg- 
nant after  operation  appears  to  be  unusually  good, 
and  in  our  own  experience  the  prognosis  has  been 
as  good  as  in  those  without  pregnancy  if  the  op- 
eration for  cancer  had  been  done  two  or  three 
years  prior  to  the  onset  of  the  pregnancy. 

Practically  all  of  our  patients  with  positive 
glands  are  treated  with  postoperative  radiation, 
and  during  the  past  seven  or  eight  years  this  radia- 
tion has  been  limited  to  the  parasternal  and  supra- 
clavicular areas.  We  do  not  radiate  the  axillary 
zone  since,  in  our  experience,  the  radical  opera- 
tion handles  this  adequately.  A previous  long- 
term study  of  all  available  post  mortem  material 
of  patients  dying  with  mammary  cancer  failed  to 
indicate  any  significant  residual  tumor  in  the  axilla 
after  previous  adequate  radical  mastectomy. 


Prophylactic  castration  remains  a controversial 
subject.  Our  own  feeling  is  that  its  principal  value 
is  in  its  being  employed  when  recurrences  have 
made  their  appearance,  or  to  demonstrate  whether 
or  not  there  is  a specific  estrogenic  element  in  a 
particular  cancer.  When  present  it  is  found  that 
oophorectomy  will  be  beneficial.  It  also  is  a very 
able  guide  as  to  whether  or  not  subsequent  adre- 
nalectomy should  be  considered.  We  do  not  rou- 
tinely employ  x-ray  or  surgical  destruction  of  the 
ovaries  and  we  definitely  do  not  believe  it  indi- 
cated in  every  young  patient  with  cancer  of  the 
breast. 

We  have  little  experience  with  adrenalectomy. 
Those  who  have  employed  it  extensively  believe 
it  is  indicated  (1)  when  the  tumor  does  not  in- 
volve liver  or  brain,  (2)  when  the  previous  remis- 
sion has  been  noted  with  oophorectomy,  (3)  when 
there  is  a high  estrogenic  excretion  demonstrable, 
(4)  when  the  patient  is  in  middle  age,  and  (5) 
when  there  has  been  a long  duration  of  the  dis- 
ease, namely  over  a period  of  three  years. 

As  one  studies  their  material  with  cancer  of 
the  breast  you  are  struck  by  the  fact  that  aside 
from  those  people  who  die  very  rapidly  with  the 
disease,  the  next  major  loss  will  be  from  the  fourth 
to  the  eighth  year  after  radical  operation.  It  has 
been  stated  that  84  per  cent  of  recurrences  occur 
in  the  first  five  years  and  that  they  are  relatively 
negligible  after  eight  years.  Our  own  experience 
would  support  the  fact  that  in  a sizeable  number 
of  people  who  succumb  with  the  disease  the  first 
recurrence  makes  its  appearance  the  fourth  or 
fifth  year  and  will  not  lead  to  the  patient’s  death 
until  the  seventh  or  eighth  year  after  operation. 
Metastases,  however,  have  been  reported  as  late 
as  the  third  or  fourth  decade  after  radical  mastec- 
tomy. 

All  today  agree  that  the  single  most  effective 
agent  in  the  treatment  of  metastatic  cancer  of  the 
breast  is  radiation  therapy.  In  our  experience  this 
is  certainly  true.  For  the  surgeon,  no  greater  ally 
is  available  than  a competent  radio-therapist  who 
can  carry  these  patients  along  in  a remarkable 
degree  of  comfort  often  for  many  years  after 
metastases  make  their  appearance. 

In  conclusion  I should  like  to  quote  from  the 
recent  article  by  Lewison  reporting  his  experience 
with  the  Johns  Hopkins  series.  “In  recording  our 
surgical  triumphs  are  we  merely  measuring  the 
natural  history  of  this  malignancy,  that  is  breast 
cancer?  Do  our  survival  results  reflect  only  that 
(Continued  on  page  72) 
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This  interesting  survey  shows  that 
leptospirosis  is  a significant  illness  in 
man  and  occurs  more  frequently  than 
it  is  recognized. 

Although  leptospires  of  swine  and  cattle  may 
infect  man,  human  leptospirosis  from  these  sources 
is  infrequently  diagnosed  in  this  country.  This  is 
due  not  only  to  infrequent  occurrence  of  the  dis- 
ease but  also  to  a lack  of  awareness  by  the  prac- 
ticing physician  that  this  form  of  leptospirosis  is 
usually  mild  and  devoid  of  the  classical  clinical 
characteristics  of  Weil’s  disease.  Recently  a case 
of  leptospirosis  in  a abattoir  worker  in  Montana 
stimulated  a clinical  and  serologic  survey  of  many 
meat-packing  plants  in  the  state.  Four  additional 
illnesses  were  identified,  which  in  retrospect  were 
definite  or  possible  cases  of  leptospirosis.  All  of 
these  patients  had  been  hospitalized  and  leptospi- 
rosis had  not  been  considered  in  the  differential 
diagnosis  in  any  of  them. 

Methods 

The  study  population  included  employees  of 
twenty-three  abattoirs  in  Montana.  These  plants 
were  predominantly  federal  and  state  establish- 
ments, employing  from  two  to  approximately  sev- 
enty persons.  All  available  employees  who  were 
willing  to  participate  were  selected  for  study.  Vital 
statistics,  illness  histories  and  serum  samples  were 
obtained  from  all  participants.  Illness  histories 
included  clinical  information  on  all  recent  infec- 
tions for  which  a physician’s  care  was  required. 
When  such  illnesses  were  noted,  summaries  of  the 
pertinent  clinical  characteristics  were  obtained 
from  the  attending  physician.  The  survey  was  con- 
ducted in  all  participating  plants  between  Decem- 
ber, 1962  and  June,  1963.  In  addition,  the  abat- 
toir where  the  original  case  of  leptospirosis  oc- 
curred was  resurveyed  after  thirteen  months  to 

* From  the  Department  of  Health,  Education  and  Welfare, 
Public  Health  Service,  National  Institutes  of  Health,  National 
Institute  of  Allergy  and  Infectious  Diseases,  Rocky  Mountain 
Laboratory,  Hamilton,  Montana. 


determine  the  incidence  of  infection  and  the  per- 
sistence of  antibodies. 

The  serums  were  separated  from  clotted  blood 
within  48  hours  of  venipuncture  and  examined  at 
the  Rocky  Mountain  Laboratory  (RML)  for  anti- 
bodies to  10  leptospiral  serotypes  by  the  agglu- 
tination-lysis test.  The  serotypes  were  Leptospira 
icterohemorrhagiae,  L.  canicola,  L.  pomona, 
L.  ballum,  L.  autumnalis,  L.  grippotyphosa,  L. 
sejroe,  L.  hebdomadis,  L.  pyrogenes  and  L.  bata- 
viae.  A concentration  of  2.5  x 108  organisms  per 
ml.  from  6 to  12  day  old  cultures  was  used  in  the 
test.  All  serums  were  initially  screened  at  1:10 
and  1:100  dilutions  in  saline.  Those  that  showed 
any  reaction  were  then  titrated  in  10-fold  dilu- 
tions to  determine  endpoints.  Multiple  serums  ob- 
tained from  the  same  person  were  tested  simulta- 
neously. A serum  was  considered  positive  if  50 
per  cent  agglutination  or  lysis  occurred  with  any 
serotype  in  a dilution  of  1:100  or  higher. 

Results 

The  case  of  leptospirosis  which  led  to  the  inves- 
tigation was  that  of  a young  man  who  had  worked 
for  seven  months  on  the  killing  floor  of  an  abat- 
toir in  Butte,  his  job  consisting  of  butchering,  dis- 
posing of  hides,  and  shrouding  carcasses  of  cat- 
tle, swine  and  occasionally  sheep.  The  case  report 
follows. 

Case  1 (Index  Case) 

A 22-year-old  white  male,  on  September  20,  1962 
had  sudden  onset  of  chills,  fever,  severe  backache 
and  headache.  He  was  seen  by  one  of  the  authors 
(JEM)  and  hospitalized  the  following  day  with  a 
presumptive  diagnosis  of  Q fever  or  possible  early 
hepatitis.  Admission  urinalysis  was  normal  and  a 
routine  blood  count  showed  11,500  leukocytes  with 
82  per  cent  neutrophils.  For  the  next  several  days 
the  patient  had  a stormy  course  with  temperature 
spikes  to  104°F  accompanied  by  severe  headache, 
backache,  myalgia  of  extremities  and  upper  abdom- 
inal pain.  There  were  no  central  nervous  system  or 
gastrointestinal  symptoms  and  no  respiratory  com- 
plaints except  for  a slight  cough.  Streptomycin  ther- 
apy was  initiated  late  in  the  course  of  illness  and 
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continued  until  the  time  of  the  patient’s  discharge 
on  the  12th  hospital  day. 

Paired  blood  samples  were  obtained  from  this 
patient  2 and  16  days  after  onset  of  illness.  These 
were  tested  by  the  Montana  State  Board  of  Health 
which  reported  a 4-fold  rise  in  complement-fixing 
antibodies  to  Coxiella  burneti.  Because  RML  per- 
sonnel are  interested  in  Q fever,  an  epidemiological 
investigation  of  the  case  was  initiated.  A third  blood 
sample  was  obtained  2 Vi  months  after  illness.  No 
antibodies  to  C.  burneti  were  found  in  this  specimen 
either  in  the  complement-fixation  (CF)  or  in  the 
radioisotope  precipitation  (RIP)1  tests.  Leptospirosis 
was  considered  a possible  diagnosis  and  an  antibody 
titer  of  1 : 100  to  L.  pomona  was  found  in  the  agglu- 
tination-lysis test.  The  stored  acute  and  convalescent 
serum  samples  were  requested  from  the  Montana 
State  Board  of  Health  and  retested  at  RML.  They 
were  negative  for  C.  burneti  antibodies.  However,  a 
diagnostic  rise  in  agglutinins  to  L.  pomona  from  0 
to  1:1 000  was  demonstrated  and  the  illness  was 
confirmed  as  leptospirosis. 

During  the  epidemiologic  follow-up  of  this  case, 
it  was  learned  that  a former  employee  on  the  kill- 
ing floor  of  the  same  abattoir  had  also  had  an  ill- 
ness clinically  diagnosed  as  Q fever  nineteen 
months  earlier.  Investigation  in  retrospect  showed 
this  illness  to  be  leptospirosis  rather  than  Q fever. 

Case  2 

A 23-year-old  white  male  had  onset  of  malaise, 
chills  and  fever  of  May  23,  1961.  After  several  days 
of  home  treatment  without  improvement,  he  consulted 
a physician  and  was  hospitalized  as  a possible  case 
of  brucellosis  or  Q fever.  Aside  from  fever  of  103°F, 
his  chief  complaints  were  aching  joints,  particularly 
the  left  ankle,  headache  and  chills.  Physical  examina- 
tion showed  an  acutely  ill  patient  with  slight  pharyn- 
geal exudate  but  without  other  significant  findings. 
Admission  white  count  was  5,100  with  88  per  cent 
neutrophils  and  the  urinalysis  was  normal. 

The  patient  was  empirically  treated  with  strepto- 
mycin and  Declomycin.  However,  for  4 days  he  con- 
tinued to  run  a spiking  fever  which  gradually  de- 
creased in  intensity.  Three  blood  cultures  were  sterile 
and  a roentgenogram  of  the  chest  showed  no  abnor- 
malities. His  general  condition  improved,  and  8 days 


following  admission  the  patient  was  discharged 
asymptomatic.  Serologic  tests  of  acute  and  conva- 
lescent serums  were  negative  for  brucellosis,  typhoid, 
paratyphoid  and  tularemia. 

A blood  sample  obtained  18  months  after  illness 
and  tested  at  RML  showed  only  a reaction  in  low 
dilution  (1:10)  to  L.  pomona  and  no  antibodies  to 
C.  burneti.  The  acute  and  convalescent  serum  sam- 
ples had  been  kept  by  the  Montana  State  Board  of 
Health.  When  retested  at  RML,  both  serums  were 
free  of  C.  burneti  antibodies,  but  a rise  in  antibody 
titer  to  L.  pomona  from  0 to  1:1000  was  demon- 
strated, thus  confirming  the  suspicion  that  this  ill- 
ness also  was  leptospirosis  rather  than  Q fever. 

Illness  histories  and  serum  samples  were  ob- 
tained from  twenty-seven  fellow  employees  at  the 
abattoir  during  the  investigation  of  the  index  case. 
The  serums  were  tested  for  leptospiral  antibodies. 
The  results,  according  to  the  location  of  the  em- 
ployees’ occupational  duties  in  the  plant,  are 
shown  in  Table  1.  Three  persons,  all  with  tasks 
likely  to  bring  them  into  close  contact  with  the 
organism,  had  some  reaction  to  L.  pomona.  How- 
ever, only  1 of  the  3 had  a significant  titer.  This 
person,  the  meat  inspector,  had  a titer  of  1:100,- 
000.  He  had  felt  “below  par”  1 month  earlier 
but  neither  sought  medical  attention  nor  was  ab- 
sent from  work. 

The  survey  of  the  other  twenty-two  abattoirs 
was  initiated  early  in  1963.  The  serologic  findings 
are  presented  in  Table  2,  according  to  occupa- 
tional activities.  Eleven  (3.8  per  cent)  of  288 
persons  tested  had  significant  titers  of  leptospiral 
agglutinins  to  one  or  more  serotypes.  An  additional 
eight  persons  had  reactions  of  questionable  sig- 
nificance in  the  1:10  dilutions  of  serum.  There 
was  no  definite  association  of  past  infection  with 
present  occupational  duties. 

Of  the  eleven  persons  with  significant  antibody 
titers,  three  had  had  illnesses  which  in  retrospect 
may  have  been  leptospirosis.  However,  since  acute 
and  convalescent  serums  were  no  longer  avail- 
able, this  diagnosis  could  not  be  confirmed.  The 


TABLE  1 

PREVALENCE  OF  LEPTOSPIRAL  ANTIBODIES  AMONG  EMPLOYEES  OF  A 
BUTTE,  MONTANA  ABATTOIR,  DECEMBER  1962 


LOCATION  OF 
OCCUPATIONAL  DUTIES 

PERSONS 

TESTED 

0 

PERSONS  WITH  ANTIBODY  TITERS*  OF 

10  100  1000  10,000  100,000 

Killing  floor  or  rendering  plant 

9 

6 

2 

1 

Other  

18 

18 

Total:  Number  

27 

24 

2 

1 

Per  cent  

100 

89 

7 

4 

* Reciprocals  of  the  endpoint  dilutions  giving  50  per  cent  or  greater  agglutination-lysis  against  Lep tospira  pomona. 


52 


Rocky  Mountain  Medical  Journal 


TABLE  2 

PREVALENCE  OF  LEPTOSPIRAL  ANTIBODIES  AMONG  EMPLOYEES  OF 
22  MONTANA  ABATTOIRS,  MARCH  TO  JUNE,  1963 


LOCATION  OF  OCCUPATIONAL  DUTIES 

PERSONS 

TESTED 

PERSONS 

0 

WITH  ANTIBODY  TITERS* 
10  100 

OF 

1000 

Killing  floor  or  rendering  plant 

136 

125 

5 

6 

Other  

152 

144 

3 

4 

1 

Total:  Number  

288 

269 

8 

10 

1 

Per  cent  

100 

93 

3 

3 

<1 

* Reciprocals  of  the  endpoint  dilutions  giving  50  per  cent  or  greater  agglutination-lysis  against  Leptospira  (sp). 


remaining  eight  persons  had  not  had  recent  acute 
illnesses  requiring  medical  attention.  The  case  his- 
tories of  the  suspect  illnesses  are  as  follows. 

Case  3 

A 69-year-old  butcher  employed  on  the  killing 
floor  of  a Missoula  abattoir,  had  had  an  illness  re- 
quiring hospitalization  for  16  days  in  September, 
1959  which  was  characterized  by  scleral  icterus, 
hepatic  tenderness,  abnormal  liver  function  tests, 
chills,  fever  to  102°F,  anorexia,  abdominal  discom- 
fort and  albuminuria.  The  illness  was  diagnosed  as 
acute  hepatitis.  A serum  sample  obtained  3 Vi  years 
after  illness  contained  leptospiral  agglutinins  in  titers 
of  1:100  against  L.  pomona  and  L.  autumnalis  and 
1:10  against  L.  grippotyphosa  and  L.  ballum. 

Case  4 

A 36-year-old  butcher  employed  on  the  killing 
floor  of  a Lewistown  abattoir,  was  hospitalized  for 
8 days  in  October,  1962,  with  an  illness  diagnosed  as 
“influenza”  with  secondary  complications  of  “toxic 
nephritis  and  encephalitis.”  The  chief  complaints 
were  a severe  persistent  headache  and  mid-thoracic 
backache.  The  symptoms  also  included  chills,  fever 
to  103°F,  generalized  myalgia,  mild  nausea  and  di- 
arrhea and  slight  cough.  Physical  findings  were  with- 
in normal  limits.  A chest  x-ray  was  negative.  A 
spinal  tap  was  not  done.  Laboratory  findings  included 
an  elevated  sedimentation  rate,  leukopenia,  albumin- 
uria with  granular  casts  and  normal  liver  function 
tests.  No  antibiotics  were  administered  and  the  pa- 
tient recovered  without  sequelae.  The  blood  sample 
obtained  8 months  after  illness  had  a titer  of  1:100 
against  L.  pomona  and  1:100  against  L.  canicola. 

Case  5 

A 25-year-old  Indian  employee  who  worked  on 
the  killing  floor  of  a Havre  abattoir,  was  hospitalized 
for  9 days  with  a “purulent  meningitis  of  unknown 
etiology”  in  July,  1962.  His  symptoms  included  chills, 
intermittent  fever  to  103°F,  generalized  muscular 
aches,  headache  and  dry  cough.  When  first  seen,  3 
days  after  onset,  the  patient  had  a moderate  nuchal 
rigidity  which  increased  noticeably  during  hospital- 
ization. Spinal  fluid,  examined  5 days  after  onset, 
had  670  white  cells  per  mm.,  87  per  cent  of  which 
were  polymorphonuclear  leukocytes.  Sugar  content 


was  normal  but  protein  was  slightly  elevated.  On 
the  10th  day  of  illness  the  white  cells  had  dropped 
to  65  per  mm.;  a differential  count  was  not  done. 
Blood  studies  revealed  a slight  leukocytosis,  and 
urinalysis  was  normal.  Blood  and  spinal  fluid  cul- 
tures obtained  prior  to  antibiotic  therapy  were  neg- 
ative. The  patient  was  treated  with  chloramphenicol, 
gantrisin  and  erythromycin  and  recovered  without 
sequelae.  A blood  sample  obtained  1 1 months  later 
had  leptospiral  antibodies  to  L.  pomona  in  a titer  of 
1:100. 

Table  3 shows  the  titers  against  all  serotypes 
in  the  serums  of  all  14  persons  who  were  consid- 
ered to  have  had  leptospiral  infections.  With  one 
exception,  all  had  titers  to  L.  pomona  which  were 
equal  to  or  greater  than  those  to  other  serotypes. 
Individual  14  (Table  3)  had  a titer  of  1:100  to 
L.  sejroe  but  no  antibodies  to  L.  pomona.  While 
occurrence  of  paraspecific  reactions  precludes  a 
definitive  identification  of  the  etiologic  serotype, 
the  preponderance  of  L.  pomona  antibodies  sug- 
gests that  this  organism  was  the  principal  offender. 
It  is  important  to  note  that  Case  2 when  bled 
during  the  survey,  18  months  after  illness,  had  an 
antibody  titer  which  was  below  the  level  of  sig- 
nificance. His  illness  would  have  been  missed  if 
acute  and  convalescent  serum  samples  had  not 
been  available.  On  the  other  hand,  Case  1 still, 
had  a significant  titer  to  L.  pomona  1 year  after 
illness.  If  all  five  illnesses  were  indeed  lepto- 
spirosis, the  proportion  of  infections  with  obvious 
clinical  manifestations  was  36  per  cent.  Indi- 
vidual 6,  the  meat  inspector,  unquestionably  was 
infected  no  longer  than  several  months  before  the 
survey. 

The  initial  survey  provided  no  information  as 
to  infection  rates.  Consequently  a second  survey 
was  conducted  13  months  later  among  employees 
of  the  abattoir  with  the  two  confirmed  cases  to 
determine  the  serologic  changes  and  incidence  of 
infection  during  the  year.  No  new  infections  were 
disclosed,  and  among  those  with  antibodies  to  L. 
pomona  initially  titers  were  unchanged  except  in 
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TABLE  3 

AGGLUTINATION-LYSIS  ANTIBODY  TITERS  AGAINST  VARIOUS  SEROTYPES  AMONG  14  PERSONS 
CONSIDERED  TO  HAVE  HAD  LEPTOSPIRAL  INFECTIONS.  MONTANA  ABATTOIR  SURVEY  1962-63 


CASE 

DATES 

TESTED 

ILLNESS 

ONSET 

pomona 

LEPTOSPIRAL  SEROTYPE -ANTIBODY  TITERS* 
ictero.  canicola  bat.  grip,  ballum  aut. 

pyr. 

sejroe 

1 

9-22-62 

9-20-62  

0 

0 

0 

0 

0 

0 

0 

0 

0 

10-8-62 

1000 

10 

1000 

10 

10 

0 

100 

10 

0 

12-6-62 

100 

0 

10 

0 

0 

10 

10 

10 

0 

9-16-63 

100 

0 

0 

0 

0 

10 

10 

0 

0 

2 

5-26-61 

5-23-61  

0 

0 

0 

0 

0 

0 

0 

0 

0 

6-19-61 

1000 

10 

100 

0 

100 

10 

100 

100 

0 

12-6-62 

10 

0 

0 

0 

0 

10 

0 

0 

0 

3 

4-25-63 

9-59  

100 

10 

0 

0 

10 

10 

100 

0 

0 

4 

6-12-63 

10-6-62  

100 

0 

100 

0 

10 

0 

10 

0 

0 

5 

6-14-63 

7-20-62  

100 

0 

0 

0 

0 

0 

0 

0 

0 

6 

12-6-62 

no  illness** 

100,000 

100 

0 

0 

0 

100 

100 

0 

0 

7 

4-25-63 

no  illness  

100 

0 

0 

0 

0 

0 

10 

0 

0 

8 

5-8-63 

no  illness  

100 

0 

0 

0 

0 

0 

10 

0 

0 

9 

5-8-63 

no  illness  

100 

0 

0 

0 

0 

0 

0 

0 

0 

10 

6-11-63 

no  illness  

100 

0 

0 

0 

0 

0 

0 

0 

0 

11 

6-11-63 

no  illness  

100 

0 

0 

0 

0 

0 

0 

0 

0 

12 

6-11-63 

no  illness  

1000 

0 

0 

0 

0 

0 

10 

0 

0 

13 

6-11-63 

no  illness  

100 

0 

10 

0 

0 

0 

0 

100 

0 

16 

7-10-63 

no  illness  

0 

0 

10 

0 

10 

0 

10 

10 

100 

* All  serums  were  negative  to  Leptospira  hebdomadis. 

**  This  man  had  had  mild  symptoms  1 month  earlier  which  did  not  require  medical  attention. 


the  meat  inspector  who  had  a drop  from  1:100,- 
000  to  an  insignificant  level. 

Discussion 

That  leptospirosis  can  be  an  occupational  in- 
fection of  abattoir  workers  in  this  country  has 
been  reported,2-10  yet,  curiously,  this  finding  has 
not  received  widespread  attention.  This  study  pro- 
vided little  new  information,  yet  it  does  serve  to 
emphasize  the  need  for  greater  awareness  of  the 
disease  on  the  part  of  the  medical  profession. 
This  is  exemplified  by  the  facts  that  prior  infec- 
tion was  evident  in  4 per  cent  of  packing-house 
workers  tested,  that  human  infection  had  occurred 
in  eight  abattoirs  in  six  widely  scattered  commu- 
nities in  Montana,  that  one  plant  had  had  em- 
ployees infected  on  at  least  two  or  three  different 
occasions,  and  that  serologic  evidence  of  infec- 
tion was  often  transient  sometimes  decreasing  to 
insignificant  levels  within  one  year  of  infection. 

By  1956,  bovine  leptospirosis  had  been  recog- 
nized in  forty- two  of  the  United  States.11  Porcine 
leptospirosis  is  likewise  widely  prevalent.  By  plate 
agglutination  tests  conducted  by  the  Montana 
Livestock  Sanitary  Board  from  1954  to  1962,  2.9 
per  cent  of  75,077  cattle  sera  and  17.6  per  cent 
of  687  swine  sera  were  shown  to  have  leptospiral 
antibodies.12  Since  bovine  and  porcine  infections 
may  be  inapparent,  since  the  urinary  carrier  state 


may  persist  long  after  infection,  particularly 
among  swine,  and  since  employees  who  participate 
in  slaughtering  and  butchering  operations  work 
in  a wet  environment  and  experience  frequent 
lacerations,  it  is  surprising  that  leptospiral  infec- 
tions are  not  more  frequent  among  these  persons. 
Virtually  all  of  the  plants  surveyed  in  this  study 
processed  both  swine  and  cattle.  Although  more 
swine  than  cattle  were  usually  processed  annually, 
the  schedule  of  slaughtering  was  indiscriminate 
and  it  was  impossible  to  determine  whether  cattle, 
swine  or  both  were  the  important  sources  of  these 
infections. 

Summary 

A survey  for  leptospirosis  was  conducted  among 
317  employees  of  twenty-three  abattoirs  in  Mon- 
tana. Fourteen  persons  from  eight  abattoirs  had 
agglutination-lysis  antibodies,  usually  to  Lepto- 
spira pomona,  in  titers  equal  to  or  greater  than 
1:100.  Two  of  these  persons  had  clinical  cases  of 
leptospirosis  confirmed  in  retrospect  by  demon- 
stration of  significant  rises  in  antibody  titers  to 
L.  pomona  during  the  courses  of  illness.  Three 
others  with  significant  titers  to  L.  pomona  had 
been  hospitalized  recently  with  illnesses  which 
clinically  resembled  leptospirosis.  It  is  significant 
that  leptospirosis  had  not  been  considered  in  the 
(Continued  on  page  79) 
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Poisoning  in 


pediatric  practice* 


John  R.  Connell,  MD,  Denver 


From  the  moment  of  conception  until  the 
hour  of  death  human  protoplasm  is 
susceptible  to  an  increasing  number  of 
toxic  substances.  Even  sanctuary  in  the 
uterus  is  not  an  inviolable  refuge.  The 
chemical  giants  who  have  blessed  our 
exciting  times  have,  as  a by-product,  added 
to  the  responsibilities  of  parents,  physicians, 
manufacturers,  merchants — in  short,  to  the 
guardian  responsibilities  of  everyone. 

For  an  eager  youngster,  keeping  out  of  trouble 
is  no  easy  matter.  His  compelling  curiosity  drives 
him  to  sample  all  attractive,  or  accessible,  pack- 
ages long  before  he  can  read  their  descriptive  and 
cautionary  labels.  Furthermore,  resemblances  dis- 
arm him.  Imagine  yourself,  for  a moment,  three 
years  old,  all  alone,  and  faced  with  these  op- 
portunities. There  are  hundreds  of  attractive  prod- 
ucts. The  following  examples  illustrate  the  prob- 
lem. 

Furniture  polish  looks  like  root  beer.  And  the 
cap  of  the  bottle  comes  off  easily.  Take  a drink? 
Why  not?  Hydrocarbon  pneumonitis  means  noth- 
ing to  you. 

Wonder  what’s  in  that  other  bottle.  Looks  like 
lemon  pop.  Holds  easy.  Lid  comes  off  easy,  too. 
Tastes  like  model  airplane  glue  and  burns  like  fire 
all  the  way  down. 

Toilet  bowl  granules  spill  out  nicely.  Smell 
sort  of  snappy,  too,  like  those  crystals  your  mother 
makes  into  a tangy  drink  for  breakfast.  Go  ahead 
— taste  them.  Ninety  per  cent  sodium  bisulfate 
makes  your  mouth  hurt,  doesn’t  it? 

The  temptation  to  drink,  and  to  play  with 
something  fragrant  and  something  pretty  is  as 
real,  and  as  dangerous,  at  three  years  as  at 
thirty-three.  Just  when  a healthy  young  pre-school 
explorer  needs  the  ability  to  identify  harm  and 
to  resist  temptation,  he  possesses  these  self-pro- 

* Presented  at  the  30th  Annual  Midwinter  Clinical  Session  of 
the  Colorado  Medical  Society,  February  25,  1965.  Dr.  Connell 
is  Director  of  Pediatric  Service  and  Denver  Poison  Control 
Center,  Denver  General  Hospital,  Denver. 


tective  qualities  the  least.  Color,  odor,  shape,  re- 
semblance, imitativeness — all  these  have  a part  in 
drawing  him  into  unsupervised  experiences  that 
may,  and  do,  cause  unpleasant  moments,  illness, 
and  occasionally  death.  How  many  harmful  expo- 
sures go  on  will  never  be  known,  but  it  is  prob- 
ably allowable  to  say  that  every  ambulatory  child 
has  one  or  more  before  he  reaches  the  first  grade. 

The  types  of  pre-school  sampling  misadven- 
tures in  the  state  of  Colorado  seem  to  vary  little 
from  year  to  year,  if  we  are  to  judge  by  our  own 
crude  barometer  (Table  1).  I call  your  particular 
attention  to  medications,  for  it  is  in  this  category 
that  physicians  can  be  more  effective.  Two-thirds 
of  all  cases  reported  to  us  were  children  less  than 
four  years  of  age,  the  largest  group  being  toddlers 
in  the  two  year  bracket.  The  need  for  improve- 
ment in  child  protection  and  obedience  training  is 
strongly  implied. 

To  help  parents  protect  their  young,  and  them- 
selves, Congress  has  enacted  several  regulatory 
laws,  beginning  with  the  Caustic  Poison  Act  of 
1927  (tribute  to  Chevalier  Jackson’s  fight  against 
lye  ingestion),  and  recently  the  Federal  Hazard- 
ous Substances  Labeling  Act  of  1960.  Warnings 
now  appear  on  most  packages  whose  contents 
might  be  harmful  when  used,  or  misused,  in  the 
home.  Yet,  adroit  packaging  may  still  lead  the 
busy  housewife  to  buy  what  she  regards  as  a com- 
pletely safe  product  when,  in  fact,  safety  is  often 
a matter  of  relativity.  Examples  follow. 

The  hazards  of  the  charcoal  lighter  fluid  are 

TABLE  1 

DENVER  POISON  CONTROL  CENTER 
REPORTED  CASES 
1955-1964 


CLASSIFICATION 

PER  CENT 

LEADING  AGENTS 

Medications  

35 

Salicylates 

Cleaners,  Polishes  . 

16 

Bleaches 

Cosmetics  

10 

Cologne 

Pesticides  

. 10 

Warfarin 

Fuels,  Solvents  . . 

9 

Turpentine 

Plants,  Insects  . . . . 

5 

Toadstools 

All  Other  

15 

Coloring  agents 
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well  identified,  with  emergency  treatment  instruc- 
tions plainly  stated  as  required  by  the  Labeling 
Act.  The  oven  cleaner  competes  with  a similar, 
though  perhaps  more  alkaline,  product  that  has 
a warning  on  its  front  label.  The  brush-on  clean- 
er does  have  a warning,  but  in  the  small  print  of 
the  back  panel  where  housewife  fatigue  might 
cause  it  to  be  neglected.  The  powdered  bleach 
announces  that  it  contains  no  chlorine,  that  it  is 
safe;  examination  of  the  package  reveals  that  the 
safety  refers  to  its  use  on  delicate  fabrics  and  in 
septic  tanks,  but  that  this  safe  bleach  should  not 
be  taken  internally,  and  should  be  kept  away  from 
children.  The  automatic  dishwasher  detergent  pro- 
tects fine  china;  that’s  fine  for  china  but  not  even 
Chinese  children’s  mucous  membranes  were  meant 
for  this.  None  of  these  three  alkaline  cleaning 
agents  (and  these  are  only  representative  of  a 
large  number  of  different  brands)  is  apt  to  kill  a 
child  but  most  are  capable  of  tissue  damage,  and 
none  is  actually  “safe.” 

Deaths  of  children  in  Colorado  from  accidental 
poisoning  are  now  infrequent,  a fact  in  which 
this  Medical  Society  has  played  a part.  Yet  dur- 
ing the  last  five  years,  twelve  small  children  are 
known  to  have  lost  their  lives  from  salicylate 
poisoning.  In  our  small  service  at  Denver  Gen- 
eral Hospital  we  have  had  two  infants  less  than  a 
month  old  who  were  being  given  children’s  aspirin 
(erroneously  called  “baby”  aspirin)  for  colds; 
one  of  these  had  a serum  salicylate  level  of  116 
mg.  per  cent  and  a carbon  dioxide  content  of  8.5 
milliequivalents  per  liter;  the  other  was  better  off, 
with  a serum  salicylate  level  of  94  mg.  per  cent 
and  a carbon  dioxide  content  of  12  milliequiva- 
lents per  liter.  Both  these  infants  survived  with 
parenteral  sodium  bicarbonate  therapy.  Our  only 
inpatient  salicylate  problem  this  year  has  been  a 
boy  sixteen  months  old  who  was  given  an  un- 
known number  of  five  grain  aspirin  tablets  by  a 
four-year-old  sister  approximately  twelve  hours 
before  admission.  He  was  comatose  and  had  a 
serum  salicylate  level  of  100  mg.  per  cent  and 
a carbon  dioxide  content  of  11.7  milliequivalents 
per  liter.  Parenteral  therapy  was  again  successful. 
In  only  one  case  in  the  last  four  years  was  dialysis 
required. 

The  part  flavoring  plays  in  the  high  incidence 
of  aspirin  poisoning  is  not  fully  appreciated  by 
parents.  In  1964  alone  there  were  154  instances 
of  flavored  aspirin  ingestions  reported  to  us  in 
comparison  with  45  instances  of  adult  tablet  in- 
gestions by  children.  Many  more  undoubtedly  oc- 


curred in  the  Denver  Metropolitan  area  since  only 
a fraction  of  the  cases  come  to  our  attention.  It 
should  be  remarked  that  packagers  of  children’s 
aspirin  and  its  fellow  travelers  are  aware  of  the 
problem  but  are  caught  in  an  economic  vise.  For 
the  most  part  they  have  limited  the  number  of 
tablets  in  a unit  to  fifty  or  less,  have  labelled 
the  bottle  with  a “keep  away  from  children”  and 
a “consult  your  physician”  warning,  and  in  some 
instances  have  even  topped  off  the  package  with 
a safety  cap  and  a descriptive  leaflet  that  says  no 
safety  cap  is  one  hundred  per  cent  effective.  It 
seems  ungrateful  of  us  to  ask  any  more.  Even  so, 
the  rationale  of  childproofing  the  114  grain  con- 
tainer of  fifty  tablets  and  leaving  the  family  econ- 
omy bottle  with  an  easily  unscrewed  lid  is  not  en- 
tirely clear. 

Nor  are  physicians  always  blameless.  Con- 
sistently, medications  account  for  the  largest  seg- 
ment of  childhood  accidental  poisonings,  and  in 
some  locales  this  reaches  the  50  per  cent  range. 
Though  ubiquitous  aspirin  is  still  far  out  in  front, 
the  prescribed  drugs  on  the  list  sound  like  an  in- 
ventory of  a small  pharmacy.  Whenever  a pre- 
scription is  written  the  effect  it  might  have  on 
other  members  of  the  family  should  be  thought- 
fully considered.  There  is  nothing  difficult  about 
removing  the  caps  of  pharmacists’  vials  as  you 
well  know.  Only  occasionally  do  they  carry  a 
“keep  away”  message.  Contrariwise,  the  commer- 
cial drug  package  has  an  advisory  warning.  The 
over-the-counter  remedy  is  saying  in  print  what 
the  physician  and  druggist  may,  or  may  not,  be 
saying  once  in  person.  All  prescription  medication 
containers  should  have  a printed  child  safety  re- 
minder of  such  size  and  color  that  it  would  catch 
the  user’s  eye  each  time  the  container  was  opened, 
closed,  and,  more  important,  put  safely  away. 

Conclusion 

We  come  at  last  to  a summation,  submitted  in 
four  broad  proposals  (Table  2): 

1.  Point  out  the  appeal  and  storage  ratio. 
Merchants’  shelves  sparkle  with  attractive  pack- 
ages. Let  us  remind  our  patients  that  bright  col- 
ors, pleasing  fragrance,  and  handy  size  are  also 
interest-arousing  troublemakers  for  the  curious, 
learning  child,  and  call  for  thoughtful  storage  pre- 
cautions. 

2.  Urge  reading  and  heeding  of  labels.  A warn- 
ing label  on  a package  is  there  for  a purpose. 
Labeling  cannot,  by  itself,  solve  the  poisoning 

(Continued  on  page  74) 
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Colorado’s  New  Executive  Secretary 

The  Board  of  Trustees  of  the  Colorado  Medical 
Society  has  announced  the  appointment  of  Mr. 
Donald  G.  Derry  of  Denver  as  Executive  Secretary 
of  the  Colorado  Medical  Society  and  Managing  Edi- 
tor of  the  Rocky  Mountain  Medical  Journal,  effec- 
tive October  1,  1965. 

Mr.  Derry  succeeds  Mr. 

Harvey  T.  Sethman 
who  retired  from  these 
positions  on  September 
30,  1965. 

Don,  now  well 
known  and  liked  by  all 
of  us,  was  born  in 
Omaha  on  February 
22,  1930.  He  attended 
public  schools  in  Oma- 
ha and  the  University 
of  Omaha,  with  a ma- 
jor in  Journalism.  His 
early  experience  in  the 
business  world  included  employment  in  the  Public 
Relations  Department  of  the  Union  Pacific  Rail- 
road and  later  as  Director  of  Public  Relations 
for  the  Nebraska  State  Bar  Association.  Excel- 
lent foundation  was  laid  for  his  future  with  us 
when  he  became  Editor  of  the  Nebraska  State 
Bar  Journal.  Preferring  to  live  farther  west,  he  went 
to  work  for  Western  Farm  Life  Magazine,  Denver. 
He  became  Account  Executive  with  William  Kostka 
Associates,  Denver,  an  advertising  and  public  rela- 
tions firm  prior  to  his  coming  to  work  for  the  Colo- 
rado Medical  Society  in  August,  1959.  He  served  as 
our  Field  Secretary  and  Director  of  Public  Relations, 
and  was  recently  appointed  to  the  Public  Relations 
Advisory  Committee  to  the  AMA.  Mr.  Derry  is  also 
a member  of  the  Public  Relations  Society  of  America 
and  is  a past  member  of  the  Board  of  Directors  of 
its  Colorado  Chapter.  More  recently  he  has  become 
a member  of  the  Medical  Society  Executives  Asso- 
ciation. 

Our  new  Executive  Secretary  is  married  and  has 
two  boys.  He  and  his  family  have  recently  moved 
into  a new  home  at  1200  East  Easter  Avenue,  Little- 
ton, Colo. 

Our  Society  welcomes  Mr.  Derry  to  this  position 
of  great  and  growing  responsibility.  All,  including 
Don  himself,  are  aware  of  the  magnitude  of  his 


challenge — following,  as  he  does,  the  strong  leader- 
ship of  a predecessor  known  nationally  as  the  “Dean 
of  Medical  Executives”  and  whose  stature  is  recog- 
nized from  coast  to  coast.  The  transition  will  run 
smoothly  as  our  continued  growth  and  progress  un- 
folds with  him  at  the  helm. 

Flying  Physicians  Association 

Walter  H.  Prockter,  MD,  who  practices  surgery 
in  Denver,  has  been  elected  to  a one-year  term  as  a 
vice  president  of  the  Flying  Physicians  Association. 

Dr.  Prockter,  who  had  served  the  F.P.A.  as  a di- 
rector during  1964/65,  was  selected  to  fill  his  new 
post  during  the  association’s  11th  annual  meeting 
which  was  recently  held  at  Miami  Beach. 

The  association  was  founded  in  1954  to  promote 
general  aviation  safety  and  to  explore  the  various 
medical  disciplines  as  they  relate  to  aviation.  At  the 
present  time  there  are  approximately  1,700  mem- 
bers. 

University  of  Colorado 
Medical  Center  News 

Dr.  Roger  S.  Mitchell,  director  of  the  Webb- 
Waring  Institute  for  Medical  Research,  has  gone  to 
Australia  to  serve  for  five  weeks  as  the  William 
Mcllrath  Guest  Professor  at  the  Royal  Prince  Alfred 
Hospital  in  Sydney. 

Dr.  Mitchell  was  invited  to  the  Sydney  institution 
to  assume  charge  of  its  pulmonary  disease  service 
and  lecture  to  undergraduate  and  postgraduate  medi- 
cal students.  The  privately  financed  Webb-Waring 
Institute,  located  at  the  University  of  Colorado  Med- 
ical Center,  is  engaged  in  a broad  program  of  re- 
search into  pulmonary  diseases  and  is  closely  affili- 
ated with  the  CU  School  of  Medicine. 

In  addition  to  directing  the  institute,  Dr.  Mitchell 
serves  as  associate  professor  of  medicine  on  the  CU 
medical  faculty  and  is  head  of  the  Division  of  Pul- 
monary Diseases  in  the  medical  school.  He  was  ap- 
pointed by  Governor  John  A.  Love  as  a member  of 
the  Colorado  State  Board  of  Medical  Examiners. 

* * * 

Three  members  of  the  faculty  of  the  University  of 
Colorado  School  of  Medicine  attended  the  23rd  In- 
ternational Congress  of  Physiological  Sciences  in 
Tokyo  Sept.  1 to  9. 

Dr.  Raymond  R.  Walsh,  associate  professor  of 
physiology,  and  Dr.  Robert  T.  Schopp,  assistant  pro- 
fessor of  physiology,  presented  papers  at  the  meet- 
ing. Dr.  John  D.  Palmer,  assistant  professor  of  phar- 
macology was  also  in  the  CU  delegation  to  the 
Congress. 
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John  Shaw  Billings,  librarian  of  the  Surgeon  Gen- 
eral’s Library  (now  the  National  Library  of  Medi- 
cine), founder  of  the  Index  Catalogue  and  Index 
Medicus,  first  director  of  the  New  York  Public  Li- 
brary, and  innovator  in  medicine,  education,  and  li- 
brarianship,  is  newly  honored  by  the  publication  of 
Selected  Papers  of  John  Shaw  Billings,  with  a new 
life  and  bibliography  of  his  writings,  by  Frank 
Bradway  Rogers,  MD.  Dr.  Rogers  is  librarian  of  the 
University  of  Colorado  Medical  Center  and  former 
director  of  the  National  Library  of  Medicine. 

Billings’  essays  are  models  of  rational  thought — 
forerunners  of  scientific  librarianship  and  automa- 
tion— and  of  well-grounded  humanistic  traditions  of 
bibliographical  scholarship.  Dr.  Rogers  has  written 
about  his  predecessor  with  complete  understanding 
of  his  importance  to  medical  education  and  librarian- 
ship,  and  the  bibliography  is  the  most  complete  rec- 
ord ever  made  of  Billings’  publications. 

The  new  book  is  available  from  the  Medical  Li- 
brary Association,  919  N.  Michigan  Ave.,  Chicago, 
111.  60611  for  $6.00. 

* * * 

A dozen  of  the  nation’s  leading  psychiatrists 
gathered  in  Denver  recently  to  pay  honor  to  Dr. 
Franklin  G.  Ebaugh  of  Denver,  one  of  the  pioneers 
in  American  psychiatry,  with  a day  of  professional 
discussions  at  the  University  of  Colorado  Medical 
Center.  Many  of  the  lecturers  were  former  students 
of  the  Denver  psychiatrist.  Dr.  Ebaugh  was  chair- 
man of  the  Department  of  Psychiatry  in  the  CU 
School  of  Medicine  from  1924  to  1953  and  was 
director  of  Colorado  Psychopathic  Hospital  when  it 
opened  its  doors  in  1924  as  the  fifth  institution  of  its 
kind  in  America.  He  retired  from  his  faculty  posi- 
tion in  1953  and  now  is  in  private  practice  in  Den- 
ver. On  his  retirement  the  CU  board  of  Regents 
designated  him  as  emeritus  professor  of  psychiatry. 

Dr.  Ebaugh  won  national  and  international  recog- 
nition as  a distinguished  psychiatric  educator  and 
has  been  hailed  for  major  contributions  to  the  field, 
particularly  in  the  area  of  basic  psychiatry  for  un- 
dergraduate medical  students.  He  was  one  of  the 
earliest  medical  educators  to  demand  a place  for 
psychiatry  in  the  medical  school  curriculum.  He  also 
pioneered  in  community  psychiatry  through  the  estab- 
lishment of  local  mental  health  clinics,  and  he  has 
made  important  contributions  to  psychiatric  research. 
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New  Mexico  Chapter  AAGP 

New  officers  for  the  New  Mexico  Chapter  of  the 
American  Academy  of  General  Practice  were  elected 
at  the  8th  Annual  Ruidoso  Summer  Clinic  held  in 
Ruidoso,  New  Mexico,  July  19-22,  1965. 

They  are  Dr.  James  A.  Koch,  Albuquerque,  pres- 
ident; Dr.  Paul  Feil,  Deming,  president-elect;  Dr. 
Herschel  L.  Douglas,  Lovington,  vice-president;  and 
Dr.  C.  W.  Carroll,  Las  Cruces,  secretary-treasurer. 
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“The  Doctor  is  on  the  line  now,  Mrs.  Wheterby.” 
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Butazolidin® 

brand  of 
phenylbutazone 

in  painful 
shoulder 


Geigy 


Therapeutic  Effects 

The  acute  phase  of  subdeltoid  bursitis, 
tendinitis  and  associated  periarticular 
inflammation  usually  responds  promptly  and 
dramatically  to  Butazolidin,  brand  of  phenyl- 
butazone. Pain  and  tenderness  may  be 
relieved  within  24-48  hours  and  mobility  of 
the  affected  arm  quickly  restored.  Full 
recovery  is  frequently  achieved  within  7-10 
days  so  that  therapy  is  generally  of  short 
duration.  Calcific  deposits  are  not  specifi- 
cally affected  by  treatment,  but  their  pres- 
ence does  not  appear  to  retard  symptomatic 
improvement. 

Phenylbutazone  has  not  replaced  physio- 
therapy, x-ray  treatment,  or  local  injections 
of  hydrocortisone  in  the  more  chronic  condi- 
tions, but  it  may  advantageously  be  com- 
bined with  these  measures. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile,  or  when  other  potent 
chemotherapeutic  agents  are  given  concur- 
rently. Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a com- 


plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 


anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  tablet  or 
capsule  q.i.d  ),  reducing  this,  if  possible, 
when  a favorable  therapeutic  effect  has 
been  obtained.  If  after  one  week  there  has 
been  no  response,  discontinue  the  drug. 

To  minimize  gastric  distress,  Butazolidin 
alka  capsules  may  be  the  preferred  form. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 

Butazolidin  alka 

Each  capsule  contains: 


Butazolidin,  brand  of 

phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine  methylbromide 

1.25  mg. 

Butazolidin 

brand  of  phenylbutazone 
Tablets  of  100  mg. 

# 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘ pure  depression ’ and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S ):  1-12,  1959 


An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘Deprol’  has  proved  particularly  helpful. 
For  ‘Deprol’  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 

Deprol 


sibly  be  increased  by  meprobamate.  Grand  mal  seizures 
may  be  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  ‘Deprol’  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate—  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular,  CD-5749 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 
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University  of  Colorado  School  of  Medicine 
Postgraduate  Calendar — 1965 

October  11-13  (Estes  Park,  Colo.) 

(Rescheduled  dates) 

The  Hospital  Medical  Staff  Conference 

October  14-16  (Estes  Park,  Colo.) 

(Rescheduled  dates) 

Conference  on  Medical  Education  in  the 
Hospital 

November  1-5  (ACP  Course) 

Psychiatry  for  the  Internist 

November  10-12 

Fractures  and  Joint  Injuries 

December  6-7 

Symposium  on  Menstrual  Mechanisms 

Southwestern  Medical  Association 

The  47th  Annual  Meeting  of  the  Southwestern 
Medical  Association  will  be  held  at  the  Sheraton 
Motor  Inn,  El  Paso,  Texas,  November  4-6,  1965. 
Secretary:  Dr.  Sol  Heinemann,  310  N.  Stanton,  El 
Paso,  Texas. 

Postgraduate  Education  Courses 
Sponsored  by 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

November  22-24,  1965 
Sheraton  Hotel 

15th  Hahnemann  Symposium 
Cancer  Chemotherapy:  Basic  and  Clinical 
Applications 

Isadore  Brodsky,  MD,  Director 

December  8-10, 1965 

Sheraton  Hotel 
A Hahnemann  Symposium 
New  Concepts  in  Gynecological  Oncology 
George  C.  Lewis,  MD,  Director 

April  20-23,  1966 
Marriott  Motor  Hotel 
1 6th  Hahnemann  Symposium 
Arterial  Occlusive  Disease 
Albert  N.  Brest,  MD,  Director 

December,  1966 
Sheraton  Hotel 

17th  Hahnemann  Symposium 
Nutritional  Dysfunction 
Donald  Berkowitz,  MD,  Director 


Annual  Otolaryngologic  Assembly 

The  Annual  Otolaryngologic  Assembly  of  1965 
will  be  held  October  30  through  November  5,  in 
the  new  Illinois  Eye  and  Ear  Infirmary  at  the  Medi- 
cal Center,  Chicago.  The  Department  of  Otolaryn- 
gology of  the  University  of  Illinois  College  of  Medi- 
cine offers  a condensed  postgraduate  basic  and  clini- 
cal program  for  practicing  otolaryngologists  under 
the  direction  of  Doctor  Emanuel  M.  Skolnik.  It  is 
designed  to  bring  to  specialists  current  information 
in  medical  and  surgical  otorhinolaryngology. 

Interested  physicians  should  direct  communica- 
tions to:  Department  of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at  the  Medical 
Center,  Chicago,  P.  O.  Box  6998,  Chicago,  Illinois 
60680. 

Pediatrics 

More  than  3,000  pediatricians  are  expected  to  at- 
tend the  34th  annual  meeting  of  the  American  Acad- 
emy of  Pediatrics  to  be  held  Oct.  23-28,  1965  at  the 
Palmer  House  in  Chicago. 

The  meeting  will  feature  seminars,  roundtable  dis- 
cussions, general  sessions,  a film  program,  scientific 
and  technical  exhibits,  and  social  activities. 

Panels  and  symposiums  to  be  presented  during  the 
general  sessions,  Oct.  25-28  will  cover  subjects  in- 
cluding carbohydrate  metabolism;  interpreting  teen- 
agers to  parents;  recent  epidemics  (including 
encephalitis  and  german  measles);  bases  of  child  de- 
velopment; recent  and  exciting  developments  in  pe- 
diatrics and  newer  antimicrobial  agents. 

Highlighting  the  meeting  will  be  a special  report 
on  Project  Head  Start  by  Julius  B.  Richmond,  MD, 
Project  director,  and  a report  on  the  Food  and  Drug 
Administration  and  the  Pediatrician  by  Joseph  F. 
Sadusk,  Jr.,  MD,  director  of  the  FDA. 

Saturday  and  Sunday  preceding  the  meeting  will 
be  devoted  to  seminars  on  various  aspects  of  pedi- 
atrics. Scientific  programs  arranged  by  Sections  on 
Cardiology,  Diseases  of  the  Chest,  Surgery,  Allergy 
and  Child  Development  will  also  be  held  during  these 
days,  as  well  as  programs  by  the  Committees  on 
Anesthesiology  and  Urology. 

The  Academy’s  annual  meeting  will  be  held 
Wednesday  afternoon,  Oct.  27,  at  which  time  James 
G.  Hughes,  MD,  Memphis,  Tenn.,  will  be  installed 
as  president  of  the  Academy,  and  a new  president- 
elect will  be  named. 

Social  events  planned  for  the  meeting  include: 

• A concert  by  the  Chicago  Symphony  Orchestra 
under  the  direction  of  Arthur  Fiedler. 

• The  president’s  reception. 

• A ladies’  luncheon  and  fashion  show. 

• Several  alumni  banquets. 

Current  president  of  the  Academy  is  Harry  A. 
Towsley,  MD,  professor  of  pediatrics  and  com- 
municable diseases  at  the  University  of  Michigan 
Medical  School,  Ann  Arbor. 

Requests  for  registration  information  should  be 
directed  to  E.  H.  Christopherson,  MD,  executive 
director,  1801  Hinman  Ave.,  Evanston,  111. 
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Midwinter  Radiological  Conference 

The  Eighteenth  Annual  Midwinter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society,  will  be  held  at  the  International 
Hotel  (adjacent  Los  Angeles  International  Airport), 
Los  Angeles,  California,  on  Saturday,  January  29, 
and  Sunday,  January  30,  1966. 

The  program  will  include  the  following  speakers: 
Dr.  J.  H.  Middlemiss,  Director  of  Radiology,  Bristol 
Royal  Hospital,  Royal  Infirmary  Branch,  Bristol, 
England;  Philip  J.  Hodes,  MD,  Chairman,  Depart- 
ment of  Radiology,  Jefferson  Medical  College  Hos- 
pital, Philadelphia,  Pennsylvania;  Orliss  Wildermuth, 
MD,  Director,  Tumor  Institute  of  the  Swedish  Hos- 
pital, Seattle,  Washington;  Manuel  Viamonte,  Jr., 
MD,  Associate  Professor  of  Radiology,  University 
of  Miami  School  of  Medicine,  Miami,  Florida;  Pro- 
fessor Solve  Welin,  Director  of  Roentgen  Diagnostic, 
Allmanna-Sjukhus,  Malmo,  Sweden. 

Conference  fee  of  twenty-five  ($25.00)  dollars 
will  include  two  luncheons  and  panel  discussion  with 
the  guest  speakers.  Courtesy  cards  will  be  made 
available  for  Radiology  Residents  and  Radiologists 
in  the  Armed  Forces.  Reduced  rates  for  the  lunch- 
eons and  dinner-dance  will  be  available  for  the 
Radiology  Residents. 

Hotel  reservations  may  be  made  by  contacting  the 
Convention  Manager,  International  Hotel,  Sepulveda 
at  Century,  Los  Angeles,  California.  Conference 
reservations  should  be  made  through  Mathew  E. 
O’Keefe,  MD,  Secretary-Treasurer,  402  East  Hadley 
Street,  Whittier,  California. 

Midwest  Internists  Schedule 
Scientific  Meeting 

The  American  College  of  Physicians  will  hold  a 
regional  meeting  for  internal  medicine  specialists  in 
Illinois,  Indiana,  Iowa,  Minnesota  and  Wisconsin, 
on  October  16  at  the  Wisconsin  Union  Theater  in 
Madison,  Wisconsin. 

The  Midwest  regional  meeting  is  one  of  28  sci- 
entific sessions  sponsored  each  year  by  the  ACP 
throughout  the  United  States  and  Canada.  It  serves 
to  keep  College  members  abreast  of  developments  in 
the  basic  sciences  and  clinical  medicine. 

During  the  scientific  session  topics  will  include 
discussions  of  new  ways  of  diagnosing  and  treating 
heart  disease,  changes  in  kidney  function  after  kid- 
ney transplantation  and  talks  on  rheumatic  fever  and 
chronic  bronchitis. 

For  additional  information,  contact  John  D. 
McMaster,  MD,  University  Hospitals,  University  of 
Wisconsin,  Madison,  Wisconsin. 

Sight-Saving  Conference 

The  1966  annual  Sight-Saving  Conference  of  the 
National  Society  for  the  Prevention  of  Blindness, 
Inc.  will  be  held  at  the  Hotel  Roosevelt,  New  York 
City,  from  March  30  through  April  1,  1966.  The 
program  and  speakers  for  the  three-day  national 
gathering  will  be  announced  later  this  year  by  the 
National  Society. 


American  College  of  Physicians 
Postgraduate  Courses 

The  following  courses  are  made  possible  by  the 
generous  cooperation  of  the  directors  and  institutions 
involved.  Tuition  fees:  Members,  $60;  Nonmem- 
bers, $100. 

October  11-15, 1965 

Morphologic,  Biochemical  and  Clinical  Aspects 
of  Hepatic  Disease 

The  Chicago  Medical  School,  Chicago,  111. 

Hyman  J.  Zimmerman,  MD,  FACP,  Director 

October  18-22, 1965 

Rheumatic  Diseases:  Pathology,  Diagnosis  and 
Treatment 

Robert  B.  Brigham  Hospital,  Boston,  Mass. 

Theodore  B.  Bayles,  MD,  FACP,  Director 

October  25-27, 1965 

Molecular  Biology:  Its  Implications  for 
Modern  Medicine 

University  of  Chicago  Center  for  Continuing 
Education,  Chicago,  111. 

Wright  Adams,  MD,  FACP,  Director 

November  1-5,  1965 

Psychiatry  for  the  Internist 

University  of  Colorado  Medical  Center,  Denver, 

Colo. 

Herbert  S.  Gaskill,  MD,  FACP,  Director 

November  8-12,  1965 

Review  of  Advances  in  Internal  Medicine 
Maimonides  Hospital  of  Brooklyn,  Brooklyn,  N.Y. 
David  Grob,  MD,  FACP,  Director 
Ernest  Greif,  MD,  Co-Director 

November  15-19,  1965 

Pathophysiological  Basis  of  Therapeutics 
University  of  Kentucky  Medical  Center,  Lexington, 
Ky. 

E.  D.  Pellegrino,  MD,  FACP,  Director 

December  6-10,  1965 

Psychiatry  for  the  Internist 

University  of  Southern  California,  Los  Angeles,  Calif. 

Allen  J.  Enelow,  MD,  Director 

Registration  forms  and  requests  for  informatioh 
are  to  be  directed  to:  Edward  C.  Rosenow,  Jr.,  MD, 
Executive  Director,  The  American  College  of  Phy- 
sicians, 4200  Pine  Street,  Philadelphia,  Pa.  19104. 

American  College  of  Surgeons 

The  Colorado  Chapter  of  the  American  College 
of  Surgeons  will  hold  their  Annual  Meeting  in  Den- 
ver Friday,  November  12  at  1:30  p.m.  at  the  VA 
Hospital. 

Guest  speaker:  Dr.  Brown  Dobyns,  Professor  of 
Surgery  at  Western  Reserve  University.  Title  of  pre- 
sentation: “Nodular  Goiter.”  Discussion  of  cases 
presented  by  the  VA  and  Colorado  General  Hospital. 
All  physicians  welcome. 
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University  of  Utah  Continuation 
Courses  1965-66 

Four  short  courses  in  continuation  education  for 
practicing  physicians  are  presently  scheduled  by  the 
University  of  Utah  College  of  Medicine  during  the 
1965-66  academic  year.  Distinguished  visiting  speak- 
ers who  are  outstanding  teachers  and  investigators 
in  their  fields  will  assist  the  local  faculty  in  present- 
ing each  course. 

October  7-9,  1965 

Gynecology 

November  8-12, 1965 
General  Practice  Review 

February  19-22,  1966 
Anesthesiology 

March  10-12,  1966 

Obstetrics 

A detailed  program  will  be  mailed  to  those  so  re- 
questing six  weeks  prior  to  each  course.  For  infor- 
mation, please  contact:  Division  of  Postgraduate 
Medical  Education,  107  Medical  Building,  Univer- 
sity of  Utah,  Salt  Lake  City,  Utah  84112. 

Postgraduate  Gastroenterology 

The  Annual  Course  in  Postgraduate  Gastroenterol- 
ogy of  the  American  College  of  Gastroenterology  will 
be  given  at  the  Americana  Hotel  in  Bal  Harbour, 
Fla.,  October  28,  29,  30,  1965. 

The  faculty  for  the  Course  will  be  drawn  from  the 
Medical  Schools  in  and  around  Florida.  The  subject 
matter  to  be  covered,  from  the  medical  as  well  as 


the  surgical  viewpoint,  will  be  essentially  the  diag- 
nosis and  treatment  of  gastrointestinal  diseases  and 
comprehensive  discussions  of  diseases  of  the  esopha- 
gus, stomach,  pancreas,  spleen,  liver  and  gallbladder, 
colon  and  rectum.  A clinical  session  will  be  held  at 
the  Mt.  Sinai  Hospital  in  addition  to  the  several 
individual  papers  to  be  presented. 

For  further  information  and  enrollment,  write  to 
the  American  College  of  Gastroenterology,  33  West 
60th  Street,  New  York,  N.Y.  10023. 

Child  Health  Day 
Children’s  Hospital— Denver 

Thursday,  October  7, 1965 
Birth  Defects 

The  Three  “R’s”:  Recognition,  Repair,  Research 

Virginia  Apgar,  MD 

Director,  Genetics  Division 
The  National  Foundation 
New  York 

Joseph  Butterfield,  MD 
Children’s  Hospital 

Mr.  Harold  Cary 

The  National  Foundation,  Colorado 

F.  A.  Garcia,  MD 
Children’s  Hospital 

Donough  O’Brien,  MD,  FRCP 

University  of  Colorado  Medical  Center 

Theodore  Puck,  PhD 

University  of  Colorado  Medical  Center 

Arthur  Robinson,  MD 

University  of  Colorado  Medical  Center 


Papillary  Carcinoma  cont.  from  page  36 

as  it  is  the  invasive,  uncontrolled,  primary  tumor 
that  is  responsible  for  the  occasional  death  in  this 
disease.  In  spite  of  intra-glandular  dissemination, 
total  removal  of  the  involved  lobe,  the  isthmus, 
and  a subtotal  removal  of  the  opposite  lobe  should 
sufficiently  protect  against  recurrence  and  assure 
enough  remaining  functioning  parathyroid  tissue. 
The  routine  removal  of  the  para-thyroid  lymph 
nodes  on  the  involved  side  appears  rational.  At 
that  point,  if  careful  exploration  reveals  no  evi- 
dence of  lymph  node  involvement,  I believe  the 
operation  should  be  terminated.  If  involved  nodes 
are  found,  a generous  block  resection  of  the  in- 
volved area  is  sufficient.  In  many  instances,  the 
jugular  vein  and  sternomastoid  muscle  can  be 
preserved.  On  the  other  hand,  they  should  be 


readily  sacrificed  if  the  glandular  involvement  is 
sufficiently  extensive  to  warrant  their  removal. 
Postoperative  follow-up  is  important  and  any  re- 
currence should  be  subjected  to  further  surgery 
with  a reasonable  assurance  of  a satisfactory  long 
time  survival.  • 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are  * . . 

Bamadex 

d-amphetamine  sulfate  (l  5 mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS',  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitableand  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 

Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  orcardiovasculardiseaseorsevere  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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Esophageal  Atresia,  Tracheo-esophageal 
Fistula* 

Consecutive  Case  Study 

R.  J.  Beveridge,  MD 
Salt  Lake  City 

The  problems  associated  with  a major  surgical 
procedure  on  the  tiny,  often  premature,  infant  within 
the  first  few  hours  from  its  birth  have  been  fraught 
with  many  discouraging  problems  and  a high  mor- 
tality and  morbidity  rate.  This  paper  presents  17 
consecutive  cases  of  esophageal  atresia  both  with  and 
without  tracheo-esophageal  fistulas  and  includes  16 
consecutive  survivals.  No  attempt  is  made  to  review 
the  embryology;  the  anatomy  is  described  and  corre- 
lated with  the  diagnosis,  recognition  and  the  clinical 
course.  Radiopaque  substances  are  not  utilized  in 
diagnosing  the  esophageal  atresia.  Instead,  a soft  rub- 
ber catheter  and  a PA  chest  x-ray  are  all  that  are 
required.  Early  definitive  surgery  under  general  anes- 
thesia and  utilizing  the  transpleural  approach  has  pro- 
vided a satisfactory  method  of  closing  the  tracheo- 
esophageal fistula  and  performing  the  end-to-end 
anastomosis  on  the  esophagus  whenever  possible.  In 
the  instances  where  this  was  not  possible,  a feeding 
gastrostomy  and  a left  cervical  esophagostomy  were 
performed.  Later,  a definitive  repair  was  made  utiliz- 
ing the  right  colon  for  an  interposition  esophagus. 
These  have  functioned  without  complications. 

Other  key  points  in  successful  treatment  include 
preoperative  diagnosis,  type  of  anesthesia,  fluids, 
operative  techniques,  postoperative  care,  postopera- 
tive alimentation,  use  of  the  gastrostomy  and  care 
and  recognition  of  complicating  postoperative  con- 
ditions and  associated  congenital  defects. 


Prevention  of  Suicide** 

Eugene  L.  Bliss,  MD 
Salt  Lake  City 

Suicide  is  the  tenth  leading  cause  of  death  in  the 
U.S.A.  It  is  a major  disease  and  one  that  every  doc- 
tor will  encounter  in  his  practice.  Although  many 
factors  determine  a suicide,  it  is  useful  to  divide 
them  into  two  groups — the  serious  suicidal  effort  and 
pseudosuicidal  gestures. 

* This  and  the  other  following  abstracts  were  requested  from 
the  authors  presenting  papers  at  the  70th  Annual  Session  of 
the  Utah  State  Medical  Association  at  Salt  Lake  City,  Sept. 
15-17,  1965.  Watch  for  publication  of  the  complete  articles 
during  the  coming  year. 

**  From  the  University  of  Utah  College  of  Medicine,  Salt 
Lake  City. 


In  the  serious  suicidal  effort  death  is  intended  and 
survival,  if  it  occurs,  is  accidental.  These  attempts 
are  three  times  more  common  in  males  than  in  fe- 
males and  are  more  often  encountered  in  the  older 
age  group.  Most  people  give  some  warning  and  many 
have  made  previous  unsuccessful  attempts.  Prepara- 
tions are  often  careful,  the  method  is  usually  well 
conceived,  and  failures  are  due  to  accidental  over- 
sights. These  attempts  are  related  to  serious  depres- 
sion and  physical  illness. 

The  contrast  is  the  pseudosuicidal  gestures  which 
are  frequently  dramatic  efforts  by  immature  females. 
These  people  are  usually  impulsive,  emotionally  la- 
bile individuals  who  make  a suicidal  gesture  when 
they  are  angry,  disappointed  or  unsuccessful.  The 
purpose  is  to  gain  help,  to  manipulate  people,  or  to 
retaliate  against  others.  The  method  is  calculated  to 
fail,  although  inadvertent  successes  due  to  miscalcu- 
lations do  occur. 

Deterrents  to  suicide  are  a lack  of  courage  or  a 
fear  of  mutilation.  Certain  religious  affiliations  serve 
as  deterrents  as  do  strong  inter-personal  ties  such  as 
a sense  of  obligation  to  family  and  children.  The 
stability  of  one’s  subculture  plays  a role  as  does  a 
meaningful  tie  to  one’s  physician.  Successful  suicides 
are  facilitated  by  a lack  of  these  forces  as  well  as  the 
presence  of  serious  psychopathology. 


Tachycardia— Its  Treatment  With 
Direct  Current  Shocks 

C.  Hilmon  Castle,  MDt 
Salt  Lake  City 

Synchronized  direct  current  (DC)  shocks  to  the 
intact  chest  has  been  established  as  the  most  effective 
and  safest  method  presently  available  for  the  inter- 
ruption of  ectopic  tachycardias.  Experience  with 
this  method  over  the  past  2Vz  years  at  the  University 
of  Utah  College  of  Medicine  has  confirmed  its  effec- 
tiveness and  has  identified  some  limitations  and  po- 
tential hazards  in  treating  cardiac  arrhythmias. 

The  majority  of  patients  had  failed  to  respond  to  a 
trial  of  quinidine  or  procainamide  but  were  con- 
tinued on  maintenance  doses.  Under  light  barbiturate 
anesthesia  and  constant  monitoring  of  cardiac 
rhythm,  DC  shocks  were  given  to  the  anterior  chest. 
Successful  conversion  to  sinus  rhythm  was  accom- 
plished in  88%  of  91  episodes  of  atrial  fibrillation 
in  74  patients,  in  all  8 patients  with  atrial  flutter,  in 
all  4 patients  with  atrial  tachycardia,  and  in  all  4 
patients  with  ventricular  tachycardia.  Following  DC 
shocks,  transient  arrhythmias  occurred;  these  were 
premature  nodal  or  atrial  beats  in  38%,  premature 
ventricular  contractions  in  13%,  and  second  degree 
A-V  block  in  5%.  Ventricular  ectopic  beats  were 
due  to  high  energy  levels  used  in  some  patients. 
There  were  no  episodes  of  ventricular  fibrillation  or 
asystole  and  no  serious  complications.  Six  patients 
were  treated  without  anesthesia  and  all  but  one  re- 

t Associate  Professor  of  Medicine;  Chairman,  Division  of 
Postgraduate  Medical  Education,  University  of  Utah. 
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quired  multiple  shocks.  These  patients  complained 
of  chest  discomfort  which  increased  as  the  energy 
levels  of  shocks  were  increased. 

Of  those  patients  converted  from  atrial  fibrillation 
to  regular  sinus  rhythm,  50%  had  recurrence  within 
the  short  three  month  interval  following  treatment. 
Even  though  problems  with  maintenance  do  not  de- 
tract from  the  effectiveness  of  this  method  in  con- 
verting ectopic  tachycardias  to  sinus  rhythm,  they  do 
impose  the  greatest  limitation  on  the  long-term  bene- 
fits. Several  hazards  related  to  the  instrument  and 
procedures  used  in  applying  DC  shock  were  iden- 
tified and  corrected  as  experience  was  gained  with 
this  method. 

Diagnostic  and  Therapeutic  Studies 
In  Balance  Disorders 

David  A.  Dolowitz,  MD 
Salt  Lake  City 

A monitor  has  been  developed  at  the  University 
of  Utah  that  is  capable  of  recording  quantitatively 
both  the  nystagmus  and  laterotorsion  evoked  in  re- 
sponse to  a known  stimulus.  Comparison  of  these 
responses  in  patients  with  known  central  nervous 
system  lesions  and  normal  volunteers  are  being  used 
to  define  the  boundary  effects  of  the  components  of 
the  central  portions  of  the  reflex  arcs. 

Stimuli  begin  at  the  maculi,  the  cristi,  the  eye,  the 
superficial  and  deep  properceptive  end  organs  and 
the  neck.  These  stimuli  pass  through  the  brain  areas. 
Their  intensities  are  inhibited  by  activity  of  the  cor- 
tex, the  autonomic  systems  and  the  brain  stem.  The 
balancing  movements  induced  are  coordinated  by  the 
cerebellum.  All  the  receptor-induced  stimuli  and  the 
modifying  influences  are  modulated  at  the  reticular 
substance  to  produce  the  resulting  balance.  Distur- 
bance of  any  of  these  factors  produces  vertigo,  esti- 
mated by  the  patient,  and  nystagmus  and  laterotor- 
sion, electronically  measured  and  recorded.  These 
measurements  are  now  being  used  diagnostically. 

By  correlating  the  changes  in  the  labyrinthine  re- 
flex with  cases  with  known  pathology,  we  are  devel- 
oping a better  understanding  of  the  balance  mecha- 
nism. The  action  of  drugs  in  changing  the  normal 
reflexes  is  being  studied  to  help  establish  the  site  of 
action  of  the  drugs.  Such  knowledge  should  permit 
a more  effective  use  of  the  antivertigenous  therapies. 

The  Ruse  of  Surgical  Face  Masks 

Clynn  R.  Ford,  MD 
Salt  Lake  City 

The  filtering  efficiency  of  the  surgical  face  mask 
used  to  protect  the  open  surgical  wound  from  patho- 
genic bacteria  harbored  in  the  nasal  and  oral  pas- 
sages of  an  operating  team  is  of  critical  importance 
if  the  concept  of  using  a face  mask  has  any  validity. 
In  reviewing  the  wound  infections  occurring  in  1,345 
clean  and  clean-contaminated  operated  cases  at  the 
Veterans  Administration  Hospital,  Salt  Lake  City,  47 


wound  infections  occurred.  A bacteriologic  analysis 
of  the  wound  exudates  showed  23  mixed  infections. 
Hemolytic  Staphylococcus  aureus,  coagulase  positive, 
was  isolated  in  pure  culture  in  15  patients  and  in  17 
of  the  patients  with  mixed  flora. 

Nasopharyngeal  cultures  done  every  two  weeks  on 
the  operating  room  personnel  reveal  an  average  inci- 
dence of  hemolytic  Staphylococcus  aureus  in  the 
nasopharynges  of  39%.  This  represents  a significant 
focus  from  which  pathogenic  organisms  can  con- 
taminate the  surgical  wound.  Because  of  these  facts 
the  efficiency  of  the  barrier  which  the  surgical  face 
mask  affords  in  the  migration  of  pathogenic  or- 
ganisms from  the  nasopharynges  of  the  operating 
team  to  the  surgical  wound  should  be  given  more 
consideration. 

The  filtering  efficiencies  of  face  masks  are  estab- 
lished experimentally  with  a testing  device  utilizing 
an  aerosol  of  microorganisms  directed  through  the 
face  mask  in  question,  with  the  microorganisms 
which  penetrate  the  face  mask  being  picked  up  and 
sampled  by  a quantitative  Anderson  Air  Sampler. 
The  filtering  efficiencies  of  11  commonly  used  sur- 
gical face  masks  varied  between  16  and  99%.  The 
detailed  data  which  demonstrate  the  relative  degree 
of  protection  that  can  be  rendered  to  the  surgical 
wound  by  these  various  masks  were  presented. 


The  Clinical  Value  of  Immunoglobulin 
Determinations 

Douglas  C.  Heiner,  MD 
Salt  Lake  City 

The  term  “immunoglobulin  deficiency  disease”  has 
been  applied  to  disorders  in  which  there  is  a marked 
decrease  in  one  or  more  of  the  proteins  known  as 
gamma  G,  gamma  A,  and  gamma  M immunoglob- 
ulins. 

The  clinical  value  in  determining  immunoglobulin 
concentrations  in  body  secretions  as  well  as  in  serum 
is  becoming  apparent.  The  gamma  G globulin  con- 
tent of  stools,  like  the  albumin  content,  is  much 
higher  in  subjects  with  cystic  fibrosis  than  it  is  in 
normals,  in  celiac  disease,  or  in  other  gastrointestinal 
disorders  in  which  intestinal  enzymes  are  intact.  This 
finding  is  a helpful  supplementary  diagnostic  test  for 
cystic  fibrosis,  particularly  in  infants  where  sweat 
chlorides  may  be  equivocal.  Gamma  A concentra- 
tions are  useful  in  detecting  an  unusual  susceptibility 
to  ear,  sinus,  and  pulmonary  infections  which  has 
only  recently  been  recognized.  Gamma  A globulin  is 
deficient  in  the  saliva  and  respiratory  secretions  in 
these  patients  even  though  blood  levels  are  perfectly 
normal.  Illustrations  of  the  use  of  immunoglobulin 
analyses  in  body  secretions  will  be  presented.  Im- 
munochemical technics  to  quantitate  the  three  major 
immunoglobulins  are  simple  to  perform,  are  now 
commercially  available,  and  can  be  set  up  in  any 
laboratory.  The  older  method  of  quantitating  gamma 
globulins  by  paper  electrophoresis  is  not  only  less 
accurate  than  immunochemical  technics,  but  cannot 
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identify  deficiencies  in  immunoglobulins  other  than 
gamma  G in  either  serum  or  body  secretions. 

Sore  Throat,  Streptococci,  and  Prevention 
Of  Rheumatic  Fever 
A Practical  Approach 

C.  Duane  Kerr,  MD 
Tremonton,  Utah 

Rheumatic  fever  is  a preventable  disease.  Its  pre- 
vention is  dependent  on  the  early  recognition  and 
adequate  treatment  of  streptococcal  infections.  The 
family  physician  and  pediatrician  are  primarily  re- 
sponsible for  such  a program. 

Early  recognition  is  essential.  Of  a series  of  105 
patients  with  initial  attacks  of  acute  rheumatic  fever, 
70%  had  not  seen  a physician  during  their  ante- 
cedent infection.  Parents  must  be  educated  to  recog- 
nize significant  symptoms.  Sore  throat  and  fever  are 
the  most  characteristic  symptoms,  and  will  alert  the 
informed  parent  in  80%  of  symptomatic  cases. 

Physical  findings  are  helpful  but  are  insufficient. 
Exudate  in  the  pharynx  and  tender  cervical  adenitis 
are  suggestive.  Throat  culture  is  essential  and  prac- 
tical. If  therapy  is  based  on  presence  of  exudate,  as 
many  as  60%  will  be  treated  unnecessarily.  Thirty 
per  cent  of  streptococcal  infections  are  missed  if 
diagnosis  is  based  on  history  and  physical  examina- 
tion alone. 

The  essentials  of  adequate  therapy  are  well  estab- 
lished. Nevertheless,  studies  of  series  of  cases  of 
acute  rheumatic  fever  reveal  that  as  high  as  100% 
have  received  inadequate  treatment.  The  fundamen- 
tals of  ten  day  therapy  are  reviewed. 

The  Division  of  Laboratories  of  the  Utah  State 
Department  of  Health  provides  culture  service  for 
suspect  streptococcal  infections  at  no  cost  to  the 
patient.  Personal  experience  has  shown  this  service 
to  be  prompt  and  extremely  useful.  A personal  series 
of  100  throat  cultures  from  patients  suspected  of 
having  streptococcal  infection  yielded  70%  positive 
results. 

Gamma-globulin  Evaluation  in  Chronic 
Staphylococcic  Dermatoses 

Wm.  J.  Morginson,  MD 
Salt  Lake  City 

This  paper  summarizes  a five-year  study  on  serum 
gamma-globulin  levels  and  gamma-globulin  therapy 
in  patients  with  chronic  staphylococcic  dermatoses. 
A pilot  group  of  170  patients  received  serum  anti- 
bacterial titers,  complement-depending  (Properdin) 
activity,  gamma-globulin  determinations  and  gamma- 
globulin therapy.  The  study  was  continued  to  in- 
clude gamma-globulin  levels  on  447  patients  and 
the  results  of  gamma-globulin  therapy  on  154  pa- 
tients. Gamma-globulin  levels  and  therapeutic  evalu- 
ations were  made  at  the  end  of  therapy  and  one  year 
following  therapy.  Seventy-seven  per  cent  of  the 


patients  experienced  excellent  response  to  therapy; 
all  patients  showed  a gamma-globulin  shift  towards 
normal. 

Allogeneic  Nerve  Grafts 

Experimental  and  Clinical  Observations 

Theodore  S.  Roberts,  MD 
Salt  Lake  City 

In  a series  of  twelve  goats,  peripheral  nerve  graft- 
ing experiments  were  carried  out  and  the  evidences 
of  regeneration  are  reported.  The  graft  materials 
(allografts)  were  taken  from  the  sciatic  nerves  of 
randomly  selected  goats.  The  nerve  specimens  were 
frozen  immediately  after  sterile  removal  and,  in  the 
frozen  state,  were  irradiated  with  dose  levels  up  to 
2 M.E.V.  by  a Van  De  Graaff  generator.  The  anas- 
tomosis of  the  irradiated  nerve  specimen  was  fa- 
cilitated by  the  use  of  a plasma  clot  technic.  The 
anastomosed  nerve  sites  were  removed  at  intervals 
of  two  weeks  to  six  months  post  grafting. 

Myelin  and  axon  stains  of  longitudinal  and  cross 
sections  taken  through  the  graft  sites  indicate  re- 
generation through  the  anastomoses.  Follow-up  ob- 
servations in  patients  where  radial  and  ulnar  cadaver 
grafts  (frozen,  irradiated)  were  used,  were  presented. 

Pyridoxine  Dependency  Convulsions 
In  a Newborn 

A Case  Report 

M.  Moreno  Robins,  MD 
Provo,  Utah 

A female  infant  was  born  after  a full  term  uncom- 
plicated pregnancy.  The  delivery  was  not  unusual  but 
the  infant  was  covered  with  meconium-stained 
amniotic  fluid  and  was  described  as  “jumpy.”  At  two 
hours  of  age  she  began  having  seizures  with  grimac- 
ing, crossed  eyes,  distressed  cry  and  jack-knifing  of 
the  extremities.  Seizures  continued  until  36  hours  of 
life  when  they  were  controlled  with  heavy  sedation. 
Seizures  recurred  at  9 days  of  life  and  continued 
unabated,  despite  heavy  medication,  for  3 days.  At 
this  point  pyridoxine,  100  mg.  I.M.,  was  given  with 
instantaneous  cessation  of  seizures.  Eight  days  and 
12  days  later  she  again  convulsed  and  each  time  re- 
sponded immediately  to  pyridoxine  injection  (10 
mg.).  Thereafter  she  has  been  receiving  daily  oral 
pyridoxine  and  has  had  no  further  convulsions.  Her 
physical  examination  and  development  are  normal 
at  five  months  of  age. 

Family  history  reveals  that  a sibling  died  at  24 
hours  of  age  after  having  had  continuous  seizure  ac- 
tivity. Postmortem  examination  showed  no  specific 
abnormalities. 

Review  of  the  literature  reveals  10  additional  cases 
of  pyridoxine  dependency.  Characteristic  clinical 
findings  include  respiratory  distress  and  meconium- 
staining  at  birth,  onset  of  convulsions  at  3-9  hours. 


for  October,  1965 


69 


hyperirritability,  hyperacusis  and  myoclonic  convul- 
sions. There  often  has  been  more  than  one  sibling 
involved.  Late  therapy  results  in  mental  retardation 
or  death. 

It  is  recommended  that  all  neonates  with  convul- 
sions receive  pyridoxine  as  a diagnostic  trial. 

Preservation  of  Cadaver  Kidneys 
For  Transplantation 

Lawrence  E.  Stevens,  MD,  and 
Richard  B.  Gresham,  MD 
Salt  Lake  City 

The  use  of  normal  human  volunteers  as  a source 
of  kidneys  for  transplantation  is  receiving  consider- 
able criticism.  The  operative  risk  to  the  normal  vol- 
unteer and  the  possibility  of  failure  in  his  remaining 
kidney  at  some  time  later  in  life  make  up  the  main 
objections,  but  these  are  sufficiently  undesirable  to 
spark  a search  for  alternative  methods. 

Our  experience  in  the  University  of  Utah  Trans- 
plantation Program  indicates  that  adequate  selection 
and  preservation  of  cadaver  organs  can  be  accom- 
plished, and  that  such  organs,  properly  managed,  can 
be  as  satisfactory  as  organs  from  living  donors. 

The  methods  used  in  our  program  for  cadaver 
donor  selection  and  procurement  include  prompt  re- 
moval of  the  donor  kidney  in  sterile  surroundings, 
after  obtaining  permission  for  autopsy  and  use  of 
the  kidneys  for  transplantation.  The  donor  kidney  is 
cannulated  and  placed  in  an  isolated  perfusion  cir- 
cuit, utilizing  oxygenated  diluted  whole  blood  and 
hypothermia.  The  kidney  is  thus  preserved  until  the 
recipient  has  been  anesthetized  and  prepared  to  re- 
ceive the  organ.  Success  in  the  three  patients  trans- 
planted thus  far  offers  encouragement,  and  these  as 
well  as  the  anticipated  additional  cases  were  re- 
viewed. 

Stereotaxic  Cerebral  Surgery  for 
Relief  of  Dyskinesias 

William  L.  Stoops,  MD 
Salt  Lake  City 

A method  of  stereotaxic  surgery  employing  tele- 
radiography for  maximum  accuracy  is  presented. 
Developed  by  Bennett  and  Watkins  in  England  in  the 
late  1950’s  for  treatment  of  Parkinsonism  and  other 
dyskinesias,  it  is  now  available  in  5 centers  in  the 
United  States.  It  consists  of  3 stages,  the  first  done 
under  general  anesthesia,  the  later  two  under  local 
anesthesia.  The  first  stage  consists  of  establishing 
the  target  site  utilizing  ventriculography  and  fixing 
in  the  skull  a guide  plate  for  subsequent  direction  of 
probes.  In  the  second  stage,  performed  several  days 
later,  physiologic  confirmation  of  the  anatomically 
chosen  site  with  electrical  stimulation  is  done  and  the 
lesion  then  made  with  radio-frequency  current.  The 
patient  is  then  observed  for  several  days.  If  the  de- 
sired result  has  been  obtained,  the  plate  is  removed. 
If  not,  the  lesion  may  be  enlarged.  With  this  pro- 


cedure bilateral  dyskinesias  can  be  treated  at  the 
same  operation. 

Indications  for  this  procedure  were  presented,  as 
well  as  results  and  complications. 

Excessive  Water  Drinking 

Diabetes  Insipidus  Versus 
Compulsive  Water  Drinking 

C.  Basil  Williams,  MD 
Ogden,  Utah 

Diabetes  insipidus  is  defined  as  polyuria  and  poly- 
dipsia secondary  to  a defect  in  the  stimulation  of, 
production  of,  or  end-organ  responsiveness  to  anti- 
diuretic hormone  (ADH,  vasopressin).  These  are 
rare  disorders,  but  excessive  polydipsia  and  polyuria 
secondary  to  emotional  disturbance  is  more  com- 
mon. Two  cases,  both  women,  demonstrating  dia- 
betes insipidus  and  compulsive  water  drinking  are 
presented. 

The  abnormalities  which  may  occur  in  the 
hypothalamic-neurohypophyseal  system  (neoplasms, 
granulomas,  idiopathics,  etc.)  and  aberrations  in 
renal  tubular  responsiveness  to  vasopressin  are  re- 
viewed. Differential  tests,  i.e.,  ( 1 ) water  deprivation, 
(2)  nicotine  stimulation,  (3)  responsiveness  to  vaso- 
pressin, (4)  plasma  osmolality,  (5)  hypertonic  saline 
infusions,  are  detailed  and  correlated  with  the  pa- 
tients presented.  The  tests’  ability  to  pinpoint  the  de- 
fect to  a specific  area  are  discussed.  The  usefulness  of 
water  deprivation  in  discriminating  between  true 
diabetes  insipidus  and  compulsive  water  drinking  is 
emphasized  with  attention  directed  to  the  difficulty 
encountered  when  responsiveness  to  hypertonicity 
has  been  diminished  by  prolonged  suppression  of 
ADH  by  excessive  polyuria. 

Therapy  of  both  diabetes  insipidus  and  compul- 
sive water  drinking  are  discussed  with  consideration 
given  to  newer  forms  of  vasopressin  therapy,  namely 
buccal  tablets  or  nasal  sprays  made  of  synthetic 
vasopressin. 

Rhinoplasty 

Robert  M.  Woolf,  MD,  and 
T.  Ray  Broadbent,  MD 
Salt  Lake  City 

The  desire  of  an  individual  for  a change  in  nasal 
profile  is  not  limited  to  those  engaged  in  the  theatri- 
cal or  entertainment  world.  The  feelings  of  inferiority 
or  self-consciousness  because  of  a large  family  nose 
or  a broken,  deviated  nose  are  found  in  people  of  all 
ages,  engaged  in  any  occupation.  It  is  the  desire  of 
the  majority  of  these  people  not  to  be  made  more 
attractive,  although  this  may  be  a secondary  benefit, 
but  to  be  less  conspicuous.  During  the  past  few 
years  there  has  been  an  increasing  number  of  pa- 
tients requesting  this  type  of  correction,  and  it  has 
become  more  acceptable  by  the  general  public. 

A description  of  the  operative  technic  involved 
was  shown  with  slides  and  a movie. 
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MATERNAL  MORTALITY 


The  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee0 and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 


Case  34 + 

This  patient  was  a 32-year-old  white  primigravida 
whose  expected  date  of  confinement  was  Feb.  22, 
1963.  Initial  physical  and  laboratory  findings  were 
normal  including  a red  cell  count  of  4,920,000,  he- 
moglobin of  16.3  grams  and  normal  pelvic  measure- 
ments. Her  prenatal  course  was  normal  except  for 
gingivitis  and  a cystitis  during  the  third  trimester. 
She  gained  19  pounds.  Induction  of  labor  was  elect- 
ed for  the  conveniences  of  the  physician  and  the  pa- 
tient, and  castor  oil,  2 ounces,  was  given  the  eve- 
ning of  Feb.  25,  1963,  followed  by  an  enema. 

The  patient  was  admitted  at  12  noon  on  Feb.  26, 
1963,  having  mild  irregular  contractions.  Physical 
examination  was  normal  with  blood  pressure  of 
110/60  and  good  fetal  heart  tones.  The  cervix  was 
partially  effaced  but  not  dilated  and  the  vertex  was 
presenting  at  minus  3 station.  Obstetrical  pituitrin,  1 
ampoule,  in  250  cc.  of  normal  saline  was  started  in- 
travenously at  1:30  p.m.  and  completed  at  3:15  p.m. 
The  uterine  contractions  were  described  as  stronger 
but  still  irregular.  Examination  at  3:30  p.m.  revealed 
the  cervix  2 centimeters  dilated  and  station  minus  2. 
Uterine  contractions  continued  irregularly  through- 
out the  afternoon  with  no  progress  in  labor,  and  at 
8:30  p.m.  that  evening  a second  ampoule  of  pituitrin 
in  250  cc.  normal  saline  was  started  intravenously. 
Uterine  contractions  were  described  as  every  7 
minutes  and  of  good  quality  at  9:45  p.m.  progress- 
ing to  strong  contractions  every  3-4  minutes  by 
10:30  p.m.  Fetal  heart  tones  remained  regular 
throughout.  There  is  no  record  of  the  conditions  of 
the  cervix  or  the  station  of  the  presenting  part 
throughout  the  evening  of  Feb.  26.  At  12:10  a.m. 
on  Feb.  27,  a third  ampoule  of  pituitrin  in  250  cc. 

t Previous  cases  reported  in  May,  September,  November, 
1960;  May,  November,  1961;  June,  December,  1962;  February, 
April,  May,  July,  August,  September,  1963;  February,  March, 
August,  1964;  May,  June,  July,  1965. 

* The  following  physicians  have  been  appointed  to  serve  on 
the  Maternal  Mortality  Committee,  a subcommittee  under 
Maternal  and  Child  Health:  Gerard  W.  del  Junco,  Chairman, 
George  M.  Horner,  James  R.  Patterson,  E.  Stewart  Taylor, 
William  B.  Goddard,  Louis  C.  Wollenweber,  Leo  J.  Nolan, 
L.  W.  Roessing,  E.  N.  Akers,  Claude  D.  Bonham,  Maxwell  A. 
Abelman,  all  of  Denver;  Harold  L.  Dyer,  Colorado  Springs; 
James  W.  McBurney,  Pueblo;  Sidney  Anderson,  Alamosa; 
Ronald  E.  Harrington,  Boulder;  Richard  R.  Hansen,  Ft. 
Collins;  Bruce  M.  Porter,  Grand  Junction;  Jack  Cooper,  Ft. 
Morgan;  Douglas  O.  Kern,  Greeley;  Sam  E.  Callaway, 
Durango;  James  D.  Hites,  Dolores;  Walter  Grund,  Littleton. 


normal  saline  was  started  intravenously,  and  at 
12:45  a.m.  Demerol  50  mgms.  and  Phenergan  25 
mg.  were  given  I.M.  At  1:40  a.m.  saddle  block  an- 
esthesia with  5 mg.  of  heavy  Nupercaine  was  given 
and  sterile  vaginal  examination  revealed  the  cervix 
to  be  5 centimeters  dilated  and  completely  effaced. 
At  1:45  a.m.,  a fourth  ampoule  of  pituitrin  in  nor- 
mal saline  was  started  intravenously  and  manual 
dilatation  of  the  cervix  was  carried  out,  accompanied 
by  bright  red  bleeding.  A right  mediolateral  episi- 
otomy  was  done  and  low  forceps  applied  to  the  ver- 
tex in  LOA  position.  At  2:21  a.m.  a female  infant 
was  delivered  in  poor  condition  with  feeble  cry;  its 
condition  later  was  good.  A third  degree  laceration 
of  the  perineum  occurred  at  delivery.  The  episiotomy 
and  third  degree  laceration  were  repaired  but  bleed- 
ing continued,  necessitiating  intravenous  ergotrate 
plus  vaginal  packing.  The  patient  was  returned  to  her 
room  at  3:45  a.m.  nauseated,  weak,  with  rapid  pulse 
and  ashen  color.  The  foot  of  the  bed  was  elevated 
and  a surgeon  was  consulted  by  telephone.  At  4:15 
a.m.,  no  blood  pressure  could  be  obtained,  the  res- 
pirations were  shallow  but  regular,  the  color  was 
ashen.  Intravenous  Dextran  was  started.  By  5:45 
a.m.,  the  patient  had  bled  through  the  vaginal  pack- 
ing and  the  vagina  was  repacked.  At  6:00  a.m.,  the 
surgeon  arrived  and  500  cc.  of  whole  blood  was 
started.  An  attempted  cutdown  on  a leg  vein  by  the 
surgeon  was  unsuccessful.  The  patient  expired  at 
7:02  a.m.  on  Feb.  27,  1963  of  postpartum  hemor- 
rhage and  shock.  There  was  no  autopsy. 

Comment 

The  committee  classified  this  as  a direct  obstetric 
death  and  preventable.  The  factors  in  prevention 
were  assessed  as  follows: 

1.  Elective  induction  of  labor  in  the  presence  of 
an  unengaged  head  and  unfavorable  cervix. 

2.  The  repeated  use  of  excessive  amounts  of 
pituitrin  solution  when  labor  was  obviously  not  pro- 
gressing, and  failure  to  do  pelvimetry. 

3.  The  institution  of  saddle  block  anesthesia  at  5 
centimeters  dilatation  followed  by  manual  dilatation 
of  the  cervix  and  traumatic  delivery. 

4.  The  use  of  vaginal  packing  without  adequate 
examination  of  the  uterus. 

5.  Delay  in  obtaining  consultation  and  blood 
transfusion. 

6.  Removal  of  an  obviously  ill  patient  from  the 
delivery  room. 

Case  35+ 

This  patient  was  a 23-year-old  Spanish  American 
para  I,  gravida  IV,  whose  date  of  confinement  was 
May  8,  1963.  Her  past  history  was  essentially  neg- 
ative. The  patient  had  had  one  full  term  live  birth 
and  two  spontaneous  abortions.  She  first  visited  her 
physician  in  the  seventh  month  of  pregnancy  at 
which  time  physical  examination  and  laboratory 
findings  were  within  normal  limits.  The  prenatal 
course  was  uneventful,  and  the  patient  went  in  la- 
bor spontaneously  on  April  23,  1963  at  approximate- 
ly 38  weeks’  gestation. 
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Labor  was  described  as  perfectly  normal  with 
spontaneous  delivery  of  a male  infant  weighing  5 
pounds  4 Vi  ounces  under  nitrous  oxide-oxygen  an- 
esthesia. Blood  loss  was  described  as  minimal.  The 
postpartum  course  was  uneventful  and  the  patient 
was  discharged  home  on  the  third  day.  On  the  morn- 
ing of  the  fourth  postpartum  day,  the  patient 
awakened  at  home  with  a feeling  of  suffocation.  Her 
husband  called  the  physician  but  the  patient  expired 
before  his  arrival  at  the  house,  approximately  30  to 
40  minutes  later.  Autopsy  revealed  pulmonary  em- 
bolism from  a clot  in  the  right  iliac  vein. 

Comment 

The  committee  classified  this  as  a direct  obstetric 
death,  not  preventable. 


Breast  Lesions  cont.  from  page  50 

proportion  of  patients  in  each  group  with  breast 
cancers  which  grow  slowly  or  locally  without  the 
early  spread  of  distant  metastasis?  Whereas  the 
five  year  survival  rates  are  generally  similar  the 
ten  year  survival  rates  are  almost  identical.  Per- 
haps ‘the  years  teach  much  that  the  days  never 
know.’  ” • 

REFERENCES 

1 McLaughlin,  C.  W.,  Jr.,  Schenken,  J.  R.,  and  Tamisiea,  F.  X.: 
A Study  of  Precancerous  Epithelial  Hyperplasia  and  Non- 
invasive  Carcinoma  of  the  Breast;  Ann.  Surg.  153:735-745, 
May  1961. 

2 McLaughlin,  C.  W.,  Jr.,  and  Coe,  J.  D.:  A Study  of  Nipple 
Discharge  in  the  Nonlactating  Breast;  Ann.  Surg.  157:810-817, 
May  1963. 

3 Lewison,  E.  F.:  Surgical  Treatment  of  Breast  Cancer; 
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“ You'll  like  the  Fosdales,  Dr.  Cooper,  they’re  sick 
a lot." 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSIL®  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro* 1 2 3, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste -A  fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (l£  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tri- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 
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905  EAST  COLFAX 
DENVER  18,  COLO. 


ELECTRODYNE  COMPANY  BECK-LEE 

Sales-Service  Sales-Service 

SERVICE— SUPPLY  ON  ALL  MAKES  E.  K.  G.! 

AVAILABLE  24  HR.  A DAY 
ELECTRODYNE  IMPLANTABLE  PACEMAKERS 

24  HOUR  ANSWERING  SERVICE  PHONE  (303) -244-2053 


Oil  and  Gas  Exploratory  Program 
$1,000,000  Limited  Partnership  Interests 
Units  of  $5,000 

TEX-CAL  1965- A EXPLORATIONS,  LTD. 

The  Limited  Partnership  will  explore,  develop  and  operate  oil  and  gas 
properties  in  the  United  States  where  favorable  drilling  prospects  are 
obtained. 

* * -k 

Copies  of  the  Prospectus  may  be  obtained  from: 

UNIVERSAL  SECURITIES  CORPORATION 
1410  South  Third  Street 
Las  Vegas,  Nevada  89104 

This  announcement  is  neither  an  offer  to  sell  nor  a solicitation  of  an 
offer  to  buy.  The  offering  is  made  only  by  the  Prospectus  and  only  in 
states  where  these  units  may  lawfully  be  offered  and  sold. 
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AS  YOU  LIKE  IT 


A medical  potpourri 


Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  “Many  remedies  are  suggested  for  the  avoidance 
of  worry  and  mental  overstrain  by  persons  who, 
over  prolonged  periods,  have  to  bear  exceptional 
responsibilities  and  discharge  duties  upon  a very 
large  scale.  Some  advise  exercise,  and  others,  repose. 
Some  counsel  travel,  and  others,  retreat.  Some  praise 
solitude,  and  others,  gaiety.  No  doubt  all  these  may 
play  their  part  according  to  the  individual  tempera- 
ment. But  the  element  which  is  constant  and  com- 
mon in  all  of  them  is  Change.  Change  is  the  master 
key.  A man  can  wear  out  a particular  part  of  his 
mind  by  continually  using  it  and  tiring  it,  just  in  the 
same  way  as  he  can  wear  out  the  elbows  of  his 
coat.  There  is,  however,  this  difference  between  the 
living  cells  of  the  brain  and  inanimate  articles:  one 
cannot  mend  the  frayed  elbows  of  a coat  by  rubbing 
the  sleeves  or  shoulders;  but  the  tired  parts  of  the 
mind  can  be  rested  and  strengthened,  not  merely  by 
rest,  but  by  using  other  parts.”  (Painting  as  a Pastime, 
by  Winston  S.  Churchill,  Reprinted  1965,  Corner- 
stone Library,  pg.  7.) 

2.  “A  gifted  American  psychologist  has  said,  ‘Worry 
is  a spasm  of  the  emotion;  the  mind  catches  hold  of 
something  and  will  not  let  it  go.’  It  is  useless  to  argue 
with  the  mind  in  this  condition.  The  stronger  the 
will,  the  more  futile  the  task.  One  can  only  gently 
insinuate  something  else  into  its  convulsive  grasp.” 
(Ibid.,  pg.  8.) 


3.  “The  cultivation  of  a hobby  and  new  forms  of 
interest  is  therefore  a policy  of  first  importance  to  a 
public  man.  But  this  is  not  a business  that  can  be 
undertaken  in  a day  or  swiftly  improvised  by  a mere 
command  of  the  will.  The  growth  of  alternative 
mental  interests  is  a long  process.  The  seeds  must  be 
carefully  chosen;  they  must  fall  on  good  ground; 
they  must  be  sedulously  tended,  if  the  vivifying  fruits 
are  to  be  at  hand  when  needed.”  (Ibid.,  pg.  8.) 

4.  “It  is  no  use  doing  what  you  like;  you  have  got  to 
like  what  you  do.  Broadly  speaking,  human  beings 
may  be  divided  into  three  classes:  those  who  are 
toiled  to  death,  those  who  are  worried  to  death,  and 
those  who  are  bored  to  death,”  (Ibid.,  pg.  8.) 

5.  “It  may  also  be  said  that  rational,  industrious, 
useful  human  beings  are  divided  into  two  classes: 
first,  those  whose  work  is  work  and  whose  pleasure 
is  pleasure;  and  secondly,  those  whose  work  and 
pleasure  are  one.”  (Ibid.,  pg.  9.) 

6.  “It  is  a mistake  to  read  too  many  good  books 
when  quite  young.  ...  It  is  a great  pity  to  read  a 
book  too  soon  in  life.  The  first  impression  is  the 
one  that  counts;  and  if  it  is  a slight  one,  it  may  be 
all  that  can  be  hoped  for.  . . . Young  people  should 
be  careful  in  their  reading,  as  old  people  in  eating 
their  food.  They  should  not  eat  too  much.  They 
should  chew  it  well.”  (Ibid.,  pg.  11.) 


Poisoning  cont.  from  page  56 

problem.  But  let  us  urge  our  patients  to  read,  if 
they  can,  the  package  warnings,  and  to  heed  the 
printed  advice. 

3.  Teach  the  risks  of  chewable  tablets.  Flav- 
ored chewables,  especially  multiple  vitamins,  iron 
and  children’s  aspirin  are  a mixed  blessing.  Let  us 
teach  the  parents  of  our  young  the  forgotten  fact 
that  not  only  relief  but  risk  and  responsibility  re- 
side in  the  magic  bottle. 

4.  Insist  upon  community  cooperation.  Med- 
ications head  the  children’s  accidental  poisoning 
list.  Let  us  who  are  often  responsible  insist  upon 
cooperative  community  action,  involving  our  pa- 
tients, our  merchants,  and  ourselves  in  an  inten- 
sified preventive  program  in  1965. 


TABLE  2 

COLORADO  PHYSICIANS  CAN  LESSEN 
ACCIDENTAL  POISONING 

1.  Point  out  appeal  and  storage  ratio 

2.  Urge  reading  and  heeding  of  labels 

3.  Teach  risks  of  chewable  tablets 

4.  Insist  upon  community  cooperation 


Accidental  poisoning,  like  old  age  and  taxation, 
is  likely  to  be  with  us  for  a long,  long  time.  Chil- 
dren are  curious  and  parents  are  not  perfect. 
There  is  a continuous  need  for  physicians  to  ex- 
ert their  professional  influence  in  the  sphere  of 
poison  prevention  whenever  the  opportunity  is 
presented.  • 
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Clinical  Electrocardiograms:  Edited  by  Stephen  R.  Elek. 
Springfield,  111.,  1965,  Thomas.  236  p.  Price:  $11.75. 
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1965,  Little,  Brown.  184  p.  Price:  $5.95. 
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Book  Reviews 

Atlas  of  the  Fundus  of  the  Eye:  By  Hans-Walther  Larsen, 
MD.  Philadelphia,  1965,  Saunders.  27Xp.  Price:  $25.00. 

This  atlas  covers  the  most  common  changes  in  the 
fundus  of  the  eye  in  ocular  and  systemic  diseases. 
Normal  physiological  variations  and  congenital  ab- 
normalities are  also  included.  All  conditions  are 
represented  by  full-color  photographs  of  exceptional- 
ly good  quality  and  technique.  Each  photograph  is 
accompanied  by  a brief  description  of  the  features  of 


the  disease  it  depicts  and  a clinical  case  report.  Be- 
sides the  description  of  individual  photographs  each 
section  is  preceded  by  an  unusually  well  organized, 
yet  brief,  description  of  the  disease  covering  its  prom- 
inent features  as  well  as  its  ophthalmoscopic  and 
histopathological  characteristics. 

This  is  an  unusually  good  reference  book  for  the 
ophthalmologist.  It  is  also  of  interest  and  usefulness 
to  other  clinicians  who  wish  to  study  the  most  com- 
mon fundus  changes  in  ocular  and  systemic  diseases 
by  means  of  fundus  photographs  in  color. 

Mitchell  B.  Rider,  MD 

Tropical  Disease  in  Temperate  Climates:  By  Kevin  M.  Kahili, 
MD,  DTM  and  H (London).  Philadelphia,  1964,  Lippincott. 
225p.  Price:  $9.50. 

It  is  one  of  the  ironies  of  American  civilization 
that  while  its  industry  is  making  it  possible  to  sanitize 
the  environment,  it  is  also  busily  engaged  at  bringing 
in  or  creating  new  forms  of  disease.  For  example,  to- 
day a few  dollars  and  a few  hours  allow  Puerto  Rico 
residents  by  the  thousands  to  be  transplanted  from 
the  native  area  where  one-third  of  the  population  has 
schistosomiasis  to  New  York  City  where  this  disease 
has  in  the  past  been  only  a medical  curiosity.  Tour- 
ists, businessmen,  scholars,  and  lettered  government 
agencies  are  busily  re-introducing  physicians  all  over 
the  United  States  to  disease  which  they  had  long  ago 
forgotten  about.  The  author  has  intended  this  book 
to  help  the  physician  who  has  become  (or  always 
was)  unfamiliar  with  the  prevalent  tropical  diseases. 
No  attempt  has  been  made  to  cover  every  aspect  of 
the  subject.  All  the  common  diseases,  however,  are 
very  adequately  covered  and  in  a way  that  the  prac- 
ticing physician  should  find  not  only  very  readable 
but  also  concise  and  complete.  The  illustrations  of 
the  etiologic  agents  and  of  the  pathology  are  excel- 
lent. A few  diagrams  and  graphs  essential  to  the  text 
are  included.  Excessive  detail  is  avoided  and  appro- 
priate references  are  made  for  those  who  desire  more 
detailed  information  about  specialized  aspects  of  the 
diseases. 

The  practical  nature  of  the  book  is  further  illus- 
trated by  the  last  chapter  in  which  the  author  departs 
from  the  stated  purpose  of  the  book  to  give  advice 
on  travel  in  the  tropics. 

This  volume  should  prove  very  useful  for  the  “on 
the  desk”  library  of  the  physician  dealing  with  gen- 
eral medicine. 

E.  B.  Pratt,  MD 

Septic  Shock:  By  Hiroshi  Hayasaka,  MD  and  John  M.  How- 
ard, MD.  Springfield,  111.,  1964,  Thomas.  86p.  Price:  $5.00. 

This  excellent  monograph  covers  both  the  ex- 
perimental studies  and  significant  compiled  clinical 
studies  of  septic  shock.  It  should  prove  to  be  of  great 
benefit  to  all  physicians  who  encounter  systemic  in- 
fections and  its  value  is  not  limited  to  those  in  the 
surgical  field. 

The  material  is  presented  in  very  orderly  form 
without  redundancy  so  that  the  total  text  of  61  pages 
can  be  read  easily.  It  is  so  well  arranged  and  indexed 
that  it  can  be  studied  according  to  special  sections 
divided  into  endotoxin  and,  or  exotoxins;  response  of 
particular  organ  systems;  response  to  specific  thera- 
peutic measures  or  by  specific  causative  organisms. 
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In  each  category  the  best  possible  summary  is 
given  in  the  light  of  the  current  knowledge  available. 
An  extensive  but  applicable  bibliography  further  en- 
hances this  book  and  makes  it  worth  the  reading  for 
anyone  regardless  of  his  state  of  knowledge  of  the 
subject. 

This  reviewer  considers  the  book  an  extremely 
worthwhile  contribution  to  current  medical  literature. 

Marvin  E.  Johnson,  MD 

On  Diabetes  Mellitus;  Selected  Topics  for  Students  and  Clini- 
cians: By  William  F.  U.  Jackson,  MD.  Springfield,  111.,  1964 
Thomas.  393p.  Price:  $12.50. 

Dr.  Jackson’s  On  Diabetes  Mellitus  is  a delightful 
book.  All  aspects  of  diabetes  mellitus  are  well  cov- 
ered including  the  mode  of  genetic  inheritance,  the 
various  types  of  diabetes  mellitus,  management  under 
different  circumstances,  as  in  pregnancy  and  surgery, 
the  newer  theories  of  the  cause  of  the  diabetic  defect, 
and  the  action  of  insulin. 

He  writes  exceedingly  well.  Sentences  are  short 
and  succinct.  The  bibliography  is  excellent.  A hand- 
book of  practical  considerations  is  appendaged. 

Dr.  Jackson’s  wealth  of  experience  amassed  in  this 
book  is  a welcome  and  useful  addition  to  medical 
libraries,  both  community  and  personal. 

Janet  E.  Schemmel,  MD 

Respiratory  Function  in  Disease:  By  David  C.  Bates  and 
Ronald  V.  Christie.  Phila.,  1964,  Saunders.  566  p.  Price: 
$13.95. 

This  volume  fills  a void  in  works  on  pulmonary 
disease  and  should  be  highly  recommended  for 
those  engaged  in  the  teaching  of  these  subjects 
and  for  those  engaged  in  active  practice  involv- 
ing patients  with  these  disorders.  The  authors 
are  highly  respected  in  the  field  and  they  append  an 
extensive  bibliography  to  the  volume  which  is  of 
considerable  value  for  source  information.  The 
avowed  purpose  of  the  book  is  the  assessment  of 
respiratory  function  in  disease  and  it  is  intended  for 
those  engaged  in  practice  and  teaching.  There  is  this 
reviewer’s  opinion  that  this  book  may  be  somewhat 
advanced  for  medical  students  except  under  special 
circumstances.  The  authors  note  that  it  is  the  chest 
physician’s  responsibility  to  acquire  a working  knowl- 
edge of  the  management  of  respiratory  failure,  to 
investigate  the  objective  parameters  of  the  patient’s 
disability,  to  participate  actively  in  the  pre-  and  post- 
operative care  of  pulmonary  patients,  and  to  learn 
the  basic  physiology  of  the  lung.  They  comment 
that  this  not  only  is  his  responsibility,  but  his  formu- 
la for  survival  as  a specialist.  The  book  has  good 
general  discussions  of  methodology  and  of  clinical 
entities.  Except  for  the  discussion  on  the  treatment 
of  respiratory  failure,  there  are  no  organized  dis- 
cussions of  therapy  included,  as  might  be  expected 
from  the  avowed  intent  of  the  authors  to  discuss 
only  the  assessment  of  respiratory  function.  Clinical 
entities  are  discussed  with  regard  to  their  natural 
history.  Physical  examination,  laboratory  and  x-ray 
are  discussed  as  complimentary  approaches  to 
pathology  and  natural  history.  It  is  the  opinion  of 
this  reviewer  that  all  physicians  responsible  for  the 
care  of  patients  with  respiratory  diseases  should 


obtain  and  read  this  book  not  just  as  a reference 
volume,  but  to  familarize  themselves  with  the  great 
increases  in  methodology  and  physiologic  knowledge 
as  it  relates  to  the  care  of  patients. 

D.  A.  Fisher,  MD 

Clinical  Neurology:  By  Frank  A.  Elliott.  Phila.,  1964, 
Saunders.  688  p.  Price:  $12.50. 

The  author  of  this  textbook  of  diseases  of  the 
nervous  system  is  an  Englishman  trained  at  the 
National  Hospital  in  Queens’  Square.  Presently  he 
is  Chief  of  Neurology  at  the  venerable  Pennsylvania 
Hospital  and  Professor  of  Clinical  Neurology  at  the 
University  of  Pennsylvania. 

The  result  of  his  efforts  is  an  extraordinarily  read- 
able volume  encompassing  the  diseases  afflicting  the 
brain,  spinal  cord,  peripheral  nerves,  and  muscle. 
There  is  a highly  practical  quality  to  the  writing  and 
one  readily  gains  the  impression  that  the  author  has 
had  a first  hand  encounter  with  the  conditions  he 
has  described. 

There  are  twenty-one  chapters  discussing  the 
various  maladies  of  the  nervous  system  according  to 
etiology  of  the  pathological  process  or  the  structures 
involved.  No  individual  chapters  are  devoted  solely 
to  the  clinical  examination  and  the  ancillary  diag- 
nostic tests  nor  to  anatomy,  physiology,  and  neuro- 
chemistry, but  their  role  is  included,  when  it  is  ap- 
propriate, in  the  description  of  the  various  diseases. 
The  author  evidently  has  a thorough  knowledge  of 
the  limitations  of  medical  and  surgical  treatment  of 
the  diseases  of  the  nervous  system  and  his  recom- 
mendations concerning  therapy  are  of  an  unusually 
practical  nature.  The  illustrations  are  reasonably 
abundant  and  their  quality  is  generally  first  rate.  I 
don’t  recall  encountering  a single  statistical  table — 
and  some  readers  will  find  this  a welcome  departure 
from  the  conventional.  Each  chapter  is  followed  by 
an  entirely  adequate  bibliography. 

Almost  everyone  with  an  interest  in  neurological 
diseases — student,  physician  in  training,  or  practi- 
tioner— will  find  that  the  hours  spent  with  this 
volume  are  both  informative  and  pleasant  ones. 
Many  will  wish  to  buy  it  not  only  for  its  worth  but 
also  because  of  the  modest  price. 

Thomas  K.  Craigmile,  MD 

The  Mentally  111  Employee:  Treatment  and  Rehabilitation  . . .: 
Committee  on  Occupational  Psychiatry,  American  Psychiatric 
Association.  N.  Y.,  1965,  Harper  & Row.  110  p.  Price:  $2.95. 

Recent  years  have  brought  about  a marked  im- 
provement in  the  fate  of  the  mentally  ill,  both  in 
treatment  and  in  rehabilitation.  This  has  been  due 
partly  to  psychopharmacologic  drugs  but  also  to 
more  and  better  psychiatric  facilities  and  personnel 
and  to  improved  knowledge  of  psychiatry  among 
the  entire  medical  profession.  A serious  drawback 
to  many  psychiatric  patients  has  been  in  their  rela- 
tions with  their  employers,  in  that  they  may  not  be 
hired  if  there  is  any  history  of  psychiatric  treatment, 
or  they  may  not  be  permitted  to  return  to  their  es- 
tablished employment  after  a disability  from  mental 
illness.  Fear  and  ignorance  are  mainly  responsible 
for  this  frequently  found  attitude  in  personnel  de- 
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partments  and  supervisors,  though  some  types  of 
mental  illness  still  carry  a rather  poor  prognosis. 

This  book  has  been  prepared  to  help  overcome  the 
fear  and  ignorance  factors  in  employers.  It  is  well 
done  and  seriously  needed — it  deserves  attention  by 
all  who  supervise  people. 

There  are  seven  chapters  describing  symptoms  of 
mental  illness,  disabling  “break  downs,”  return  to 
work,  alcoholism,  the  role  of  the  psychiatrist  in  in- 
dustry, industrial  physicians  and  a good  chapter 
called  “The  Foreman  and  Troubled  People.”  The 
book  should  provide  reassurance  and  guidance  to  a 
supervisor  whose  first  reaction  is  withdrawal  when 
confronted  by  mental  illness  in  one  of  his  employees. 
The  improved  success  in  rehabilitation  with  present 
day  treatment  is  emphasized  and  the  importance  of 
the  job  in  this  recovery  is  described.  One  chapter  is 
devoted  to  the  full-time  industrial  psychiatrist.  Since 
there  are  only  about  a dozen  such  doctors  in  the 
whole  country,  most  personnel  people  will  not  be 
able  to  take  advantage  of  this  information  although 
it  does  point  out  what  can  be  done  with  the  proper 
resources. 

I sincerely  hope  this  book  will  be  distributed 
widely  by  management  groups.  In  the  hands  of  first- 
line  supervisors,  it  will  make  a real  contribution  to 
the  mentally  ill  employee. 

M.  B.  Bond,  MD 

Disaster  Handbook:  By  Solomon  Garb,  MD,  and  Evelyn  Eng, 
RN,  MA,  Columbia,  Missouri,  1964,  Springer  Publishing  Co., 
Inc.,  New  York.  248  p.  Price:  $4.75. 

Writing  a book  on  disaster  is  comparable  to  writ- 
ing one  on  how  to  perform  on  the  bridal  night.  No 
one  has  ever  experienced  more  than  one  “first  time” 
bridal  night,  and  few  persons  have  ever  experienced 
more  than  one  disaster. 

In  the  DISASTER  HANDBOOK  of  Garb  and 


Eng  there  are  innumerable  chapters,  fifty-two  in  fact, 
and  it  is  something  of  a remarkable  feat  to  have  left 
out  so  little  in  the  248  pages  they  encompass.  In 
those  pages  everything  is  included  from  historical 
facts  through  nursing  care.  There  is  a chapter  on 
floods,  a subject  close  to  the  hearts  of  Denver  and 
Colorado  residents  at  the  present  time.  Yet  a flood 
disaster  of  the  recent  magnitude  has  occurred  only 
once  in  approximately  100  years,  and  the  causes  are 
all  known.  The  prevention  of  floods  is  well  known, 
and  there  is  great  probability  that  the  Denver  and 
Colorado  authorities  will  exert  serious  effort  to 
avert  repetition  of  such  a disaster. 

The  book’s  format  is  excellent  as  regards  paper 
used,  type  size,  and  classification  of  chapters.  Be- 
cause this  reviewer  is  especially  interested  in  disaster 
work  and  early  in  his  experience  with  it  he  became 
aware  of  the  primary  importance  of  “communication” 
he  was  happy  to  find  that  the  authors  of  the  book 
emphasize  that  point.  Also,  in  any  disaster,  the  civil 
authorities — police  and  fire — are  the  first  to  be 
notified  and  to  take  command.  Successful  combating 
of  disaster  results  can  only  be  achieved  by  employing 
organized  effort  directed  by  competent  leadership, 
and  therefore  those  persons  in  command,  including 
fire  and  police,  city  and  state  officials  must  be  the 
ones  through  whom  all  activity  is  channeled.  The 
book  deals  with  hospital  organization,  nursing  or- 
ganization, first  aid  groups,  and  the  medical  pro- 
fession which,  as  a group,  is  the  one  that  cares  for 
the  casualties.  However,  the  physicians  can  only  be 
effective  if  all  other  services  have  performed  their 
part  in  an  organized  and  sane  manner.  The  book  is 
interesting  reading,  but  if  it  will  serve  a practical 
purpose  depends  upon  whether  personnel  interested 
in  disaster  service  learn  much  from  it  which  is  not 
already  tucked  away  in  the  collective  minds. 

Hermann  B.  Stein,  MD 


Leptospirosis  cont.  from  page  54 


differential  diagnosis  of  any  of  these  illnesses. 
There  are  widespread  leptospiral  infections  of  cat- 
tle and  swine,  and  practicing  physicians  need  to 
be  more  aware  of  this  disease  among  workers  in 
close  contact  with  these  animals.  • 
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■OBITUARIES 

Colorado 

Dr.  Guy  C.  Cary  died  suddenly  August  7,  1965, 
following  a heart  attack  and  hospitalization  in  St. 
Mary’s  Hospital  in  Grand  Junction. 

He  was  born  October  11,  1884,  at  Pierce,  Ne- 
braska. He  was  educated  at  the  University  of  Illinois, 
the  University  of  Colo- 
rado at  Boulder,  and 
received  his  Doctor  of 
Medicine  degree  from 
the  University  of  Colo- 
rado Medical  Center  in 
Denver. 

He  was  licensed  to 
practice  medicine  in 
Colorado  in  1913,  and 
following  a year  of  in- 
ternship he  specialized 
in  ear,  nose,  and  throat 
diseases  at  the  Univer- 
sity of  Pennsylvania, 
the  Wills  Eye  Clinic, 
and  Harvard  Medical  School.  He  practiced  his  spe- 
cialty in  Grand  Junction  for  over  a half-century,  and 
during  this  period  of  50  years  he  was  active  not  only 
in  the  actual  practice  of  medicine  but  in  the  affairs 
of  medicine  in  his  own  county,  the  state,  and  the 
nation. 

He  served  for  a number  of  years  on  the  Colorado 
Board  of  Medical  Examiners  and  for  a time  as  Chief 
of  Staff  of  St.  Mary’s  Hospital  in  Grand  Junction. 

He  was  a member  and  past-president  of  both  the 
Mesa  County  Medical  Society  and  the  Colorado 
Medical  Society.  He  was  also  a Fellow  of  the  Ameri- 
can College  of  Physicians  and  the  American  Acad- 
emies of  Ophthalmology  and  Otolaryngology.  Earlier 
in  his  medical  career  he  was  a teacher  for  one  year 
at  the  Department  of  Anatomy  at  the  University  of 
Colorado  Medical  Center. 

He  married  Edith  May  Watson  at  Boulder,  Colo- 
rado, on  August  31,  1911.  He  is  survived  by  his  wife 
and  his  three  sons,  Robert,  of  Sacramento,  Califor- 
nia, William,  of  San  Francisco,  California,  John,  of 
Anchorage,  Alaska,  and  a daughter,  Mrs.  John  A. 
Metzger,  Jr.,  of  Houston,  Texas,  and  fourteen  grand- 
children. 

Dr.  Wilford  W.  Barber  died  suddenly  on  August 
21,  1965,  as  the  result  of  a cerebro-vascular  accident 
while  attending  a family  reunion  in  Idaho. 

Dr.  Barber  was  born  on  May  15,  1892,  in  Center- 
ville, Utah.  He  received  his  pre-medical  training  at 
the  University  of  Utah  following  which  he  attended 
the  University  of  Pennsylvania  School  of  Medicine, 
from  which  school  he  received  an  MD  in  1920. 

Dr.  Barber  specialized  in  Pediatrics  and  did  part 
of  his  residency  training  in  this  field  at  the  Waterloo 
Hospital  in  London.  He  started  his  medical  practice 


in  Utah,  where  he  was  a member  of  the  County  and 
State  Medical  Societies  and  an  officer  in  both  organi- 
zations. He  was  licensed  to  practice  medicine  first  in 
Utah  and  later  in  Colorado. 

He  moved  to  Denver  and  began  to  practice  Pedi- 
atrics in  1926.  He  served  for  a number  of  years  on 
the  volunteer  faculty  of  the  University  of  Colorado 
Medical  Center  and  received  his  25  year  service 
citation  from  the  Medical  Center  in  1951. 

He  was  a member  of  the  teaching  staffs  at  the 
Children’s  Hospital  in  Denver,  the  University  of 
Colorado  Medical  Center,  Denver  General  Hospital, 
and  the  Denver  Orphans  Home.  He  served  as  Chief 
of  Staff  and  President  of  the  Staff  at  Children’s  Hos- 
pital in  Denver  and  was  a past  president  of  the  Pedi- 
atric and  Dental  Associations  of  Utah. 

He  served  for  one  year  as  President  of  the  Rocky 
Mountain  Pediatric  Society  and  was  a member  of 
the  American  Board  of  Pediatrics.  In  addition  to 
this  Dr.  Barber  was  a member  of  the  Denver  Medical 
Society,  the  Colorado  Medical  Society,  and  the 
American  Medical  Association. 

He  was  married  to  Miss  Alta  Robinson  on  Septem- 
ber 18,  1919.  He  is  survived  by  his  wife,  a daughter, 
Mrs.  Romaine  Romney  of  California,  and  two  sons, 
Dr.  James  W.  Barber  of  Cheyenne,  Wyoming,  and 
Dr.  Donn  R.  Barber  of  Denver.  Other  survivers  are 
three  sisters,  Mrs.  Nora  Miles,  Mrs.  Christine 
Bradshaw,  and  Mrs.  Romey  Benson,  all  of  Utah,  a 
brother,  Dr.  Edgar  W.  Barber  of  Denver,  and  ten 
grandchildren. 
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yourself 


for  the  pure  pleasure  of  it  all. 

Tl,e  Broadmoor 

Colorado  Springs,  Colo. 
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LOMOTIL—  Pharmacologic  Activity. 

The  significant  pharmacologic  actions 
of  Lomotil  are  summarized  as  follows: 

Evidence  indicates  that  Lomotil  acts 
directly  by  inhibiting  excess  peristalsis. 

Lomotil  is  not  known  to  inhibit  nonpro- 
pulsive  intestinal  movements. 

Roentgenograms  demonstrate  that  this 
activity  occurs  within  two  hours  after 
oral  administration  and  persists  for  at 
1 least  six  hours. 


Studies  in  the  rat  show  Lomotil  to  be 
more  effective  in  inhibiting  fecal  excre- 
tion than  either  codeine  or  morphine. 

Analgesic,  anticholinergic,  mydriatic 
and  gastric  secretory  effects  have  not 
been  significant. 

Reduction  of  propulsive  motility  with 
Lomotil  relieves  spasm  and  cramping, 
allows  physiologic  absorption  of  fluid 
and  reduces  frequency  of  evacuations  to 
provide  prompt,  symptomatic  control  of 
virtually  all  diarrheas. 


L >l\  OTIL“ 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

slows  propulsion  * relieves  distress  • stops  diarrhea 


Precautions:  Lomotil  is  an  exempt  nar- 
cotic preparation  of  very  low  addictive 
potential:  more  than  three  million  prescrip- 
tions have  now  been  written  for  Lomotil. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs  or 
barbiturates. 

Side  Effects:  Side  effects  are  relatively 
uncommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restlessness 
and  insomnia. 

Dosage:  For  full  therapeutic  effect  — Rx 
full  therapeutic  dosage.  The  recommended 


initial  daily  dosages,  given  in  divided  doses , 
until  diarrhea  is  controlled,  are : 

Children: 

3 to  6 months— 3 mg.  (Vi  tsp.*  t.i.d.) 

6 to  12  months— 4 mg.  (Vi  tsp.  q.i.d.) 

1 to  2 years— 5 mg.  (Vi  tsp.  5 times  daily) 

2 to  5 years— 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years— 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years— 10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tab- 
lets 4 times  daily)  *Based  on  4 cc.  per  teaspoon  ful. 

Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 


Lomotil  is  a brand  of  diphenoxylate  hydro- 
chloride with  atropine  sulfate;  the  subther- 
apeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 
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MOKMINGSIDE 

HOSPITAL 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director-— Henry  Coe,  Administrator 
10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE-MARK  ® 


things  go 

better,! 

.-with 

Coke 
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Rocky  Mountain  Medical  Journal 


184,500  Shares 

TEX-CAL  PETROLEUM,  INC. 

Common  Stock  ($1  Par  Value) 

Price  $3  Per  Share 

It  is  contemplated  that  Tex-Cal's  Principal  Business  will  be  to  organize 
and  manage  oil  and  gas  exploration  and  development  programs  with 
Tex-Cal  the  General  Partner  and  substantial  taxpayer-investors  as 
limited  partners.  * * * 

We  invite  you  to  participate  in  the  ownership  of  this  Company  by 
writing  for  a copy  of  the  Prospectus  to: 

UNIVERSAL  SECURITIES  CORPORATION 
1410  South  Third  Street 
Las  Vegas,  Nevada  89104 

This  announcement  is  neither  an  offer  to  sell  nor  a solicitation  of  an 
offer  to  buy  these  securities.  The  offering  is  made  only  by  the  Prospec- 
tus and  only  in  states  where  these  securities  may  lawfully  be  offered 
and  sold. 


your  BLUE-CHIP  INVESTMENT 

Cherry  Terrace  Medical  Building 

SOON  READY  FOR  YOUR  OCCUPANCY 
AT  3865  CHERRY  CREEK  NORTH  DRIVE , DENVER 

• CENTRAL  LOCATION 

Reachable  by  fast-traffic 
thorofares  in  minutes  from 
throughout  Denver. 

• FLEXIBLE  SPACE 

Our  skilled  staff,  including 
architect  and  decorator,  helps 
you  plan  your  office  to  fit 
your  needs. 

• COMPETITIVELY 
PRICED 

$4.85  per  square  foot,  includ- 
ing utilities. 

• UNLIMITED  PARKING 

for  doctors  and  your  patients. 

INVESTMENT  OPPORTUNITIES  AVAILABLE  TO  TENANTS 
for  information,  write  TERRACE 

KELLER-LOUP  CONSTRUCTION  CO.  • PHONE  388-6313 
470  SO.  COLORADO  BOULEVARD 


• ALL-WEATHER  SYSTEM 

Individually  controlled  air  conditioning  and  heating. 
And  all  windows  will  open. 


• LABORATORY  AND  X-RAY 
FACILITIES 

Availale  on  a participating  basis. 
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Colorado  Medical  Society 

OFFICERS— 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  September  28,  1966  at  the  Annual  Session. 

President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Judicial  Council:  District  No.  1 — Daniel  H.  Buchanan,  Jr., 
1966;  District  No.  2— John  Simon,  Englewood,  1968;  District 
No.  3 — Kenneth  E.  Gloss,  Colorado  Springs,  1967;  District 
No.  4 — James  G.  Price,  Brush,  1966;  District  No.  5 — William  S. 
Curtis,  Boulder,  1966;  District  No.  6— Heman  R.  Bull,  Grand 
Junction,  1967;  District  No.  7— Tullius  W.  Halley,  Durango, 
1967;  District  No.  8 — Herman  W.  Roth,  Monte  Vista,  Chair- 
man, 1968;  District  No.  9— Scott  A.  Gale,  Pueblo,  Vice  Chair- 
man, 1968 

Grievance  Committee:  James  A.  Henderson,  Englewood, 
1967;  Robert  J.  Bliss,  Fort  Collins,  1967;  Edward  E.  Tennant, 
Sterling,  1967;  H.  Harper  Kerr,  Pueblo,  1967;  Joel  R.  Husted, 
Boulder,  1967;  C.  K.  Mammel,  Denver,  1966;  Joseph  A. 
Leonard,  Lakewood,  1966;  John  B.  Griffith,  Aurora,  1966; 
Dwight  C.  Dawson,  Colorado  Springs,  1966;  Ray  G.  Witham, 
Craig,  1966;  Robert  B.  Richards,  Fort  Morgan,  1966;  John  A. 
McDonough,  Ordway,  1967 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1966;  (Alternate,  Vernon  L.  Bolton, 
Colorado  Springs,  to  fill  vacancy  (Sept.  22  to  Dec.  31,  1965); 
Gatewood  C.  Milligan,  Englewood,  to  fill  vacancy  (Sept.  22 
to  Dec.  31,  1965);  (Alternate,  Robert  E.  McCurdy,  Denver, 
Dec.  31,  1965);  Harlan  E.  McClure,  Lamar,  Dec.  31,  1967; 
(Alternate,  Walter  M.  Boyd,  Greeley,  Dec.  31,  1965);  (Alter- 
nate, Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31,  1967) 
Speaker,  House  of  Delegates:  Marvin  E.  Johnson,  Denver 
Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Bradford  Murphey,  Denver 

Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1968 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver 
Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222 

Montana  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  M.  A.  Gold,  Butte. 

President-elect:  Paul  J.  Gans,  Lewistown. 

Vice  President:  David  Gregory,  Glasgow. 

Secretary -Treasurer:  A.  L.  Vadheim,  Bozeman. 

Assistant  Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bill- 
ings. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Raymond  D.  Grondahl,  Butte. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS — 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  John  M.  Read,  Elko. 


President-elect:  Joseph  M.  George,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  William  M.  Tappan,  Reno. 

Immediate  Past  President:  William  A.  O’Brien,  HI,  Reno. 
Ex-Officio:  Wesley  W.  Hall,  Reno. 

A.M.A.  Delegate:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate:  Thomas  S.  White,  Boulder  City. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Jour- 
nal: Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1965-66— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmitt  M.  Jennings,  Roswell. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 

Immediate  Past  President:  Omar  Legant,  Albuquerque. 

Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A. : Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte 
Vista  Blvd.,  N.E.,  Albuquerque.  Telephone  265-8494. 

Utah  State  Medical  Association 

OFFICERS— 1964-65 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1965  Annual  Session. 

President:  Stanley  R.  Child,  Salt  Lake  City. 

President-elect:  L.  V.  Broadbent,  Cedar  City. 

Past  President:  Scott  M.  Budge,  Logan. 

Honorary  President:  Martin  C.  Lindem,  Salt  Lake  City. 
Secretary  ’67 : Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  AMA:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  AMA:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  Russell  N.  Hirst,  Ogden. 
Alternate  Speaker,  House  of  Delegates:  J.  Clare  Hayward, 
Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Jour- 
nal: Richard  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Warland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 
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What  is  the  single  most 
important  contribution 
to  drug  research  ? 


. 

i 


when  President  Washington  signed  the  first 
U.S.  patent  law.  For  patents  mean  drug  progress.  For 
example,  of  the  604  important  drugs  introduced 
worldwide  since  1941,  the  majority  originated  in  the 
U.S.  drug  industry.  By  contrast,  a major  west  European 
nation,  which  has  no  patent  protection,  contributed  one. 
How  great  is  the  contribution  of  drug  patents? 

The  answer  is  told  in  life  itself:  our  children  live  10  years 
longer  than  we,  and  need  not  suffer  polio,  measles, 
diphtheria,  tuberculosis,  rheumatic  heart  disease,  and  a 
dozen  other  illnesses  we  grew  up  fearing.  We  can 
expect  these  benefits  to  multiply— as  long  as  our  patent 
system  remains  strong. 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.  Washington,  D.C.  20005 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 


4925  EAST  38TH  AVE.-TEL.  388-5731 -DENVER  7.  COLORADO 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


WE  BUY  USED  X-RAY  FILM 

SILVER  FLAKES,  SLUDGE 

Write  for  Details  Today: 

“We  Pay  What  We  Quote ” 

C.  VAUGHAN  & CO. 

Rocky  Mountain  Agent— 
Richard  Negri,  R.T. 

P.O.  Box  10201,  University  Park  Station 
Denver,  Colorado  80210 


NOW... 3 sparkling-new 

Shadford  • Fletcher 


Eyewear  offices 


laaTor 


to  serve  your  patients  better 


More  important,  you  can  rest  assured  because 
we  consider  our  service  an  extension  of  your 
professional  care  and  concern.  That's  why  we'd 
never  gamble  with  your  Rx  and  shortchange 
your  patients'  vision  by  compromising  with 
quality.  We  dispense  only  the  finest — 

Shadford -Fletcher  Quality! 


86 


Rocky  Mountain  Medical  Journal 


Which  Will  It  Be,  Doctor? 

YOUR  SAVINGS? 
or  YOUR  INSURANCE? 


Which  will  you  rely  upon  if  disability 
interrupts  your  practice? 

Why  risk  your  savings  when  you  can 
provide  an  emergency  income  through 

return  the  coupon  for  full  details 


underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— Omaha,  Nebraska 

(MO) 


your  Medical  Society's  Income  Con- 
tinuation plan? 

UP  TO  $800  A MONTH 
AT  LOW  COST! 


VINCENT  ANDERSON  CO.,  INC. 

2nd  Floor,  R.R.  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection 
Plan  of  the  Colorado  Medical  Society. 

NAME  

ADDRESS 

CITY  STATE 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders . 


Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


John  W.  Myers,  m.d.,  Medical  Director 
Henry  T.  Penley,  m.d.,  Psychiatrist 
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WANT  ADS 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


SOLO  GENERAL  PRACTICE  grossing  over  $50,000.  Complete 
records.  Equipment  available.  $4,000  and  terms.  Reply  to 
Box  8-7-TF,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  8-7-TF 


INTERNIST,  Board  Certified  or  qualified  for  Multispecialty 
6-Man  Group  in  Midwestern  community  with  250-bed 
hospital.  Salary  or  percentage  first  year,  then  progressively 
leading  to  full  partnership.  Reply  to  Box  8-1-3B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  8-1 -3B 


PEDIATRICIAN,  Board  Certified  or  qualified  for  Multi- 
specialty 6-Man  Group  in  midwestem  Community  with 
250-bed  hospital.  Salary  or  percentage  first  year,  then  pro- 
gressively leading  to  full  partnership.  Reply  to  Box  8-2-3B, 
Rocky  Mountain  Medical  Journal,  1809  E.  18th  Avenue, 
Denver,  Colorado  80218.  8-2-3B 


ORTHOPEDIC  SURGEON  interested  in  relocating.  Would  like 
another  Orthopedic  Surgeon  to  take  over  existing  practice 
in  area  of  the  Southwest  offering  vast  facilities  in  sports  for 
the  entire  family  both  winter  and  summer.  Facts  and  figures 
furnished  on  request.  Address:  312  South  Lake  Street,  Farm- 
ington, New  Mexico.  8-14-TF 


FOR  SALE — Complete  Clinical  and  X-ray  Laboratory  equip- 
ment. G.E.  Maxicon  Unit  R & F Comb.  Hyd.  table,  200 
M.A.,  Spot  Film  Dv.,  Recp.  Buckey,  16  to  1 grid. — Like  new. 
3 Ritter  Elec.  Hyd.  Phys.  tables,  one  never  uncrated.  G.E. 
EKG,  3 Hamilton  upright  Inst,  cabinets,  desks,  files,  20  G.F. 
red  leather  chairs,  small  Amer.  Autoclave,  one  Coreco  Re- 
search Camera,  one  Cine  Kodak  Special  16  MM  Movie  Re- 
search Camera.  Complete  set  of  surgical  instruments.  Call  or 
write  L.  N.  Myers,  MD,  3535  So.  Franklin  St.,  Englewood, 
Colorado.  Phone  781-2146.  8-4-3 


WANTED:  G.P.- — Due  to  death  of  partner,  need  a general 
practitioner.  New  completely  equipped  building.  Salary 
first  year  and  then  partnership.  Contact  S.  Russ  Denzler, 
MD,  118  Dartmouth,  SE,  Albuquerque,  New  Mexico  87106. 
Phone  255-5562,  area  code  505.  8-12-3 


WANTED — Internist  to  associate  in  private  practice  situation 
in  East  Denver.  Prefer  man  just  finishing  training  in  July 
1966.  Call  333-4273  in  Denver  or  write  Box  10-7-3,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colo- 
rado 80218.  10-7-3 
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HEALTH  OFFICER — for  San  Juan  Basin  Health  Unit.  Head- 
quarters— Durango,  Colorado.  Under  State  Merit  System, 
with  excellent  retirement  plan.  Salary  range  $14,220-$16,464, 
longevity  step  to  $17,280.  Employment  may  be  made  at  any 
step  in  the  range,  depending  upon  the  qualification  of  the 
applicant.  Requires  physician  with  public  health  experience. 
Contact  Dalton  Roberts,  Administrative  Officer,  Colorado 
State  Department  of  Public  Health,  4210  East  11th  Avenue, 
Denver,  Colorado  80220.  9-6-2B 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502. 

9-7-TFB 


FOR  SALE:  200  M.  A.  X-Ray  Unit,  New,  Complete  with 
Automatic  Push-Button  Control,  Motor  Drive  Table,  Spot- 
Film  Device,  Floor  to  Ceiling  Tubestand,  and  2 Rotating 
Anode  X-Ray  Tubes.  Special  close-out  price.  Van  Waters  & 
Rogers,  Inc.,  4300  Holly  Street,  Denver  17,  Colorado,  Phone: 
388-5651,  Ext.  85.  10-6-3B 


FOR  SALE — Brick  building  in  Denver,  well  located  and  ar- 
ranged for  semi-hospital  or  special  child  care.  Good  fire 
protection.  Over  16,000  sq.  ft.  Rooms  for  80  to  100  beds. 
$85,000.  Write  54  So.  Elati  Street,  Denver,  Colorado  80223. 

10-4-1B 


WANTED — Physician,  under  35,  to  assist,  then  share  busy 
general  practice  in  Long  Island  area  of  Metropolitan  New 
York  with  young  GP.  Must  have  or  be  eligible  for  New  York 
license,  be  able  to  do  uncomplicated  OB,  assist  at  Surgery. 
Salary  first  year,  then  increasing  percentage  to  full  partner- 
ship. Reply  to  Box  10-3-3B,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Ave.,  Denver,  Colorado  80218.  10-3-3B 


ANESTHESIOLOGIST,  age  42,  University  trained,  desires 
partnership  or  solo  in  West,  especially  Rocky  Mountain 
states.  Will  finish  March  1966.  Reply  to  Box  10-2-1B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218.  10-2-1B 


INDUSTRIAL  PHYSICIAN  WANTED  for  an  Atomic  Energy 
Facility  of  some  2,700  employees,  located  approximately  18 
miles  northwest  of  Denver.  Wonderful  opportunity  for  young 
doctor  to  become  established  in  Industrial  Medicine  with 
large  international  company.  Must  have  or  be  able  to  ob- 
tain Colorado  license.  Regular  hours,  many  fringe  benefits. 
Please  send  resume  to  The  Dow  Chemical  Company,  Tech- 
nical Placement,  P.  O.  Box  888,  Golden,  Colorado.  Operating 
Contractor  for  the  Atomic  Energy  Commission.  An  Equal 
Opportunity  Employer.  Can  consider  only  U.  S.  Citizens. 

10-1-1B 


ST.  JOHNS — County  Seat  of  Apache  County,  located  mid- 
way between  Phoenix  and  Albuquerque,  population  1,800 
with  town  serving  area  of  3,000.  The  town  has  excellent 
schools,  new  modern  airport,  municipal  swimming  pool  and 
many  facilities  for  the  family. 

Medical  facilities  include  fully  equipped  clinic  with  large 
waiting  room,  offices,  treatment  rooms,  emergency  rooms  and 
maternity  wing.  Also  city  owned  and  operated  x-ray  and 
laboratory  facilities  with  percent  of  income  going  to  the 
Doctor.  Hospitals  currently  operating  in  towns  nearby,  the 
closest  about  a 25-minute  drive. 

Contact  Medical  Services  Committee,  P.O.  Box  296,  St.  Johns, 
Arizona.  9-3-3B 


HEALTH  OFFICER — For  Northeast  District  Health  Depart- 
ment. Beginning  salary  $15,800.  Established  health  unit 
with  headquarters  in  Sterling,  Colorado.  Position  requires 
graduation  from  approved  medical  school  and  two  years  pub- 
lic health  experience.  (M.P.H.  may  be  substituted  for  ex- 
perience.) Please  contact  Dalton  Roberts,  Administrative  Di- 
rector, Colorado  State  Department  of  Public  Health,  4210  East 
11th  Avenue,  Denver,  Colorado  80220.  9-2-2B 


NEED  DENTIST  in  small  Wyoming  town  of  6,000-7,000  area 
in  next  six  months.  Will  sell  or  lease  IV2  year  old  building 
to  interested  party.  Reply  to  Box  8-3-5B,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218. 

8-3-5B 
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EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


, 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 


That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 


MEMBER 


PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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^PERFECT! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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Tar  Gard  Exhibit,  94th  Annual  Meeting,  California  Medical  Association 
San  Francisco,  March  28-31, 1965 


Report  on  Tar  Gard  Exhibit,  California  Medical  Association,  94th  Annual  Meeting 


What  does  a racing  car  have  to  do  with  Tar  Gard? 

This  was  the  first  question  asked  by  most  of  the 
attending  physicians. 

They  both  benefit  from  the  principle  of  the  Venturi 
tube:  "A  convergent-divergent  duct  in  which  the 
pressure  energy  of  an  air  stream  is  converted  into 
kinetic  energy  by  the  acceleration  through  the  nar- 
row part  of  the  wasp-waisted  passage.”  — common 
applications:  the  automobile  carburetor,  Ehrlen- 
meyer  suction  jar,  the  bedside  respirator  used  in 
critical  respiratory  management,  and  Tar  Gard. 

In  Tar  Gard,  the  accelerated  (approximately  200 
m.p.h.)  tar-filled  smoke  is  stopped  abruptly  by  an 
impingement  barrier.  The  amount  of  tar  captured 
by  Tar  Gard  was  dramatically  demonstrated  at  the 
meeting  by  means  of  a smoking  machine  set  to 
simulate  an  average  smoking  pattern. 

Physician  reaction:  The  general  reaction  of  phy- 
sicians who  witnessed  the  quantity  of  tar  trapped 
from  just  one  cigarette  was  that  Tar  Gard  makes 
a convincing  case  against  cigarettes— that  it  is  best 
for  patients  to  stop  smoking.  But,  if  they  insist  on 
persisting,  perhaps  Tar  Gard  can  afford  a signif- 


icant degree  of  protection  which  is  otherwise  un- 
available to  smokers. 

See  for  yourself  the  amount  of  tar  captured  by 
Tar  Gard  from  just  one  filter  cigarette.  If  you  have 
not  already  received  a complimentary  Tar  Gard, 
simply  fill  in  the  coupon  and  mail  it  to  TAR  GARD, 
2 Pine  Street,  San  Francisco. 

After  you've  seen  it  used,  we  think  you’ll  agree 
that  Tar  Gard  can  be  important  to  your  patients 
who  continue  to  smoke. 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  □ Please  bill  me. 

Name „ 

Type  of  Practice „ 

Address 

City State .Zip - - — 

TO  <^JHH 
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Library  College  of  Physicians 
19  South  22nd  Street 
Philadelphia,  Penn. 
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the  difference  between  cough  and  relief 


Benylin*  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
per  cent  alcohol. 


for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-iike  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gallon. 
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PARKE,  DAVIS  A COMPANY,  Detroit,  Michigan  48232 
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vivo  measurement 
LUTREXiN  (Lututrin)  on 
ntracting  uterine  muscle 


ulrexm 


H W.&D.  BRAND  OF  LUTUTRIN 

3000  UNIT  TABLETS 


The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor”  for  Lutrexin  (Lututrin). 


Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 
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SQUARE  TOP  MOUNTAIN 

Square  Top  Mountain  rises  in  mono- 
lithic splendor  from  the  shores  of 
Green  River  Lake,  near  the  head- 
waters of  the  Green  River.  In  the 
Bridger  Wilderness  of  Bridger  Na- 
tional Forest,  the  area  is  a favorite 
of  fishing,  hunting  and  pack-trip 
enthusiasts.  These  mountains  are  a 
part  of  the  Wind  River  Range,  on  the 
west  slope  of  the  Continental  Divide. 
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to  clear 
an  infected 
stream 


nalidixic  acid 


Treat  the  source.  The  gram- 
negative pathogens  that  cause 
most  urinary  tract  infections. 
Treat  them  with  a specific  drug. 
NegGram.  Clinical  tests  show  that 
in  adults  two  500  mg.  NegGram 
Caplets®  orally  four  times  a day 
will  clear  up  most  gram-negative 
urinary  infections.  Quickly.. .effec- 
tively...with  minimal  side  effects. 

Gram-negative  urinary  infection 
-cystitis,  pyelitis,  pyelonephri- 
tis, prostatitis,  urethritis?  Start 
first  with  NegGram... “a  good 
‘starting’  drug.”1  NegGram 
“...treatment  may  be  first  choice 
in  potentially  curable  gram  nega- 
tive bacterial  urinary  infections.”2 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment.  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  In  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  In  patients  with  liver  disease  or  severe  Impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive  reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  S00  mg.  four  times  dally) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  Is  Indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 

References:  (1)  Carroll,  G.:  Urologists'  Letter  Club,  June  1, 1964.  (2)  McDonald. 

D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


Indications:  Diarrhea.  Contraindications:  Kaolir 
Withhold  if  diverticulosis  is  present  or  suspectet 
Precautions:  Sulfonamide:  Continued  use  require 
supplementary  administration  of  thiamine  and  vit; 


When  the  diarrhea  sufferer  has  run  th 
gamut  of  home  remedies  without  succes: 
pleasant-tasting  cremomycin  can  answe 
the  call  for  help.  It  can  be  counted  on  t 
consolidate  fluid  stools,  soothe  intestine 
inflammation,  inhibit  enteric  pathogen' 
and  detoxify  putrefactive  materials  — usi 
ally  within  a few  hours. 

CREMOMYCIN  combines  the  bacteriostati 
agents,  succinylsulfathiazole  and  neorrh 
cin,  with  the  adsorbent  and  protective  df 
mulcents,  kaolin  and  pectin,  for  compre 
hensive  control  of  diarrhea. 


your  3 for 
Cremomycin 
can  provide  relief 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ^ 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

© MERCK  SHARP  &D0HME 


Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


where  today’s  theory  is  tomorrow’s  therapy 


min  K.  Neomycin:  Patient  should  be  observed  for 
new  infections  due  to  bacteria  or  fungi.  Side  Effects: 
Sulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
skin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
vitamin  K synthesis  has  been  observed.  Neomycin: 
Nausea,  loose  stools  possible. 

Before  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


When  doctors  talk  to  doctors... 


Multivitamin- Mineral  Maintenance  Therapy 

prescribe  it! 


The  Stuart  Company 

Pasadena,  California 

Division  of  Atlas  Chemical  Industries,  Inc. 


“Drops  for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid— my  kids  take  it  every  day.” 


Give  them  any  sample  you’ve  got,  but  first 
check  to  see  if  we  have  any  Stuart  Formula.” 


“Take  him  off  the  yogurt!  Put  him  on  Stuart 
Formula — -you  can  be  sure  it’s  complete.” 


“Multivitamin  formulas?— well  there’s  Stuart 
Formula  and— ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less.” 


“Where  can  you  get  a decent  liquid  multivitamin 
that’s  not  part  muscatel? — Stuart  Formula  has 
a liquid.  I don't  know  off-hand  who  else  puts 
one  out  that  is  as  complete.” 


"Why  don’t  you  try  prescribing  a physician’s 
vitamin  formula — Stuart  Formula?  Once  his  nu- 
tritional status  is  improved,  he  won’t  need  all 
that  door-to-door  food-fad  nonsense.” 


“Why,  I can’t  see  where  this  is  any  better  than 
Stuart  Formula,  even  if  the  capsule  is  three 
colors." 


“The  doctor  is  too  busy  today.  See  you  next 
trip.  But  could  you  leave  some  Stuart  Formula 
for  us?” 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown’ 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
hCranbury,  N.J.  cm-sisi 


Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are . . . 

Bamadex° 

d-amphetamine  sulfate  (15  mg.)  and  meprobamate (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexiqenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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the  first  8-hour  aspirin 

for  continuous  relief 
of  pain  and  stiffness  in 
rheumatoid  arthritis 
up  to  8 hours 
with  each  dose 


_ _ new 

Measurin 

(timed-release  aspirin) 

the  first 
8-hour  aspirin 


MEASURIN  provides  the  full  analgesic  benefits  of  pure  aspirin  both  promptly 
and  for  up  to  8 hours... with  each  oral  dose. 

MEASURIN  is  the  only  long-lasting  pure  aspirin  arthritic  patients  can  take  at 
bedtime  for  analgesia  throughout  the  night... and  prevailing  relief  of  pain 
and  stiffness  upon  arising. 


MEASURIN  is  the  aspirin  of  choice  for  chronic,  low-grade  pain. 


The  prolonged  benefits  of  new  Measurin 

Less  nighttime  discomfort,  less  morning  stiffness,  fewer  nighttime  awakenings, 
less  pain  upon  arising  with  new  Measurin  compared  to  two  bedtime  dosages  of 
regular  aspirin— shown  in  double-blind,  crossover  study  of  26  patients  with  rheu- 
matoid arthritis  and  fibrositis* 


Results  clearly  indicate  the  superiority  of  Measurin  timed-release  aspirin  to  two  bedtime  dos- 
ages of  regular  aspirin.  Measurin  patients  had  significantly  less  nighttime  discomfort,  significantly 
less  morning  stiffness  (fig.  1),  and  significantly  fewer  nighttime  awakenings  (fig.  2). 

Measurin  patients  also  displayed  significantly  less  pain  upon  arising,  lasting  into  the  morning 
(fig.  3).  During  the  afternoon  and  evening,  both  8-hour  Measurin  and  regular  q.  4 h.  aspirin 
proved  superior  to  20  gr.  regular  aspirin  q.  8 h.  — the  difference  reaching  high  statistical  signifi- 
cance in  the  evening. 

Objectively,  the  investigator  considered  Measurin  superior  to  either  dosage  schedule  of  regular 
aspirin  in  23  of  the  26  patients.  Only  one  patient  preferred  either  of  the  other  regimens  to  * 
Measurin.  *Clinical  reports  on  file,  Chesebrough-Pond's  Inc.,  New  York,  N.Y. 

The  unique  mechanism 
of  new  Measurin . . . 

One  20-grain  dose 
(2  Measurin  tablets) 
releases  10  grains 
promptly,  followed  by 
sustained  release  of 
the  remainder. . . 
controlled  by  this  new 
principle  of  action: 


Unlike  enteric  coatings  or  capsules  of  delay-action 
pellets,  a Measurin  tablet  is  composed  of  over  6 ,000 
microscopic  reservoirs  of  aspirin. 

Each  reservoir  is  an  individual  aspirin  granule  enclosed 

jMgf-S 

by  an  inert  polymer,  insoluble  in  body  fluids.  Upon  in- 

gestion,  the  tablet  immediately  breaks  apart  and  the 

reservoirs  disperse. 

Gastric  fluids  (black)  diffuse  into  reservoirs  through  semi- 
permeable  walls;  dissolved  aspirin  (blue)  diffuses  out  at 
a controlled  rale  (governed  by  wall  thickness)  designed 
to  provide  optimum  8-hour  blood  levels. 

new 

Measurin 

(timed-release  aspirin) 

for  continuous  relief 
of  pain  and 
stiffness  up  to  8 hours 
with  each  dose 


Chesebrough-Pond's  Inc. 

485  Lexington  Ave.,  New  York,  N.  Y.  10017 


Indications:  Measurin  is  indicated  for  the  relief  of 
low-grade  pain  amenable  to  relief  with  salicylates, 
such  as  in  rheumatoid  arthritis,  osteoarthritis, 
spondylitis,  bursitis  and  other  forms  of  rheuma- 
tism, as  well  as  many  common  musculoskeletal 
disorders.  It  possesses  the  same  advantages  for 
other  types  of  prolonged  aches  and  pains,  such  as 
minor  injuries,  dental  pain,  and  dysmenorrhea. 
Its  sustained  effectiveness  should  also  make  it 
valuable  as  an  analgesic  in  colds,  grippe,  flu  and 
other  similar  conditions  in  which  aspirin  is  indi- 
cated for  symptomatic  relief,  either  by  itself  or 
adjunctive  to  specific  therapy. 

Dosage:  Two  Measurin  tablets  q.  8 h.  have  been 
effective  for  most  analgesic  needs.  This  two-tablet 
(20-grain)  dose  releases  the  blood  level  equiva- 
lent of  10  grains  of  aspirin  promptly  followed  by 
sustained  release  of  the  remainder.  The  10-grain 
(650  mg.)  scored  Measurin  tablets  permit  admin- 
istration of  aspirin  in  multiples  of  5 grains  (325 
mg.),  allowing  individualization  of  dosage  to  meet 
the  specific  needs  of  the  patient. 

With  regular  aspirin  dosage  schedules,  one  10 
grain  Measurin  tablet  may  replace  any  5-grain 
tablet,  but  with  twice  the  duration  of  activity. 
Whenever  possible,  two  tablets  (20  grains)  should 
be  given  before  retiring  to  assure  relief  through- 
out the  night— and  prevailing  pain  relief  upon 
arising. 

Measurin  has  been  made  in  a special  capsule- 
shaped tablet  to  permit  easy  swallowing.  How- 
ever, for  any  patients  who  have  difficu  Ity,  Measurin 
tablets  may  be  crumbled  without  loss  of  sus- 
tained-release effect. 

Side  Effects:  Side  effects  encountered  with  regu- 
lar aspirin  may  be  encountered  with  Measurin. 
Tinnitus  and  dizziness  at  saturation  dosage  are 
the  ones  most  frequently  encountered. 
Contraindications  and  Precautions:  Measurin  is 
contraindicated  in  patients  with  marked  aspirin 
hypersensitivity,  and  should  be  given  with  ex- 
treme caution  to  any  patient  with  a history  of 
adverse  reaction  to  salicylates.  It  may  cautiously 
be  tried  in  patients  intolerant  to  aspirin  because 
of  gastric  irritation,  but  the  usual  precautions  for 
any  form  of  aspirin  should  be  observed  in  pa- 
tients with  gastric  ulcers,  bleeding  tendencies,  or 
hypoprothrombinemia. 


understanding...  precedes  development 


at  Merck  Sharp  & Dohme... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 


©MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc  . West  Point,  Pa. 


where  today’s  theory  is  tomorrow’s  therapy 


Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN.., 

vm  @am  rife  on  PERCODAN 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


•U.S.  Pats.  2,628,185  and  2,907,768 


in  scalp  dermatitis 


r*  w ■ 
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Syna  lar  solution 


[ liuucmuiunv  ULUtunaiv/ 


the  results  show ... the  treatment  doesn't 

“...50  of  the  85  patients  enjoyed  complete  remission.... 
Thirty-one  patients  exhibited  moderate  improvement.... 


Synalar  Solution  provides  the  most  potent 
topical  corticosteroid,  fluocinolone  acetonide, 
at  the  site  of  the  problem— without  the  stain, 
odor,  residue  of  lotions  and  other  scalp  medi- 
cations. 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Precautions : In  some  patients  with  dry  lesions,  the 
solution  may  increase  dryness,  scaling,  or  itching. 
Application  to  denuded  or  fissured  areas  may  pro- 
duce burning  or  stinging.  Although  propylene  glycol 
has  some  antiseptic  activity,  infected  lesions  require 
appropriate  evaluation  and  therapy.  As  with  all  drugs, 


use  with  caution  in  pregnant  patients.  Side  Effects: 
Side  effects  are  not  encountered  ordinarily  with 
topically  applied  corticosteroids.  As  with  all  drugs, 
however,  a few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  Availability: 
Synalar  (fluocinolone  acetonide)  Solution  0.01%  in 
a vehicle  of  propylene  glycol  with  citric  acid  as  pre- 
servative—20  cc.  and  60  cc.  plastic  squeeze  bottles. 

'Lubowe,  I.  I.:  Scalp  dermatoses:  Treatment  with  fluocinolone 
acetonide  in  propylene  glycol.  Skin  3:267  (Sept.)  1964. 


fluocinolone  acetonide  — an  original  steroid  from 


SYNTEXE3 


LABORATORIES  INC,  PALO  ALTO.  CALIF. 
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Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients— even  whin  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention  . . .the  enteric  coating  assures 
gastric  tolerance. ..and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


' ' | | 'I  L ' 
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Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


•i 


for  all  you  cold  sufferers  who’ve  been  looking  for  a cure-all. 

hey  can’t  cure  a cold.  We  can’t  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
laking  the  patient  comfortable  and  the  cold  bearable. 

he  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
lovahistine  LP. 

ovahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
logic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
'ill  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
d enjoy  normal  and  free  breathing. 

Ise  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
atients  who  operate  machinery  or  motor  vehicles 
nat  drowsiness  may  result, 
ach  Novahistine  LP  tablet  contains:  phenyle- 
hrine  hydrochloride,  25  mg.,  and  chlorpheniramine, 
naleate,  4 mg. 

'ITMAN-MOORE 

(vision  of  The  Dow  Chemical  Company,  Indianapolis,  Indiana 

For  relief  of  nasal  congestion. 


The  human  spine  is  not  engineered  », 
prolonged  sitting  at  desks,  pianos,  ty» 
writers  and  drafting  boards.  The  stres  $ 
set  up  by  the  heavy,  forward-tilted  he 
and  trunk,  balanced  precariously  one 
insufficient  base,  result  in  strain  of  < 
dorsal  musculature,  particularly  at  < 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  at 
gesic  properties  of  ‘ Soma ’ make  it  es 
daily  useful  in  the  treatment  of  low  b; 
sprains  and  strains.  ‘Soma’  is  wid; 
prescribed  □ to  relieve  pain  □ to  re; 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management 
muscle  spasm,  pain,  and  stiffness  in  a variety 
inflammatory,  traumatic,  and  degenerative  mu:i 
loskeletal  conditions.  It  also  may  act  to  norma  l 
motor  activity  in  certain  neurologic  disturbance 

Contraindications:  Allergic  or  idiosyncratic  rc: 
tions  to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  centra!  nerv: 
system  depressants,  should  be  used  with  caulr 
in  patients  with  known  propensity  for  taking  : 
cessive  quantities  of  drugs  and  in  patients  vil 
known  sensitivity  to  compounds  of  similar  chei 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  ,j 
frequency  is  sleepiness,  usually  on  higher  tlrj 
recommended  doses.  An  occasional  patient  ry 
not  tolerate  carisoprodol  because  of  an  individl 
reaction,  such  as  a sensation  of  weakness.  Otr 
rarely  observed  reactions  have  included  dizzincj 
ataxia,  tremor,  agitation,  irritability,  headache,  • 
crease  in  eosinophil  count,  flushing  of  face,  <t 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leu 
penia,  occurring  when  carisoprodol  was  adm 
istered  with  other  drugs,  has  been  reported,  as  Is 
an  instance  of  fixed  drug  eruption  with  carisoproi) 
and  subsequent  cross  reaction  to  meprobamai 
Rare  allergic  reactions,  usually  mild,  have  induct 
one  case  each  of  anaphylactoid  reaction  with  rr  j 
shock  and  angioneurotic  edema  with  respiratu 
difficulty,  both  reversed  with  appropriate  thera’. 
In  cases  of  allergic  or  hypersensitivity  reactio , 
carisoprodol  should  be  discontinued  and  approi  - 
ate  therapy  initiated.  Suicidal  attempts  may  p- 
duce  coma  and/or  mild  shock  and  respiratv 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tatt 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tabl 5 
and  250  mg.  orange,  two-piece  capsules. 
Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  straim 

SOMA 

(CARISOPRODOL 


Wallace  Laboratories,  Cranbury,  N.J 

® 26S01. 
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DIRECTORY 


The  1 966  edition  of  the  Rocky  Mountain  Medical  Directory  will  be  sent  to 
all  active  members  in  the  six  Rocky  Mountain  states  in  March.  It  will 
feature  a complete  roster  of  the  six-state  membership  including  name, 
address,  phone  number,  specialty  and  type  of  practice. 


(t till  ipu  bn  litdnd  cjohhsudhj.? 

The  Executive  Office  is  making  every  effort  to  update  the  1 965  edition  and 
assure  complete  accuracy  in  the  new  publication  based  upon  information 
brought  to  its  attention  since  March  1 , 1 965.  You  can  help  by  immediately 
( before  December  31,1 965 ) notifying  the  Executive  Office  of  any  changes 
in  your  listing  during  the  past  year.  The  postcard  below  is  for  your 
convenience  in  giving  us  information  exactly  as  you  wish  it  to  appear  in 

the  1966  Directory. 


TEAR  OUT  AND  MAIL  THIS  CARD  NOW  ! ! ! 
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Place 
4c  Stamp 
Here 


Colorado  Medical  Society 

1809  E.  18th  Ave. 

Denver,  Colorado  80218 
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over 
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EXPLANATION  OF  LISTINGS  AND  SYMBOLS 


Information  concerning  each  member  in  good  standing  as 
of  January  31,  1966,  of  the  six  State  Medical  Societies  and 
Associations  is  presented  in  the  following  sequence: 

Surname,  Given  Name  or  Initials;  Professional  Address; 
Professional  Telephone  Number;  City  or  Town  (with  post  office 
zone  numbers,  if  zone  numbers  are  reported  to  the  Editors); 
Symbol  indicating  specialty;  Symbol  or  words  in  parentheses 
( ) indicating  Field  of  Practice. 

SYMBOLS — Symbols  indicate  limitation  of  practice  to  a 
specialty,  or  special  interest  without  limitation  of  practice, 
according  to  the  following  list  as  used  and  recognized  by  the 
American  Medical  Association  in  its  Directories.  Physicians 
retired  from  practice  will  be  indicated  by  "Ret."  Each  member 
is  accorded  the  privilege  of  designating  his  own  special  interest 
or  limitation  of  practice  by  these  symbols,  but  only  one  such 
symbol  may  be  listed  by  any  member. 


A 

— Allergy 

Ob 

— Obstetrics 

ALR 

— Otology, 

ObG 

— Obstetrics  and 

Laryngology, 

Gynecology 

Rhinology 

Oph 

— Ophthalmology 

Anes 

— Anesthesiology 

Or 

— Orthopedic  Surgery 

Bact 

— Bacteriology 

P 

— Psychiatry 

C 

— Cardiovascular 

Path 

— Pathology 

Disease 

Path-CP  — Pathology  and 

CP 

— Clinical  Pathology 

Clinical  Pathology 

D 

— Dermatology 

Pd 

— Pediatrics 

G 

— Gynecology 

PH* 

— Public  Health 

GE 

— Gastroenterology 

PL 

— Plastic  Surgery 

GP 

— General  Practice 

PM 

— Physical  Medicine 

HAd 

— Hospital  Adminis- 

PN 

— Psychiatry  and 

tration 

Neurology 

1* 

— Internal  Medicine 

Pr 

— Proctology 

Ind 

— Industrial  Practice 

Pul 

— Pulmonary  Diseases 

N 

— Neurology 

R 

— Roentgenology, 

NS 

— Neurological  Surgery 

Radiology 

OALR 

— Ophthalmology, 

S 

— Surgery 

Otology,  Laryn- 

TS 

— Thoracic  Surgery 

gology,  Rhinology 

U 

— Urology 

*The  asterisk  indicates  that  practice  is  limited  to  that 
specialty;  the  symbol  without  an  asterisk  indicates  special 
attention  to,  and  interest  in,  that  specialty  without  limitation 
of  practice.  Symbol  for  Internal  Medicine  and  for  Public  Health 
is  used  only  when  the  member  stated  that  he  limits  his  practice. 


Symbols  or  words  in  parentheses  ( ) indicates  the  member's 

Field  of  Practice  as  follows: 

(PP)  Engaged  in  PRIVATE  PRACTICE  of  medicine  (either  full- 
time or  part-time). 

(Intern)  Engaged  full-time  in  internship. 

(PG)  Engaged  full-time  in  postgraduate  study. 

(Research)  Engaged  full-time  in  scientific  research. 

(Armed  Forces)  On  full-time  Active  Duty  with  the  Medical 
Department  of  the  United  States  Army,  Navy,  Air  Force, 
Marine  Corps,  or  Coast  Guard. 

(PH)  Engaged  full-time  in  one  of  the  state,  district,  county,  or 
city  public  health  departments,  not,  however,  with  the 
United  States  Public  Health  Service. 

(USPHS)  On  full-time  Active  Duty  with  the  United  States 
Public  Health  Service. 

(Gov)  Engaged  full-time  in  a federal  governmental  medical 
activity  other  than  the  Armed  Forces  and  the  U.  S.  Public 
Health  Service;  includes  the  Veterans  Administration,  Indian 
Service,  etc. 

(Med.  School)  Engaged  full-time  on  the  faculty  of  a medical 
school. 

(Student  Health  Service)  Engaged  full-time  by  the  established 
Student  Health  Service  of  a university  or  other  institution 
of  higher  learning. 

(School  Health  Service)  Engaged  full-time  by  the  health  service 
of  a primary  or  secondary  public  school  system. 

(Exec)  Engaged  full-time  in  an  executive  capacity. 

(Ind)  Engaged  full-time  in  industrial  medicine  or  surgery  by  an 
industrial  firm. 

(Hosp)  Engaged  full-time  by  a hospital. 

(State  Hosp)  Engaged  full-time  by  a state-operated  hospital. 

(Student)  Member  of  local  chapter  of  the  Student  A.M.A. 

(Non-M.D.)  Non-physicians  engaged  in  medical  teaching  or  in 
the  practice  of  professions  closely  allied  to  medicine. 


Extra  Directories  Are  for  Sale  While  They  Last 

One  Directory  is  mailed  free  of  charge  to  each  member  of  the  six  par- 
ticipating state  medical  societies  as  a service  of  the  Journal.  Other  persons 
having  legitimate  need  for  the  Directory  may  purchase  copies  at  $5.00  each. 
A member  may  purchase  one  additional  copy  for  his  personal  use  at  $3.00, 
but  will  be  billed  $5.00  per  copy  for  any  additional  or  subsequent  orders. 
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(Correction,  f-^lease! 

JSE  THIS  j 

Please  correct  and  add  my  listing  to  the  1966  Rocky  Mountain  Medical  Directory  as  follows: 

ERECTION  i 

Name 

Tel. 

No. 

CARD  ! 

i 

Office 

Address 

► ! 

1 

1 

City  & Zone 

State 

i 

i 

i 

Specialty 

Field  of 
Practice 

i 

i 

i 

One  only.  If  limited  exclusively, 
indicate  by  asterisk* 

One  only.  See  listing. 

If  there  are  any  corrections  or  additions  to  your  listing  as  it  is  now  carried  in  the  1965  Directory,  return 
this  card  no  later  than  December  31,  1965,  which  is  the  cut-off  date  for  changes.  Please  sign  below 
to  indicate  that  you  have  verified  the  above  changes. 


Signature 


Butazolidin  alka 

Each  capsule  contains: 

Butazolidin,  brand  of 
phenylbutazone  100  mg. 

dried  aluminum, 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 

in  painful 
shoulder 


Geigy 


Therapeutic  Effects 

The  acute  phase  of  subdeltoid  bursitis, 
tendinitis  and  associated  periarticular 
inflammation  usually  responds  promptly  and 
dramatically  to  phenylbutazone.  Pain  and 
tenderness  may  be  relieved  within  24-48 
hours  and  mobility  of  the  affected  arm 
quickly  restored.  Full  recovery  is  frequently 
achieved  within  7-10  days  so  that  therapy  is 
generally  of  short  duration.  Calcific  deposits 
are  not  specifically  affected  by  treatment, 
but  their  presence  does  not  appear  to  retard 
symptomatic  improvement. 

Phenylbutazone  has  not  replaced  physio- 
therapy, x-ray  treatment,  or  local  injections 
of  hydrocortisone  in  the  more  chronic  condi- 
tions, but  it  may  advantageously  be  com- 
bined with  these  measures. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile,  or  when  other  potent  chem- 
otherapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  con- 
traindicated in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 


including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 


reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  capsule 
q.i.d),  reducing  this,  if  possible,  when  a 
favorable  therapeutic  effect  has  been 
obtained.  If  after  one  week  there  has  been 
no  response,  discontinue  the  drug.  Buta- 
zolidin alka  contains  antacids  and  an  anti- 
spasmodic  to  minimize  gastric  upset, 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 

Also  available: 

Butazolidin® 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


<§* 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


BU  4010P 


...it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
pw  e depression  and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists .” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S):  1-12,  1959 


An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘Deprol’  has  proved  particularly  helpful. 
For  ‘Deprol’  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
may  be  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects;  Side  effects  associated  with  recommended 
doses  of  ‘Deprol’  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  CD-5749 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 


President  Johnson  has  signed  into  law  a modified 
version  of  the  controversial,  so-called  DeBakey  leg- 
islation authorizing  establishment  of  regional  coop- 
erative programs  of  research,  training  and  related 
patient  care  in  the  fields  of  heart  disease,  cancer, 
stroke  and  related  diseases. 

A total  of  $340  million  in  federal  funds  will  be 
available  during  the  next  three  years  to  help  univer- 
sities, medical  schools,  research  centers  and  other 
public  or  nonprofit  institutions,  such  as  hospitals,  and 
agencies  in  ( 1 ) planning,  (2)  conducting  feasibility 
studies  and  (3)  operating  pilot  projects. 

The  legislation  was  amended  in  the  House,  as  rec- 
ommended by  the  American  Medical  Association,  to 
make  it  less  objectionable  to  the  medical  profession. 
Dr.  James  Z.  Appel,  president  of  AMA,  said  the 
some  20  House  amendments  were  substantial  and 
should  “allay  many  of  the  fears  the  medical  profes- 
sion had  about  the  original  bill.” 

But  even  so,  the  AMA  could  not  support  the 
amended  legislation.  Dr.  Appel  said,  “because  we 
believe  it  still  introduces  an  undesirable  concept.” 

The  original  bill  called  for  establishment  of  re- 
gional medical  complexes  and  would  have  included 
“other  major  diseases.” 

As  enacted  into  law,  the  programs  are  to  be  car- 
ried out  “in  cooperation  with  practicing  physicians.” 
Patient  care  is  limited  to  that  “incident  to  research, 
training  or  demonstrations.”  No  patient  can  receive 
such  treatment  except  on  referral  of  a practicing  phy- 
sician. 

Construction  is  limited  to  remodeling  and  reno- 
vation of  buildings  and  replacement  of  obsolete 
equipment. 

The  Surgeon  General  of  the  Public  Health  Ser- 
vice is  designated  as  the  official  responsible  for  final 
approval  of  federal  grants  under  the  program.  How- 
ever, he  can  act  only  upon  the  recommendation  of 
a national  advisory  council.  And  an  application  for 
a federal  grant  first  must  be  approved  by  a local 
advisory  committee.  Both  the  national  and  local 
committees  must  include  practicing  physicians. 

Present  federal  plans  call  for  starting  eight  re- 
gional programs  during  the  first  year  and  17  more 
during  the  next  two  years.  As  of  this  writing,  none 
of  them  had  been  announced. 

* ❖ ❖ 

The  Department  of  Health,  Education  and  Wel- 
fare has  ruled  that  physicians  are  not  required  to 
sign  racial  non-discrimination  pledges  in  order  to 
receive  payment  for  treating  federal-state  welfare 
patients. 


The  ruling  followed  protests  of  some  state  medical 
societies  and  individual  physicians  when  some  state 
health  departments  interpreted  the  new  Civil  Rights 
Act  as  requiring  the  signing  of  such  a pledge.  The 
societies  and  physicians  protested  that  such  a pledge 
would  constitute  an  unnecessary  federal  interference 
in  the  patient-physician  relationship. 

The  recent  special  meeting  of  the  AMA  House 
of  Delegates  adopted  a resolution  pointing  out  that 
non-discrimination  conditions  under  the  Principles 
of  Medical  Ethics  and  “willingly  self-imposed  by  the 
medical  profession  far  exceed  any  pledge  of  this 
nature  demanded  by  a federal  bureaucracy.” 

* * * 

The  House  Ways  and  Means  Committee  has  post- 
poned until  next  year  consideration  of  legislation 
that  would  liberalize  the  so-called  Keogh  law.  The 
present  law  permits  physicians  and  other  self-em- 
ployed persons  to  defer  income  taxes  on  a maximum 
of  $1,250  a year  set  aside  in  a retirement  fund.  A 
bill  before  the  committee  would  increase  the  max- 
imum to  $2,500  a year. 

* * * 

Dr.  William  H.  Stewart,  44-year-old  Public  Health 
Service  career  officer,  is  the  new  PHS  Surgeon  Gen- 
eral. 

He  succeeded  Dr.  Luther  Terry  who  resigned  to 
become  vice  president  of  the  University  of  Pennsyl- 
vania. 

Recognized  as  an  expert  in  the  field  of  public 
health  administration,  Dr.  Stewart  had  headed  the 
National  Heart  Institute  since  last  August.  For  the 
previous  two  years,  he  served  as  assistant  to  the  spe- 
cial assistant  to  the  HEW  Assistant  Secretary  for 
Health  and  Medical  Affairs. 

After  being  graduated  from  the  Louisiana  State 
University  School  of  Medicine,  he  served  in  the 
Army  Medical  Corps  from  1946  to  1948.  He  gave 
up  a pediatric  practice  in  Alexandria,  La.,  in  1951 
to  join  the  PHS  Commissioned  Corps. 

* * * 

A total  of  1,529  physicians  will  be  drafted  during 
the  first  part  of  next  year.  The  military  needs  in 
Viet  Nam  made  necessary  an  increase  in  the  doc- 
tor’s draft  over  the  852  called  last  January  and  the 
1,000  in  January,  1964. 

The  1966  draft  will  cover  physicians  who  com- 
pleted their  internships  from  two  to  five  years  ago, 
many  of  whom  now  are  in  private  practice. 

All  those  drafted  will  be  given  an  opportunity  to 
accept  officer  commissions  before  induction. 

Of  the  quota,  949  will  be  for  the  Army,  266  for 
the  Navy  and  320  for  the  Air  Force. 

In  addition  to  the  physicians,  350  dentists  and  100 
veterinarians  will  be  drafted. 
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‘All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren't  alike,  either. 


for  November,  1965 
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V-Cillin  K now  costs  approximately  21  percent  less. 
This  significant  price  decline  constitutes  a substantial 
saving  and  still  offers  these  important  benefits  over 
penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just  three 
250-mg.  doses  daily  provide  total  twenty-four-hour 
penicillin  blood  levels  equal  to  those  achieved  by  injec- 
tion of  600,000  units  of  procaine  penicillin  G.  A 
fourth  dose  increases  daily  penicillemia  to  levels  35 
percent  above  those  achieved  by  injection. 

Consistent  dependability — even  in  the  presence  of  food. 
Comparative  pharmacologic  data  show  that  V-Cillin  K 
produces  peak  blood  levels  twice  as  high  as  those  of 
penicillin  G,  with  half  the  dose. 

New,  thin  coating . . . new  size  and  shape.  The  new  coat- 
ing eliminates  the  characteristically  bitter  taste  of  oral 
penicillin  and  makes  V-Cillin  K tablets  easy  to  swallow. 
The  new  shape  makes  them  easy  for  physicians  and 
pharmacists  to  identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the  treatment  of 
streptococcus,  pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity  reac- 
tions are  much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As  with  any  anti- 
biotic, observation  for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three  times  a day 
to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and  V-Cillin  K, 
Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  1 50- 
cc.-size  packages. 

V-Cillin  K* 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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To  Do  or  Not  to  Do! 


JL  hat  is  the  question.  When  the  Medicare 
storm  was  gathering  we  spoke,  wrote,  reasoned, 
declared,  pled  and  all  but  bled  to  show  the  people 
and  their  national  representatives  that  medical 
care  controlled  by  government  and  paid  for 

by  taxes  is  socialized 
medicine. 

But  our  public  im- 
age deteriorated  and 
we  were  accused  of 
selfishness.  Then  a rubber  stamp  Congress  went 
along  with  the  Administration’s  plan.  Now  that  it 
is  the  law  of  the  land,  our  profession  has  reacted 
in  different  ways.  Some  individuals  and  groups 
advocate  non-participation.  For  example,  the  Asso- 
ciation of  American  Physicians  and  Surgeons  states 
officially  that  every  ethical  physician  in  the  United 
States  should  make  it  known  that  he  is  not  a 
government  doctor  and  is  not  participating  in 
Medicare.  That  association  states  that  no  coer- 
cion would  be  employed  nor  penalties  invoked  in 
order  to  influence  individual  physicians’  decisions. 
Thus,  individually  and  voluntarily,  physicians  who 
believe  that  high  standards  of  medical  care  will 
deteriorate  and  who  therefore  elect  a course  of 
non-participation,  should  not  be  exposed  to  anti- 
trust laws. 

A statement  by  the  Board  of  Trustees  of  the 
AMA  on  last  August  10  also  states  that  non-par- 
ticipation by  the  individual  physician  in  Medicare, 
if  wholly  an  individual  decision,  is  legal.  It  is  also 
moral  and  ethical,  except  in  any  instance  of  emer- 
gency or  when  no  other  physician  is  readily  avail- 
able. No  patient,  physician,  or  hospital  is  required 
to  participate. 

There  are  strong  contrary  opinions.  The  Pres- 
ident of  the  Colorado  Medical  Society,  in  his  re- 
cent presidential  address,  declared  that  in  the 


changing  concept  of  the  practice  of  medicine  we, 
in  struggling  to  maintain  our  ideals,  won  only  a 
distorted  image  and  lost  to  the  politicians.  Fur- 
thermore, if  none  of  us  participate,  bureaucrats 
and  the  rubber-stamp  Congress  would  write  or  re- 
write all  the  rules  and  make  participation  manda- 
tory. 

Therefore,  we  are  at  a point  of  decision — to  go 
along  with  a program  which  we  believe  is  contrary 
to  the  best  interests  of  our  country  and  its  people 
or  abstain  and  make  it  worse! 

The  AAPS,  mentioned  above,  declares  that 
“Efforts  by  any  physician  to  make  this  evil  law 
work  would  constitute  a flagrant  display  of  timid- 
ity, weakness,  and  acquiescence  to  an  unethical 
and  immoral  program.”  We  should  profit,  they 
say  (and  we  agree),  from  the  bitter  experience  of 
British  physicians,  the  majority  of  whom  agreed 
seventeen  years  ago  not  to  participate  in  their 
National  Health  Service.  However,  their  unity  was 
broken  and  dispelled  by  the  “weak,  the  timid  and 
the  greedy.”  How  are  they,  or  we  in  America,  to 
know  whether  adherence  to  their  original  course 
would  have  saved  their  freedom,  preserved  a 
higher  quality  of  medical  care,  and  not  begotten, 
a generation  of  enslaved,  underpaid,  and  discon- 
tented physicians? 

None  among  us  proposes  to  be  weak  or  timid, 
though  it  cannot  be  denied  that  many  politicians 
and  even  some  physicians  are  greedy.  Having 
tried  and  having  lost,  let  us  face,  as  we  must,  the 
law  of  our  land.  Great  socio-economic  changes, 
as  with  history  itself,  unfold  gradually — and  noth- 
ing lasts  forever.  We  are  reminded  of  recent  words 
of  an  oriental  statesman,  that  thinking  and  philos- 
ophy in  his  part  of  the  world  are  attuned  to  cen- 
turies and  thousands  of  years.  This  fact  is  in  sharp 
contrast,  he  said,  to  the  fact  that  American  eyes 
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and  acts  are  focused  upon  the  next  presidential 
election! 

Also  apropos  to  these  thoughts  are  the  still  pro- 
gressive thoughts  of  Harvey  Sethman,  recently 
retired  Executive  Secretary  of  the  Colorado  Med- 
ical Society,  expressed  in  his  departing  address  be- 
fore his  House  of  Delegates.  Perhaps  the  men  of 
medicine  are  blinded  by  the  nearness  of  their 
public  image.  It  will  take  time  for  us  to  digest  Old 
World  wisdom  in  the  light  of  a new  world  thrown 
off  balance  by  its  own  overwhelming  successes. 
Big  businesses  have  organized  and  consolidated  in 
order  that  their  united  voices  shall  be  heard  by 
Big  Government — which  we  now  have  and  are 
destined  henceforth  to  live  with.  Our  profession 
holds  in  the  palms  of  its  hands  the  greatest  com- 
modity on  earth — health  and  life.  Why,  then,  has 
our  public  image  slipped?  Because  we  are  frag- 
mented, subdivided,  and  not  organized  to  have  a 
great  voice  to  be  heard  by  Big  Government  which 
listens  to  just  one  thing — -votes,  tens  and  hun- 
dreds of  thousands  of  votes.  Why  not,  said  Mr. 
Sethman,  a “Super-AMA!”  The  suggestion  is 
realistic  and  geared  to  the  social,  economic,  and 
business  organization  of  our  time.  The  future  may 
well  prove  that  his  proposal  embodies  the  only 
workable  means  whereby  our  profession  can  re- 
gain and  hold  its  rightful  place  in  the  minds  and 
hearts  of  all  people  in  this  greatest  of  modern 
nations.* 


* The  addresses  of  Dr.  Hildebrand  and  Mr.  Sethman  appear 
elsewhere  in  this  issue.  We  hope  that  their  messages  will 
spread  far  beyond  the  readership  of  our  Rocky  Mountain 
States. — Ed. 


t\.nd  not  the  Berlin  Wall  either!  A pertinent 
short  article  appeared  in  the  Newsfront  columns 
of  Modern  Medicine  under  the  catchy  title  “Lon- 
don’s Hospitals  Are  Falling  Down”: 

Charing  Cross,  Lambeth,  and  St.  Mary’s  have  been 
landmarks  in  London  and  in  medicine  for  a long 
time,  but  8 prominent  British 
surgeons  maintain  that  these 
and  most  of  the  city’s  other 
hospitals  are  a serious  menace 
to  health. 

The  surgeons,  including  the  Queen’s  physician, 
made  a survey  of  87  hospitals,  according  to  United 
Press  International,  and  found  them  in  sad  condition. 
Among  the  complaints:  cramped  quarters  for  pa- 
tients and  staff  alike,  poor  ventilation  in  6 of  10 
hospitals,  improper  sterilization  in  9 of  10,  no  mod- 
ernization at  all  since  World  War  II  in  55,  a main 
elevator  at  St.  Mary's  in  danger  of  “imminent  col- 
lapse,” and  floors  and  walls  so  ancient  they  cannot 
be  kept  clean. 

Many  of  us  are  familiar  with  medicine,  our  col- 
leagues, and  the  ancient  hospitals  in  London.  The 
old  buildings  would  be  good  for  several  more 
centuries  with  appropriate  maintenance  and  mod- 
ernization. Their  “falling  down”  can  be  nothing 
other  than  part  of  the  National  Health  Service  in 
its  present  state. 

America  needs  only  to  look  to  its  fatherlands 
for  previews  of  things  to  come  in  our  part  of  the 
world.  Everything  seems  to  evolve  except  human 
personality — its  greed,  social  orders  and  politics. 
At  present  it  appears  that  we  are  to  learn  our  les- 
sons the  hard  way— rather  than  avoiding  the  er- 
rors so  clearly  visible  across  the  seas! 


Handwriting 
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Presidential  address* 


Paul  R.  Hildebrand,  MD,  Brush,  Colo. 


The  privilege  of  accepting  the  honor  of  presi- 
dent of  the  Colorado  Medical  Society  has  been 
enjoyed  by  a long  list  of  doctors.  Yet,  consider- 
ing the  large  number  of  doctors  of  medicine  who 
have  practiced  in  Colorado,  it  is  a rare  and  gen- 
uine compliment. 

Your  president,  because  of  your  action  last 
year  is  being  paid  an  honorarium.  One  cannot 
predict  what  this  influence  may  have  on  future 
nominees.  I trust  it  will  not  impugn  this  office. 
In  defense  of  your  action  there  will  be  a small 
buffer  for  time  lost  to  our  patients  and  expenses 
necessarily  incurred.  One  might  then  say  this 
office  is  in  some  respects  like  that  of  a public 
official  without  an  election  or  that  the  president 
of  our  society  is  a politician  of  necessity.  But 
I’ll  assure  you  that  I am  accepting  this  office  as 
a compliment  and  not  as  a victor  in  the  polling 
place. 

We  are  properly  ready  to  launch  a new  year. 
I am  eager  to  be  on  the  way.  Nominations  for 
the  councils  and  committees  are  finished.  Accept- 
ances have  been  received  with  gratitude,  from 
many  friends  in  the  profession.  The  executive 
staff  has  been  superb.  I want  to  expressly  thank 
the  ladies  in  the  executive  office  for  their  help 
and  assistance  this  year.  The  society  will  miss 
Harvey  Sethman  and  fortunately  we  will  have 
him  available  for  consultation  but  I am  extremely 
happy  to  have  such  an  able  man  as  Don  Derry 
to  be  our  executive  secretary.  If  Jaycie,  Don’s 
wife,  and  Ann.  mine,  will  suffer  a partial  widow- 
hood and  shorter  tempers  for  the  year  we  will 
attempt  to  carry  out  the  duties  and  responsibili- 
ties of  the  office.  Also,  the  Board  of  Trustees 
with  its  Executive  Committee  will  be  involved 
in  what  we  all  know  will  be  the  principal  chal- 
lenge— the  changing  concept  of  the  practice  of 
medicine  that  we  envision  in  the  years  to  come. 

* Delivered  Sept.  22,  1965  at  the  95th  Annual  Session  of  the 
Colorado  Medical  Society  at  Colorado  Springs,  Colo. 


What  is  our  goal  for  the  year?  Politics?  Yes, 
one  of  them.  Doctors  with  the  ability  should  hold 
responsible  public  offices,  and  be  identified  with 
political  parties.  The  PAC  movement  must  be 
particularly  intensified  for  elections  of  1966  and 
thereafter.  Our  own  Council,  the  House  of  Del- 
egates and  the  AMA  must  be  continually  con- 
cerned with  politics.  Politicians  agree  that  in  an 
off  year  election  many  seats  in  the  legislature  are 
lost  to  the  opposition.  To  continue  in  office,  once 
elected,  is  the  art  of  the  politician.  Most  have 
declared  themselves  on  the  current  band  wagon 
and  presuppose  they  are  therefore  glued  to  their 
seats.  If  good  men  are  to  be  elected,  then  indi- 
vidually and  collectively,  we  must  be  willing  to 
give  of  our  time,  and  as  Sen.  Dirksen  said  to  us 
at  AMPAC  recently,  lots  and  lots  of  money.  How 
else  will  creeping  socialism  be  contained  or  be 
defeated? 

Is  our  goal  education?  Yes,  another  goal.  I 
trust  that  there  will  be  continual  reciprocity  be- 
tween our  great  medical  center,  our  Council  on 
Scientific  Education,  the  various  specialty  groups 
and  the  Academy  of  General  Practice.  We  can- 
not neglect  the  current  and  worsening  projected 
shortage  of  registered  nurses,  practical  nurses  and 
other  para-medical  personnel.  We  should  ask  if 
Colorado  could  enlarge  her  facilities  or  acceler- 
ate her  plans  in  this  area.  Requirements  for  nurses 
under  medicare  and  those  of  our  own  Board  of 
Health  seem  almost  facetious,  particularly  re- 
garding smaller  hospitals. 

Our  true  goal  of  course  is  medical  service. 
While  the  rules  and  regulations  are  still  being 
formulated,  we  are  all  aware  of  the  encroach- 
ment of  the  Federal  Government  upon  the  dig- 
nity of  medical  care  as  we  have  known  and  prac- 
ticed it  until  now.  It  has  been  but  one  short  year 
since  Dr.  Childs  said,  “It  is  our  present  task  to 
preserve  this  heritage,  this  unencumbered  oppor- 
tunity to  participate  in  the  finest  medicine  in  the 
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world.”  Organized  medicine  willingly  cooperated 
in  the  Kerr-Mills  approach  to  eldercare  and 
helped  expedite  other  state  and  county  assistance 
programs.  Likewise  we  offered  a healthy  solution 
to  Congress  to  broaden  the  scope  of  federal  assist- 
ance. However  in  the  months  of  hearings  preced- 
ing medicare  we  won  only  a distorted  image 
while  losing  to  the  politicians. 

The  administration  has  offered  organized  med- 
icine a placebo  in  asking  for  guidance  in  formu- 
lating the  prescription  implementing  medicare. 
You  are  all  aware  that  the  AM  A has  had  several 
conferences  in  Washington  on  this  task.  Perhaps 
we  can  help  make  medicare  somewhat  manage- 
able and  even  prevent  escalation  by  those  who 
will  soon  cry  “discrimination.”  Liberalization  will 
follow  and  is  a panacea  to  stubborn  groups  and 
is  an  inborn  weakness  in  Social  Security. 

It  is  not  my  privilege  or  my  intention  to  even 
suggest  what  course  individuals  should  pursue  in 
their  practices  under  medicare  and  it  is  clearly 
evident  that  many  doctors  would  rather  have  no 
part  in  it.  If  none  of  us  would  participate,  bureau- 
crats would  write  all  the  rules  including  making 
participation  mandatory.  So  the  choice  is  ours, 
liking  a program  that  we  feel  is  contrary  to  the 
best  interests  of  our  country  or  abstaining  and 
making  it  worse. 

Under  medicare,  however,  it  does  seem  to  me 
that  changes  will  have  to  be  made  in  our  daily 
routines.  We  will  have  more  than  the  anticipated 
amount  of  our  time  in  the  care  of  geriatrics.  Most 
physicians  in  practice  unless  by  their  specialty  or 
by  exclusion  of  geriatrics  will  find  a need  of 
apportioning  time. 

It  is  said  that  only  8 per  cent  of  our  population 
is  in  this  age  group  but  I believe  nearly  30  per 
cent  of  our  time  will  be  taken  in  their  care.  Will 
doctors  have  to  adopt  the  discipline  of  triage 
accepted  by  the  army  as  a prerequisite  to  caring 
for  large  numbers  of  patients  in  a short  time? 

Hospitals  will  have  more  of  their  present  prob- 
lems in  apportioning  beds,  of  over-utilization  and 
prolonged  stays.  Doctors  on  these  committees  will 
find  it  harder  and  more  time  consuming  in  at- 
tempting to  be  fair.  Again  from  the  recent  pub- 


lication of  our  own  health  department,  smaller 
hospitals  will  find  themselves  not  accredited  or 
worse  because  of  newly  conceived  standards.  One 
can  only  guess  what  problems  confront  the  rest 
homes. 

By  not  apportioning  time  and  hospital  beds,  I 
can  envision  grave  possibilities  that  endanger  the 
proper  care  for  all.  Suppose  a child  would  be 
denied  attention  for  a belated  time  in  an  emer- 
gency because  his  doctor  was  “tied  up”  by  pro- 
longed rounds  of  home  and  hospital  visits  or  geri- 
atric surgery.  Or  suppose  that  because  of  an 
over-filled  hospital  an  emergency  surgical  patient 
couldn’t  be  accepted.  Who  is  to  be  blamed?  I’m 
afraid  our  politicians  will  not  be. 

We  have  other  goals,  responsibilities  and  duties. 
For  example:  we  have  appropriate  committees 
for  coordinating  our  relationship  with  other 
groups.  But,  unless  an  occasion  arises  or  neces- 
sity requires  it,  liaison  is  all  too  infrequent.  I 
believe  we  could  benefit  by  more  frequent  com- 
munication with  the  auxiliary,  the  clergy,  and 
medical  assistants  and  others. 

These  are  some  of  our  known  goals,  things 
that  are  real  and  problems  that  are  perennial. 
Things  have  changed,  however,  and  we  are  face 
to  face  with  the  unknown.  As  problems  arise  we 
will  react  by  conferences  and  relay  our  decisions 
to  you.  On  the  other  hand  we  request  your  indi- 
vidual questions  and  advice.  As  soon  as  possible 
following  this  meeting  we  will  organize  a sem- 
inar for  the  purpose  of  obtaining  an  answer  to 
the  possible  trends  facing  the  Colorado  Medical 
Society. 

Whatever  the  feelings  of  each  individual  as  a 
result  of  the  government’s  impact  on  the  prac- 
tice of  medicine  or  of  the  dicisions  of  your  com- 
ponent society,  the  state  society  or  the  AMA, 
there  must  be  no  deterioration  of  medical  care, 
no  abbreviations  of  education,  no  slighting  or 
professional  relations  nor  negligence  of  our  re- 
sponsibilities in  public  health.  Medical  unity  must 
be  maintained,  more  members  must  take  part  in 
Society  affairs.  If  this  is  accomplished,  medicine 
in  Colorado  and  our  regional  states  will  be  ready 
to  enter  the  changing  concept.  • 


Write  to  your  “What  goes  on”  office,  1809  East  18th  Avenue,  Denver,  Colorado  80218, 
with  information  on  future  meetings,  or  if  you  wish  information  about  meetings. 


32 


Rocky  Mountain  Medical  Journal 


Why  not  a “Super- AMA”?* 

Harvey  T.  Sethman,  Denver 


How  can  anyone  say  Thank  You  to  two  gener- 
ations of  Doctors  who  have  made  possible  an  ex- 
citing and  wonderfully  rewarding  career?  That  is 
what  I would  like  to  do  today.  I’d  like  to  remi- 
nisce about  hundreds  of  interesting  meetings,  the 
fascinating  trips  to  and  from  them,  and  the  always 
stimulating  conversations  with  brilliant  Doctors. 
I’d  like  to  recall  some  of  the  knock-down-drag- 
out  battles  we’ve  all  been  through  together;  some 
that  we  won,  some  that  we  lost.  And  through  it 
all,  you  have  taken  me,  your  employee,  into  your 
professional  family  as  though  I were  one  of  you. 

But  how  can  I really  thank  you,  and  thank  your 
fathers?  Perhaps  best  by  outlining  what  my  long 
experience  has  convinced  me  are  your  greatest 
needs  as  an  organization  and  the  best — possibly 
the  only — way  to  meet  those  needs. 

First,  my  sincere  congratulations  on  the  cali- 
ber of  elective  officers  you  have  selected  over 
those  years.  Your  officers  have  been  truly  dedi- 
cated, not  only  to  skilled  care  of  their  patients 
but  equally  to  the  advancement  of  the  science  and 
art  of  medicine,  the  betterment  of  public  health, 
and  the  welfare  of  your  profession — in  other 
words,  dedicated  to  your  prime  Constitutional 
purposes.  Next,  I am  deeply  grateful  for  the  con- 
tinuing opportunity  to  work  under  the  direction 
of  such  men  and  to  share  in  the  growth  and  ac- 
complishments of  this  Society.  My  only  regret 
is  that  progress  was  not  more  rapid.  These  years 
have  not  been  all  “beer  and  skittles,”  as  we  all 
know. 

So,  finally,  let  us  look  back,  even  more  than 
36  years,  and  see  if  we  can  identify  some  causes 
of  the  profession’s  occasional  or  recurring  organi- 
zational illnesses. 

Identify  the  causes 

Many  of  you  have  said  that  if  your  forebears 
of  80  years  ago  had  been  on  their  toes  and  had 
utilized  even  the  limited  physiotherapy  of  those 

* Delivered  before  the  House  of  Delegates  of  the  Colorado 
Medical  Society  at  its  95th  Annual  Session,  Colorado  Springs, 
September  19,  1965,  on  the  occasion  of  the  author’s  retirement 
after  36  years’  service  as  that  Society’s  Executive  Secretary. 


days,  Osteopathy  would  never  have  started — and 
if  your  forebears  of  sixty  years  ago  had  paid 
attention  to  the  total  psychosome  and  had  referred 
appropriate  cases  for  old-fashioned  massage, 
there  would  be  no  chiropractors.  Students  of  pub- 
lic attitudes  feel  just  as  certain  that  had  Amer- 
ican Medicine,  fifty  years  ago,  really  analyzed  the 
medical  economics  and  sociology  that  were  ready- 
ing England’s  politics  for  a nationalized  health 
service — and  had  American  Medicine  then  acted, 
positively,  instead  of  saying  “It  can’t  happen 
here,”  we  would  not  now  have  a monstrous  Med- 
icare law  on  the  books.  Of  course  every  other 
profession,  business  and  industry  also  has  perfect, 
20-20  hindsight! 

Well,  it’s  old  and  trite  to  say  “Don’t  cry  over 
spilled  milk,”  and  it  does  little  good  to  slap  the 
baby  who  spilled  it.  Instead,  wise  people  designed 
nursing  bottles  and  then  taught  the  growing  child 
how  to  handle  a cup. 

It’s  also  trite  to  say  “You  can’t  learn  any 
younger,”  but  it  is  true;  so  why  not  start,  now, 
to  find  the  underlying  causes  of  the  fast  sociologic 
changes  going  on  in  the  world  today — our  world, 
our  state,  our  own  big  or  little  community?  How? 
By  modern  research.  Why  shouldn’t  organized  med- 
icine, now  and  quickly,  begin  to  teach  its  children 
how  to  avoid  spilling  milk,  how  to  avoid  the  pit- 
falls  and  pratfalls  in  the  ever  quickening  race  for 
social  adjustments? 

Why  not  start  by  calling  all  of  the  children, 
back  home?  Confer  with  them.  Prove  to  them 
that  they  are  welcome,  get  them  to  work  together 
as  a family  again,  to  enlarge  your  and  their  home 
and  improve  it,  and  be  able  to  face  the  world 
united.  You  were  a united  family  once,  around 
the  turn  of  the  century. 

Call  the  “ children ” home 

Your  children?  I mean  your  specialty  groups, 
your  A AGP,  and  your  medical  school  faculties; 
yes,  I mean  the  American  College  of  Surgeons 
and  the  College  of  Physicians  and  all  the  other 
Colleges  and  Boards.  And,  too,  call  back  your 
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nephews  and  nieces,  the  pharmacists  and  nurses, 
and  cousins,  the  dentists  and  veterinarians,  and 
the  still  more  distant  relatives. 

I don’t  suggest  that  you  try  to  turn  any  clocks 
back.  You  can’t,  of  course!  But  all  of  us  can  and 
should  learn  from  history,  and  if — if  we  avoid  its 
mistakes,  history  need  not  repeat  itself.  Ben  Frank- 
lin said  that  we  must  all  hang  together  or  most 
assuredly  we  will  all  hang  separately.  And  most 
of  you  have  bemoaned  what  you  call  the  frag- 
mentation of  medicine : generalist  versus  specialist 
- — -town  vs.  gown — hospital  vs.  doctor — surgeon 
vs.  internist,  ad  infinitum.  While  splitting  your- 
selves into  more  and  more  groups  holding  more 
and  more  meetings  and  charging  more  and  more 
dues,  you  also  bemoan  the  opposite  trend  some- 
where else — namely,  you  bemoan  Big  Govern- 
ment. But  big  government  is  here  to  stay,  and  it 
will  get  bigger.  Medicine,  therefore,  must  some- 
how be  big  enough  to  have  a big  voice  in  big 
government,  if  you  are  to  retain  any  economic, 
social,  and  even  scientific  freedom. 

How  have  others  solved  their  similar  problem, 
or  at  least  approached  its  solution?  Look  at  labor. 
Scores  of  important  but  not  really  powerful  labor 
unions  united  in  the  A.F.  of  L.  Later,  some  of 
them  and  some  others  formed  the  CIO.  Then 
even  these  two  merged.  Other  mergers  created 
the  United  Mine  Workers  and  the  Railroad  Broth- 
erhoods. Those  are  now  known  as  Big  Labor,  and 
their  voice  in  government  has  been  the  biggest 
voice  throughout  the  middle  third  of  this  century. 

But  not  the  only  big  voice.  What  did  faltering 
railroads  do?  They  merged,  and  are  still  merging. 
What  about  forty  or  fifty  automobile  manufactur- 
ers, the  names  of  most  of  them  now  seen  only 
in  libraries  or  antique  museums.  You  know  the 
answer:  General  Motors,  Chrysler,  Ford  and 
American  Motors — four  big  voices.  What  about 
the  scores  of  little  telephone  companies?  But  why 
go  on — you  have  the  message:  Be  big  to  talk  to 
big  government. 

Politicians  not  alone  to  blame 

Don’t  blame  big  government  just  on  the  poli- 
tician. Blame  the  scientist  and  the  inventor  and 
the  technologist  for  developing  instant  electronic 
communications,  mass  air  transportation  and  now 
space  exploration.  Blame  also  the  mass  marketer 
for  placing  identical  boxes  of  cereal  and  identical 
cans  of  frozen  orange  juice  and  identical  TV  din- 
ners in  identical  supermarkets  a few  minutes’  drive 
in  identical  automobiles  from  identical  tract  houses 


by  almost  identically  dressed  (or  undressed) 
housewives! 

Blame  the  demand  of  millions  of  people  for 
constantly  higher  standards  of  living.  With  their 
appetities  for  more  and  more  goods  and  services 
whetted  by  advertising,  and  their  optimism  that 
the  bottom  will  not  fall  out  of  the  Big  Boom, 
their  consumption  of  those  goods  created  big 
manufacturers  and  big  labor.  Then  big  govern- 
ment became  essential! 

Blame  the  increasing  political  lassitude  of  the 
great  middle  class  which  does  a lot  of  unorga- 
nized griping — but  not  at  the  polls  on  election 
day! 

Save  some  of  the  blame  for  yourselves — for  the 
fragmentation  of  medicine  you  now  bemoan — 
for  the  fact  that  less  than  10  per  cent  of  physicians 
do  all  the  voluntary  work  for  their  medical  soci- 
eties while  25  per  cent  (in  the  role  of  scrubroom 
and  locker  room  orators)  criticize  them  daily — 
conspicuously  it  is  they  who  rarely  attend  your 
meetings.  The  remaining  65  per  cent  usually  fig- 
ure they  have  done  their  total  duty  to  organized 
medicine  by  paying  dues  which  they  suspect — 
and  declare — are  too  high. 

Why  the  fragmentation? 

What  started  this  fragmentation,  particularly 
at  the  national  level  but  also  at  the  level  of  most 
state  medical  societies?  Because,  in  the  opinion 
of  astute  medical  statesmen  themselves,  the  AMA 
and  most  state  societies  had  failed  to  appeal  suf- 
ficiently to  those  doctors  whose  prime  scientific 
interest  was  in  only  one  segment  of  medicine.  You 
can  identify  all  the  segments  better  than  I. 

However,  the  AMA  and  most  state  medical 
societies  now  have  the  organization,  the  intelli- 
gence, and  the  staff  and  facilities  to  lead  a move- 
ment that,  in  my  opinion,  is  long,  long  overdue — 
a movement  to  develop  what  I might  call  a “Super- 
AMA,”  in  which  would  be  merged  all  of  today’s 
national  specialty  organizations,  the  AAGP,  the 
medical  school  faculties,  and  our  present  AMA. 
Why  shouldn’t  this  Society — your  Society — start 
the  wheels  turning  right  here  in  Colorado? 

Some  of  you  may  think  this  is  too  radical.  I’m 
sure  some  will  say  it  is  utterly  impossible.  But  it 
is  no  more  impossible,  now,  than  the  aforesaid 
mergers  were  when  they  were  first  proposed.  No 
more  so  than  many  of  today’s  commonplace  con- 
veniences and  so-called  necessities  that  were 
called  impossible  and  impractical  a few  years  ago. 

Never  fear  innovation  if  the  principle  is  sound. 
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Think  back  for  a moment — think  back  to  other 
great  changes  wherein  this  Society  was  the  inno- 
vator, changes  which  at  the  time  many  called 
radical,  impossible,  and  violative  of  all  tradition. 

The  figurative  gray  beards  were  aghast  in  1947 
when  this  House  announced  creation  of  a pub- 
licly available  self-disciplinary  system  headed  by 
a State  Society  “Board  of  Supervisors,”  now  your 
Grievance  Committee.  But  within  a few  years 
every  other  state  society  and  the  AMA  adopted 
it.  A Code  of  Cooperation  with  the  press  and 
radio,  and  later  TV?  Many  doctors  said  “impos- 
sible,” and  others  reviled  the  innovators  with 
language  I won’t  repeat.  Now  almost  every  state 
medical  society  has  copied  your  plan! 

Go  back  even  further.  A brave  member  of  this 
House  of  Delegates  was  laughed  at  in  1931  when 
he  insisted  that  scientific  advances  were  coming 
so  thick  and  fast  that  the  Society  should  meet 
twice  a year  instead  of  only  once.  But  a year  later 
he  prevailed,  and  in  1933  you  held  your  first  Mid- 
winter Postgraduate  Clinics,  later  re-named  the 
Midwinter  Clinical  Session.  Now?  Other  states 
have  copied  it,  and  so  has  the  AMA  ever  since 
1947. 

Efficiency  in  a “Super-AM A” 

So  why  not  another  innovation?  Envision  if  you 
will  a “Super-AMA,”  with  a Division  of  Family 
Practice,  a Division  of  Surgery,  a Division  of 
Medicine,  a Division  of  Pathology,  a Division  of 
Anesthesiology  and  Inhalation  Therapy,  a Divi- 
sion of  Radiology  and  Nuclear  Medicine,  and  with 
every  subspecialty  a department  of  its  appropri- 
ate division.  Then  picture  the  elimination  of  that 
mediocre  two-thirds  of  the  scientific  meetings  you 
have  been  expected  (if  not  ordered!)  to  attend, 
and  sharp  improvement  of  the  remainder.  Just 
imagine  a pool  of  the  incomes  of  these  organi- 
zations. Envision  the  merger  of  their  publications, 
and  the  multiplied  efficiency  by  consolidation  of 
employed  staffs  and  reduction  of  many  of  them. 
(Oh,  oh;  some  of  my  own  colleagues  over  the 
country  won’t  like  that!)  But  why  should  orga- 
nized medicine  continue  the  same  duplicate,  and 
therefore  wasteful,  expenditures  which  you  criti- 
cize in  others  . . . such  as  the  hospital  which  de- 
mands a cobalt  bomb  and  a photocoagulator  just 
because  the  hospital  down  the  block  has  one? 

Merger  and  reunification  appear  to  me  essen- 
tial if  organized  medicine  is  to  survive  as  a real 
social  . . . and,  yes,  political  . . . force  in  this 
country.  Medicine  in  other  countries  splintered 


long  years  before  you  did,  failed  to  reunite,  and 
the  fragments  were  gathered  up  by  governments. 
Look  out!  It  is  happening  here,  and  that  is  why 
I plead  with  you  to  avoid  history’s  mistakes,  to 
reorganize  and  reunite  organized  medicine  to  keep 
pace  with  the  rapidly  changing  times. 

No  business,  no  corporation,  no  labor  union, 
no  occupation  of  any  kind,  has  the  intimate,  per- 
sonal, daily  contact  with  all  of  the  people  that  is 
possessed  by  your  profession.  Your  voice  can  be 
the  biggest  voice  in  Washington,  the  biggest  in  the 
whole  world — if  it  is  united,  if  it  keeps  informed  and 
acts  upon  its  information,  and  if  it  radiates  a sin- 
cere and  convincing  interest  in  the  public  good. 

Let  me  emphasize  that  radiation  of  convincing 
sincerity.  You  cannot  convince  socially  or  polit- 
ically by  saying  “This  is  so  because  I say  so,  be- 
cause I am  a Doctor.”  And  I would  be  less  than 
honest  if  I did  not  add  that  many  physicians  do 
just  that.  Many  of  you  have  told  me  that  all  doc- 
tors are  prima  donnas  and  that  the  nature  of  med- 
ical practice  makes  them  that  way.  Perhaps.  But 
in  trying  to  convince  others,  remember  that  the 
only  prima  donna  people  really  like  is  a pretty 
girl  who  can  sing! 

To  use  that  big,  convincing  voice,  you  need 
more  facts  than  you  now  possess.  The  AMA  and 
probably  each  state  society  needs  a medico-socio- 
economic  research  department,  operated  scientifi- 
cally and  continuously.  You  need  to  research  your 
own  members.  Learn  what  they  are  thinking 
about,  what  they  think  about  your  organizations, 
what  they  expect  and  want  from  medical  societies, 
from  government.  Get  from  them  a “feedback” 
and  learn  how  this  House,  the  officers,  commit- 
tees, and  staff  are  doing,  and  how  to  do  it  better. 
Conversely,  find  out  how  best  to  let  members 
know  what  their  medical  societies  are,  what  they 
do,  what  they  mean  to  both  doctor  and  commu- 
nity. Then  learn  how  to  teach  those  same  facts 
to  patients  and  to  the  community! 

Who  should  do  what? 

Investigate  also  the  proper  activity  spheres  of 
national,  state  and  local  medical  societies.  Just 
for  instance,  should  student  loans  and  scholar- 
ships be  administered  locally,  nationally,  or  some- 
where in  between?  Where  should  continuing  post- 
graduate education  be  administered:  solely  by 
medical  schools,  solely  by  national,  state  or  local 
societies,  or  by  what  combination  of  which?  Should 
state  societies  be  free  to  disagree  publicly  about 
a piece  of  proposed  national  legislation  in  the 
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medical  field?  Or  should  an  appropriate  national 
body  meet  frequently  enough  in  the  field  to  col- 
lect state  and  local  opinions,  with  assurance  that 
the  national  decision  will  be  backed  up  solidly? 

I don’t  know  the  answers  to  those  questions.  I 
doubt  if  you  do  either.  I think  I know  the  answer 
to  one  question:  Should  a dozen  state  society 
Grievance  Committeemen  travel  hundreds  of  miles 
every  month  to  Denver  to  hear  some  patient  hag- 
gle with  a doctor  over  a $10  fee?  I think  not;  I 
believe  local  societies  should  handle  75  per  cent 
of  the  Grievance  Committee  work  now  burden- 
ing your  state  committee,  if  they  will  handle  it 
with  scrupulous  impartiality.  There  are  dozens  of 
other  questions  which  need  prompt,  factual  an- 
swers, placing  responsibility  where  responsibility 
belongs.  Scientifically  conducted  research  will  find 
the  answers. 

But  the  most  important  research  needed  is  con- 
tinuing public  attitude  research  and  motivation 
research.  This  would  dig  out  the  real  meat  of  pub- 
lic sociomedical  problems  that  we  must  face  up 
to  and  help  solve,  if  any  free  enterprise  in  med- 
icine is  to  survive. 

This  kind  of  research  is  done  continuously  by 
big  corporations,  big  labor,  and  big  advertisers. 
Much  of  it  is  called  market  research  and  you,  too, 
have  a market  that  needs  attention.  With  research, 
discover  not  only  the  facts,  but  the  emotional  ap- 
peals. Facts  do  not  always  convince  or  sell,  be- 
cause emotional  appeals  are  frequently  stronger 
with  the  consumer.  The  man  who  makes  a one- 
calorie  soft  drink  has  developed  a scientific  “fact,” 
but  to  sell  it  he  uses  the  emotional  appeal  of  a 
pretty  bathing  girl  in  his  ads,  so  the  fat  man  buys 
the  one-calorie  soft  drink  even  to  use  as  a diluent 
for  a couple  of  hundred  calories  of  alcohol! 

Sources  of  funds 

Research  of  the  kind  I suggest  is  costly.  It 
means  trained  professional  staffs  at  high  salaries. 
It  means  electronic  data  processing  and  computers. 
It  means  keen  analysts  to  assay  the  results.  Where 
can  that  kind  of  money  be  found?  Much  of  it, 
perhaps  most  of  it,  from  the  consolidation  and 
efficiency  of  the  suggested  medical  mergers.  Some 
of  it  should  come  from  new  sources  of  revenue. 
As  a small  example,  this  Society  is  one  of  a dwin- 
dling number  of  medical  societies  which  does  not 
charge  a meaningful  registration  fee  for  its  Annual 
Sessions.  Another  example:  all  state  societies  and 
the  AMA  now  give  away  many  services  for  which 
charges  should  and  can  reasonably  be  made.  New 


services  can  be  developed  that  can  be  sold,  not 
just  to  members  but  to  other  organizations  and 
to  the  public.  I can  envision  profit-making  cor- 
porations that  organized  medicine  could  found 
and  sponsor,  subject  to  all  the  tax  laws,  whose 
profits  could  be  donated  to  your  causes.  Some  of 
your  future  funds  should  come  from  gifts  and 
bequests  which  I suggest  you  actively  seek.  Much 
money  could  be  saved  if  some  of  that  great  major- 
ity of  inactive  doctors  could  be  brought  into  vol- 
untary service.  An  hour  or  two  a week  by  five 
hundred  Colorado  doctors,  right  in  their  own 
home  towns,  could  develop  much  of  the  informa- 
tion you  need  to  research. 

Finally,  especially  if  the  inflationary  spiral  con- 
tinues, some  of  your  funds  must  come  from  higher 
dues,  which  will  become  palatable  only  when  doc- 
tors are  convinced  that  their  medical  society  means 
as  much  to  them  as  the  union  does  to  the  laborer, 
and  that  it  is  worth  more  than  the  country  club 
which  costs  twice  as  much. 

If  my  thoughts  sound  revolutionary,  let  me  re- 
mind you  again  of  the  speed  with  which  our  world 
is  changing,  not  just  in  medicine  but  in  every 
field.  Look  at  education,  where  the  junior  high 
school  mathematics  of  1965  would  confound  the 
college  math  major  of  a generation  ago,  and 
where  in  1965  elementary  schools  include  courses 
in  foreign  languages.  Don’t  be  like  the  Bible-read- 
ing  dad  who  disapproved  because  his  10-year-old 
daughter  was  being  taught  French  in  the  5 th 
grade.  He  rose  in  his  PTA  meeting  to  protest, 
and  informed  the  principal  that  “If  English  was 
good  enough  for  Jesus,  it’s  good  enough  for  my 
kids!” 

Summing  up,  you  need  unity,  real,  all-encom- 
passing unity.  You  need  both  introspective  and 
extrospective  research.  You  need  new  and  scien- 
tific delineation  of  responsibilities.  You  need 
broader  financing.  You  need  fast  action  on  public 
problems  instead  of  delayed  reaction  to  political 
trends! 

Everything  else,  you  have,  in  full  measure! 


In  poker,  they  say  it’s  great  to  quit  when  you’re 
ahead.  As  I retire  from  your  full-time  employ,  I 
most  certainly  am  ahead.  I am  rich  in  memories, 
rich  in  friends,  rich  in  the  satisfaction  of  having 
worked  with  and  for  the  greatest  of  the  profes- 
sions, proud  of  the  staff  I am  leaving  you,  grate- 
ful beyond  words  for  the  honors  heaped  upon  me 
by  your  Society,  the  AMA,  other  medical  societies 
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and  my  own  University— though  unable  to  believe 
that  I deserved  them  all.  And  I am  humbly  thank- 
ful to  Providence  for  what  seemed  like  a chance 
meeting  with  a friendly  acquaintance  in  April, 
1929.  It  resulted  two  days  later  in  a called  meet- 
ing where  a committee  of  your  Society  engaged 


A six  year  survey  of  tuberculin  reactors 
in  a community  in  Colorado. 

The  city  of  Durango,  County  of  LaPlata,  Colo- 
rado, has  always  reported  a low  incidence  of  all 
forms  of  tuberculosis.  With  the  discovery  of  oil  in 
the  Aneth  Oil  Field,  and  uranium  in  San  Juan 
County,  Utah,  the  population  of  LaPlata  County 
has  fluctuated  considerably  due  to  the  migration 
of  oil  and  uranium  workers.  In  order  to  check  the 
effect  of  this  fluctuation  of  population  on  the 
incidence  of  tuberculosis  in  LaPlata  County,  a 
tuberculosis  test  survey  of  the  first  and  seventh 
grade  children  in  the  School  District  9-R, 
Durango,  Colorado  was  proposed. 

First  grade  students  were  chosen  because  this 
was  their  first  adventure  outside  of  the  home 
atmosphere  and  hence  should  provide  an  index 
of  exposure  within  the  family.  Seventh  grade  stu- 
dents were  chosen  because  they  would  have  been 
exposed  to  mass  assemblage  in  school  for  six  years 
and  hence  should  provide  an  index  of  exposure 
within  the  school  and  city  population.  Durango, 
Colorado  was  chosen  because  it  is  a city  of  about 
10,000  population  and  yet  easily  lent  itself  to  a 
survey  of  all  of  the  first  and  seventh  grade  stu- 
dents. 

Procedure 

The  survey  was  started  in  the  Spring  of  1959. 
An  interdermal  test  using  O.T.  supplied  by  the 
Colorado  State  Health  Department  was  used  in 
that  year  only.  In  subsequent  years,  the  Heath 
Test  was  employed,  using  the  P.P.D.  solution 
specified.  According  to  the  National  Tuberculosis 
Association,  the  average  per  cent  of  tuberculin  re- 


me  to  become  your  first  Executive  Secretary. 

I do  not  say  good-bye,  because  while  health 
permits  and  you  desire,  I will  be  at  your  service 
on  a part-time  consultant  basis  as  your  Board  of 
Trustees  has  arranged.  So  this  is  merely — Au 
Revoir!  • 


Tuberculin  test  survey 

F.  M.  Murray,  MD,  Durango,  Colo, 

actors  in  the  United  States  is  as  follows:  age  0 to 
6 years  equals  1 per  cent  or  less;  age  6 to  10 
years  equals  3 per  cent  or  less;  age  10  to  14 
years  equals  around  5 per  cent.  Table  1 sum- 
marizes the  results  of  this  survey. 

TABLE  1 

TUBERCULIN  TEST  SURVEY 


1959- 

Year  1959  1960  1961  1962  1963  1964  1964 


No.  1st  Grade  250  243  256  269  174  241  1,433 

No.  Positive  2 4 6 6 0 3 21 

% Positive  0.8  1.7  2.3  2.2  0 1.2  1.4 

No.  7th  Grade  145  195  204  262  142  268  1,216 

No.  Positive  5 9 20  36  6 12  88 

% Positive  3.4  4.6  9.8  13.7  4.2  4.4  7.2 

Total  Tests  395  438  460  531  316  509  2,649 

Total  Positive  7 13  26  42  6 15  109 

Total  % Positive  . 1.7  2.0  5.6  7.9  1.9  2.9  4.1 


Conclusions 

From  the  survey  the  following  conclusions 
have  been  drawn: 

1.  LaPlata  County,  Colorado  has  an  average 
incidence  of  tuberculin  reactors,  as  compared  with 
the  national  figures. 

2.  The  reason  for  the  higher  incidence  of  re- 
actors in  the  years  1961  and  1962,  is  unknown. 

3.  The  reason  for  the  low  reported  cases  of 
active  tuberculosis  in  LaPlata  County,  Colorado, 
is  also  unknown,  although  Durango,  Colorado  is 
located  at  an  altitude  of  6,500  feet  and  it  has  been 
postulated  that  the  tuberculosis  bacillus  does  not 
thrive  at  high  altitudes.  • 

Acknowledgement  is  made  to  Dr.  J.  A.  Browning,  the  San 
Juan  Basin  Health  Department  and  the  School  Nursing 
Service  of  School  District  9-R,  Durango,  Colorado,  for  their 
invaluable  assistance  in  carrying  out  this  six  year  survey. 
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Milk-alkali  syndrome  reproduced  by  clinical  trial 


Excessive  ingestion  of  calcium  and  alkali 
to  control  peptic  ulcer  may  produce 
serious  systemic  effects. 

Many  thousands  of  patients  consume  absorb- 
able alkali  for  long  periods  without  incurring  dif- 
ficulty. This  practice  can,  however,  lead  to  poten- 
tially serious  pathology.  This  case  report  concerns 
a former  prisoner  of  war  who  took  care  of  his 
ulcer  for  thirteen  years  with  milk  and  alkalies, 
and  developed  severe  hypertension,  encephalop- 
athy, renal  insufficiency  and  alkalosis.  The  diag- 
nosis of  the  Milk- Alkali  Syndrome  (Burnett’s 
Syndrome)  was  suspected  after  he  had  improved, 
and  chemical  confirmation  was  obtained  by  re- 
introducing the  offending  agents. 

Case  report* 

A 33-year-old  male  was  admitted  to  the  Denver 
Veterans  Administration  Hospital  on  December  24, 
1954.  He  had  been  a German  P.O.W.  from  1943  to 
1945,  during  which  time  he  had  constant  stomach- 
ache, for  which  he  could  obtain  only  a few  sodium 
bicarbonate  tablets  daily.  He  had  recurrent  epigastric 
pain  from  1945  to  1951  and  took  2 Vi  teaspoons  of 
baking  soda  per  day.  In  1951  a gastroenterologist 
saw  a deformed  duodenal  bulb,  treated  him  with 
bland  diet  and  Sippy  powder  (Calcium  carbonate 
and  sodium  bicarbonate)  and  for  7 months  he  took 
up  to  14  teaspoons  of  the  latter  daily,  and  lesser 
amounts  ever  since.  Since  1953  he  had  been  taking 
Alkets®**  (CaCOs  12  gr.,  MgCOs  2 gr.,  and  MgO 
1 gr.),  anticholinergics,  vitamins,  various  other  pro- 
prietary antacids,  and  Sippy  powder.  Since  1945,  he 
had  drunk  Vi  to  1 quart  of  milk  daily. 

In  April  1954  he  was  treated  at  home  for  poly- 
uria, polydipsia,  headache,  tiredness,  nausea,  vomit- 
ing and  dizziness.  He  had  a blood  pressure  of 
180/110  and  2-plus  albuminuria  with  red  cells, 
white  cells,  and  granular  casts.  There  was  also  mild 
anemia  and  elevated  nonprotein  nitrogen.  Spinal 
fluid  examination  showed  an  increase  in  pressure  and 

* Case  studied  while  author  was  a senior  resident  in  Internal 
Medicine  at  Denver  Veterans  Administration  Hospital. 

**  Upjohn  Company,  Kalamazoo,  Mich. 


Harry  V.  Unfug,  MD,  Fort  Collins,  Colorado 

protein.  He  improved,  but  continued  to  have  ulcer 
distress,  and  hematemesis  on  Christmas  eve,  1954 
precipitated  admission  to  the  hospital.  The  patient 
smoked  moderately  and  did  not  use  alcohol.  Other 
than  having  had  appendectomy  and  respiratory  in- 
fections, he  considered  himself  healthy.  He  gave  no 
history  of  streptococcal  infections,  allergies,  urinary 
infections,  or  any  other  hypertension  or  renal  disease. 

Physical  examination  showed  a well  nourished 
man  who  was  lethargic  and  pale.  His  blood  pressure 
was  162/94,  pulse  96,  weight  145  pounds,  tempera- 
ture 100  degrees  F.  He  had  prematurely  gray  hair, 
posterior  cervical  adenopathy,  and  retinal  vessels 
with  increased  tortuosity.  The  lungs  and  heart  were 
entirely  normal,  and  there  was  only  slight  epigastric 
tenderness.  Tarry  stool  was  in  the  rectum. 

His  blood  pressure  reached  a high  of  190/120  the 
day  of  admission,  and  then  declined  daily.  He  was 
treated  with  gastric  milk  drip  and  hourly  aspirations 
for  two  days,  atropine  and  sodium  phenobarbital, 
and  then  was  graduated  according  to  standard  ulcer 
treatment.  His  hematocrit  remained  at  37  mm.,  he 
did  not  bleed  further  and  was  given  no  blood.  His 
upper  gastrointestinal  X-ray  showed  a definite  ulcer 
at  the  apex  of  the  duodenal  bulb. 

Many  laboratory  studies,  including  sodium,  potas- 
sium, chloride,  and  cholesterol,  were  normal.  He  had 
moderate  leukocytosis,  elevated  sedimentation  rate, 
and  alkaline  phosphatase  was  5.8  Bodansky  units.  Ex- 
aminations of  urine  showed  the  following:  specific 
gravity,  1.007  to  1.028;  proteinuria,  1 plus  at  first, 
and  all  others  negative;  microscopic,  usually  8-10 
WBC,  and  occasional  finely  granular  casts;  cultures 
( non-catheter ized),  Proteus,  sterile,  Paracolon,  A. 
Aerogenes  (2x);  Sulkowitz,  2 plus;  urine  calcium  ex- 
cretion, 197  mgm/24  hours  initially  and  increasing  to 
370,  310,  and  315  later  on  Sippy  powder  regime. 
Three  PSP  tests  showed  excretions  in  first  period 
25%,  10%,  and  15%,  and  total  excretion  45%, 
30%,  and  50%.  Urea  clearance  was  53%  and  46% 
of  normal.  Intravenous  pyelogram  showed  prompt 
initial  excretion  of  dye  by  both  kidneys,  but  reten- 
tion of  opacity  by  kidneys  at  60  minutes  with  normal 
topography. 

A search  for  metastatic  calcification  showed  nor- 
mal X-rays  of  the  chest,  abdomen,  and  skull,  al- 
though the  skull  showed  calcification  of  the  petrous- 
clinoid  ligament,  thought  to  be  physiological.  Slit- 
lamp  observation  of  the  cornea,  however,  demon- 
strated fine  corneal  infiltration  bilaterally,  encircling 
the  cornea  at  the  limbus,  but  more  prominent  later- 
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ally,  and  having  the  appearance  of  finely  frosted 
glass.  This  was  slightly  discernible  without  the  slit 
lamp. 

Because  of  the  absence  of  abnormal  radiological 
calcification,  and  the  fact  that  the  patient  had  normal 
calcium  and  phosphorus  two  weeks  later  after  being 
off  of  absorbable  alkali  since  admission,  it  was  de- 
cided to  reproduce  the  detrimental  effect  of  the  Sippy 
powder.  He  readily  cooperated  in  taking  40  grams 
of  the  power  daily,  as  the  only  change  in  his  regime. 
This  dose  contained  about  12  grams  of  CaC03  and 
28  grams  of  NaHC03,  and  was  less  than  he  had 
taken  as  a maximal  dose  previously.  However,  he 
soon  developed  a continuous  occipital  headache, 
followed  by  anorexia,  thirst,  polyuria,  general  apathy, 
and  an  uncomfortable  stomach  with  occasional  sharp 
night  pain.  The  dose  of  Sippy  powder  was  reduced 
50%  after  four  days,  but  he  was  in  discomfort  and 
could  tolerate  this  only  two  more  days  and  asked 
to  stop.  In  spite  of  the  relative  shortness  of  this  in- 
gestion of  alkali,  there  were  changes  in  the  blood 
pressure  and  chemistries,  as  are  detailed  on  the  first 
chart.  Important  is  an  11  milliequivalent  rise  in  car- 
bon dioxide,  a rise  in  BUN  from  15  to  30,  an  in- 
crease in  calcium  from  5.7  to  7.3  mEq.,  and  phos- 
phorus from  1.8  to  2.7  mEq.  Urine  pH  returned  to 
alkaline,  as  it  had  been  on  admission  and  blood  pres- 
sure rose  from  110/60  to  140/90. 


Following  cessation  of  the  test  medication,  all 
values  returned  toward  normal  within  a few  days. 
The  patient  was  considered  for  gastric  surgery,  but 
since  his  medical  response  was  good,  and  since  the 
renal  lesion  was  apparently  reversible,  he  was  ad- 
vised to  be  followed  medically.  A course  of  anti- 
biotic therapy  was  carried  out  at  home  because  of 
the  two  urine  cultures  showing  A.  aerogenes.  He  did 
not  care  ever  to  take  Sippy  powder  again. 

The  patient  was  readmitted  one  month  later  with 
a return  of  ulcer  distress  although  he  was  on  a com- 
plete ulcer  regime.  He  also  had  headaches,  a stiff 
back,  and  a trace  of  albuminuria,  but  no  hema- 
temesis.  Blood  pressure  was  130/110,  and  he  was 
moderately  tender  in  the  epigastrium.  There  was  no 
change  in  the  appearance  of  the  cornea,  which  still 
showed  a fine  stippling  at  the  limbus.  BUN  was  28, 
urea  clearance,  50%,  PSP,  35%  total,  calcium,  5.0 
mEq.,  phosphorus,  2.03  mEq.,  and  carbon  dioxide, 
26.3  mEq.  The  urine  showed  only  6-8  w.b.c.;  two 
cultures  were  sterile  and  one  contained  A.  aerogenes. 
His  upper  G.I.  series  showed  a deformed  duodenal 
bulb,  with  a crater  in  the  mid-portion.  On  March  8, 
1955  antrectomy-vagotomy  was  performed,  with  an 
anterior  Hofmeister  type  anastomosis. 

In  February,  1956,  14  months  after  his  first  ad- 
mission, he  felt  well  and  had  gained  35  pounds.  He 
told  of  dizziness,  weakness,  hunger,  and  a “far  away 
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feeling,”  with  heavy  breathing,  usually  in  the  eve- 
nings, several  times  a month,  and  relieved  by  eat- 
ing cereal  with  sugar.  Physical  examination  was  nor- 
mal; blood  pressure  was  120/84,  G.I.  series  showed 
a large  gastric  remnant  with  20%  two  hour  reten- 
tion, no  evidence  of  ulceration,  and  a functioning 
anastomosis.  Slit-lamp  examination  showed  that 
while  there  was  still  some  fine  stippling  visible  at 
the  limbus,  it  was  much  less  discernible. 

Laboratory  work  at  this  time  is  included  at  the 
end  of  the  first  chart,  and  includes  a normal  BUN, 
calcium,  phosphorus,  and  urine  pH.  His  urea  clear- 
ance was  now  76%,  and  PSP  test  was  50%  total  ex- 
cretion. Two  urinalyses  were  normal,  and  more  exact 
discrete  renal  clearance  studies  were  done.  These 
were  carried  out  with  constant  infusion  rates,  and 
the  figures  are  the  mean  of  three  ten  minute  collec- 
tion periods  with  bladder  wash-out  technique.  The 
clearance  for  sodium,  chloride,  potassium,  urates, 
and  phosphorus  are  normal.  Using  a normal  for  in- 
sulin clearance  of  120  plus  or  minus  20  cc.,  the 
value  of  86.34  represents  some  impairment  of  glomer- 
ular filtration.  Considering  620  as  a normal  value 
for  PAH  clearance,  the  finding  of  412.51  cc.  indi- 
cates a slight  decrease  in  renal  blood  flow,  although 
the  filtration  fraction  of  0.209  is  normal.  No  specif- 
ic renal  lesion  is  demonstrated  by  these  figures.  Con- 
tact with  the  patient  in  1959  and  1965  indicated  no 
further  difficulties  other  than  impaired  exertional  ca- 
pacity and  some  dumping  symptoms  controlled  with 
diet. 


Chart  2 

DISCRETE  RENAL  CLEARANCE  TESTS 
(Mean  of  3 ten  minute  periods) 


C/Inulin 

C/PAH 

Filt.  Frac. 

C/Phos. 

86.34 

412.51 

.209 

8.8 

C/ Urate 

C/K 

C/Na 

C/Cl 

7.55 

8.44 

1.15 

0.97 

Discussion 

The  criteria  for  the  diagnosis  of  the  “Milk- 
Alkali  Syndrome,”  as  defined  by  Burnett,  are  the 
following:  prolonged  excessive  intake  of  milk  and 
absorbable  alkali,  hypercalcemia,  renal  insuf- 
ficiency, azotemia,  mild  alkalosis,  calcinosis  (meta- 
static calcification),  band  keratopathy  (found  in 
all  types  hypercalcemia,  but  typical  here),  no 
hypercalciuria  or  hypophosphatemia  or  increased 
alkaline  phosphatase,  and  improvement  with  low 
milk-alkali  intake  if  renal  disease  is  in  reversible 
stage.  Of  these  criteria,  this  patient  satisfies  all  but 
metastatic  calcification,  and  we  interpret  the  cor- 
neal stippling  as  an  early  manifestation  of  that. 
Much  of  the  findings  and  symptomatology  have 


been  reversed,  although  precise  renal  function 
tests  still  showed  some  impairment.  Use  of  Sippy 
powders  had  produced  one  episode  of  hyperten- 
sive encephalopathy,  and  further  use  would  cer- 
tainly have  caused  much  greater  damage.  Hyper- 
parathyroidism can  be  difficult  to  differentiate  at 
times,  but  certainly  seems  ruled  out  in  this  patient, 
as  is  hypervitaminosis  D,  and  chronic  glomerulo- 
nephritis. 

Many  thousands  of  patients  have  taken  Sippy 
powder,  or  its  components,  for  gastric  symptoms 
for  many  years  without  difficulty,  and  it  is  not  clear 
why  certain  patients  develop  this  difficulty.  The 
speculated  mechanism  of  production  is  as  follows: 
Large  amounts  of  sodium  bicarbonate  and  milk 
(containing  calcium  and  phosphorus)  produce  a 
systemic  alkalosis,  which  may  be  aggravated  by 
loss  of  upper  G.I.  secretions  and  episodes  of  de- 
hydration. A resultant  decrease  in  renal  blood 
flow  produces  tubular  dysfunction,  or  damage  if 
it  is  severe.  This  results  in  hypercalcemia,  hyper- 
phosphatemia, azotemia,  decreased  urine,  specific 
gravity,  anemia,  etc.  The  alkalosis  and  intake  of 
milk  also  augment  the  rise  in  calcium  and  phos- 
phorus, as  does  also  decreased  parathyroid  activ- 
ity and  consequent  decreased  renal  phosphorus  ex- 
cretion. The  combination  of  alkalosis,  and  in- 
creased calcium  and  phosphorus  finally  produce 
metastatic  calcification  in  the  acid-secreting  tis- 
sues (especially  the  stomach,  lungs,  and  kidneys), 
which  adds  further  structural  damage  to  the  renal 
tubules.  There  is  no  absolute  evidence  that  pre- 
existing renal  impairment  is  not  necessary.  • 
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Altitude  and  rheumatic  fever 


William  E.  Morton,  MD,  Denver 


An  analysis  to  show  that  altitude  does  not 
affect  incidence  of  rheumatic  fever. 

The  Rocky  Mountain  region  has  gained  a repu- 
tation as  a high-risk  area  for  rheumatic  fever. 
Climate  and  altitude  have  been  mentioned1  as 
possible  causes  of  the  region’s  apparent  increased 
susceptibility  to  rheumatic  fever.  There  are  no 
published  data  which  permit  assessment  of  the 
effect  of  altitude  on  occurrence  of  rheumatic 
fever.  The  present  study  attempts  to  provide  an 
estimate  based  on  Colorado  data. 

Methods 

For  study  of  Colorado  morbidity  and  mortality 
rates,  figures  from  the  sixty-three  counties  were 
grouped  according  to  mean  population  elevation. 
Each  mean  county  population  elevation  estimate 
was  a population-weighted  average  of  the  eleva- 
tion of  all  incorporated  places  within  the  county. 
Lists  of  mean  county  population  elevations  are 
available  on  request.  Rates  were  aged-adjusted 
by  the  indirect  method  to  avoid  errors  due  to  the 
considerable  differences  in  age  distributions  among 
the  altitude  strata.  Two  time  periods,  1949-51  and 
1959-61,  were  selected  for  study  because  (a) 
rates  with  more  accurate  denominators  were  avail- 
able in  census  years,  (b)  original  tabulations  were 
available  in  the  Colorado  Dept,  of  Public  Health, 
and  (c)  cause-of-death  coding  practices  permitted 
comparison. 

Results 

Table  1 shows  that  population  size  varies  con- 
siderably among  the  altitude  strata  and  that  the 
degree  and  direction  of  population  change  be- 
tween the  last  two  censuses  varied  greatly  among 

* The  author  is  Colorado  Heart  Association  Epidemiologist, 
Colorado  Dept,  of  Public  Health.  This  study  was  supported 
by  funds  and  facilities  of  the  Colorado  Heart  Association  and 
the  Colorado  Dept,  of  Public  Health. 


the  altitude  strata  as  well.  Such  data  hint  at  the 
need  for  age-standardization  of  rates  for  com- 
parisons among  altitudes  categories. 

Rheumatic  fever  incidence  and  mortality  are 
shown  in  table  2.  Despite  the  high  incidence  rates 
in  the  two  highest  altitude  strata,  there  is  clearly 


TABLE  1 

COLORADO  POPULATION  BY  ALTITUDE* 


Elevation 

(Feet) 

1950  Census 

% of 

No.  Total 

1960  Census 

% of  % Change 
No.  Total  From  1950 

8,000-10,152 

19,860 

1.5- 

- 20,359 

1.2 

+ 2.5+ 

7,000-  7,999 

80,207 

6.1 

73,194 

4.2 

- 8.7 

6,000-  6,999 

158,715 

12.0 

226,326 

12.9 

+42.6 

5,000-  5,999 

728,886 

55.0 

1,059,287 

60.4 

+45.3 

4,000-  4,999 

275,777 

20.8 

316,170 

18.0 

+ 14.6 

3,489-  3,999 

61,644 

4.7 

58,611 

3.3 

- 4.9 

Total  . . 

1,325,089 

100.1 

1,753,947 

100.0 

+32.4 

* See  Methods. 


no  progressive  gradient  of  rheumatic  fever  inci- 
dence with  increasing  altitude.  Factors  other  than 
altitude  are  probably  responsible  for  those  two 

TABLE  2 

RELATION  OF  ALTITUDE  TO  RHEUMATIC 
FEVER  INCIDENCE  AND  MORTALITY  IN 
COLORADO.  AGE-STANDARDIZED 
RATES  PER  100,000  POPULATION 


Rheumatic  Fever 

Incidence  Rheumatic  Fever  Mortality 
Elevation  1959-61*  Mean  1949-51  Mean  1959-61  Mean 


(Feet) 

Cases 

Rate 

Cases 

Rate 

Cases 

Rate 

8,000-10,152 

8.6 

42 

0.3 

1.6 

0.0 

_ 

7,000-  7,999 

40.1 

55 

1.9 

2.3 

1.0 

1.4 

6,000-  6,999 

29.7 

13 

1.6 

1.0 

0.7 

0.3 

5,000-  5,999 

114.0 

11 

10.4 

1.5 

3.6 

0.3 

4,000-  4,999 

44.7 

14 

6.0 

2.2 

2.7 

0.9 

3,489-  3,999 

9.3 

16 

1.3 

2.3 

0.3 

0.5 

Total  

246.4 

14 

21.5 

1.7 

8.3 

0.5 

* Incidence  rates  not  age-standardized;  accurate  incidence 
data  not  available  from  1949-51. 
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high  incidence  rates.  Similarly,  rheumatic  fever 
mortality  rates  show  no  consistent  variation  by 
altitude.  It  is  worth  noting  that  1959-61  Colorado 
rheumatic  fever  mortality  declined  to  less  than  one 
third  of  the  1949-51  level  and  that  the  decline  in- 
volved all  altitudes. 

Rheumatic  heart  disease  (RHD)  mortality 
(table  3)  also  declined  between  1949-51  and 
1959-61  but  to  a lesser  degree  than  rheumatic 
fever  mortality.  RHD  mortality  in  1949-51  was 
uniform  at  all  elevation  categories  except  the 
highest,  which  suggests  that  some  factor  other 
than  altitude  was  involved.  The  1959-61  RHD 
mortality  rates  show  a slightly  more  consistent 
relationship  to  elevation,  but  the  lack  of  any 
progression  in  the  three  altitude  strata  with  the 
greatest  populations  and  numbers  of  cases  indi- 
cates a need  for  continued  skepticism. 

RHD  prevalence  estimates  offer  greater  po- 
tential accuracy  for  estimation  of  differences  in 
rheumatic  fever  risk  than  do  reported  incidence 

TABLE  3 

RELATION  OF  ALTITUDE  TO  RHEUMATIC 
HEART  DISEASE  MORTALITY  IN  COLO- 
RADO. AGE-STANDARDIZED  RATES 
PER  100,000  POPULATION 

Rheumatic  Heart  Disease  Mortality 


Elevation  1949-51  Mean  1959-61  Mean 

(Feet)  Cases  Rate  Cases  Rate 


8.000- 10,152  9.9  59  6.0  32 

7.000-  7,999  11.0  16  14.2  20 

6.000-  6,999  29.6  18  24.1  11 

5.000-  5,999  143.0  19  135.1  13 

4.000-  4,999  42.6  16  46.4  14 

3,489-  3,999  9.3  15  5.3  8 


Total  245.4  18  231.1  13 


TABLE  4 

ST  ATE- WIDE  PREVALENCE  SURVEY  (2)  OF 
STRATIFIED  RANDOM  SAMPLE  OF  COLO- 
RADO SIXTH  GRADERS  IN  1949-51  (G.  J. 
MARESH,  H.  J.  DODGE,  J.  A.  LICHTY:  UN- 
PUBLISHED TABULATION) 


Population  Rheumatic  Heart  Disease 


Elevation  Examined  Rate 

(Feet)  (Regular)  Cases  per  1,000 


8.000- 10,152  178  1 5.6 

7.000-  7,999  916  6 6.6 

6.000-  6,999  1,729  10  5.8 

5.000-  5,999  4,596  33  7.2 

4.000-  4,999  3,275  20  6.1 

3,489-  3,999  549  5 9.1 


Total  11,243  75  6.7 


and  mortality  data.  Unfortunately,  prevalence 
data  are  less  easily  obtained  and  cover  the  state 
less  uniformly.  In  table  4 data  from  the  careful 
statewide  survey  of  sixth  graders2  shows  no  evi- 
dence of  a relationship  between  RHD  prevalence 
and  altitude.  Due  to  methodologic  variations 
among  the  various  case  detection  studies,  the 
prevalence  rates  in  table  5 do  not  permit  exact 
comparisons  and  are  best  described  as  showing 
no  consistent  relationship  to  altitude. 

Discussion 

Although  morbidity  and  mortality  data  un- 
doubtedly contain  a small  proportion  of  errors, 
they  are  available  from  the  whole  state  and  they 
generally  represent  current  average  medical  diag- 
nostic practices.  Therefore,  though  the  data  in  any 
single  tabulation  might  be  less  than  perfect,  the 
consistency  of  the  lack  of  evidence  for  an  effect  of 


TABLE  5 

RHEUMATIC  HEART  DISEASE  PREVALENCE  RATES  FROM  SURVEYS 
OF  SCHOOL  CHILDREN  AT  DIFFERENT  ALTITUDES  IN  COLORADO 


Location 

Elevation 

Population  Examined 

No.  Ages 

Rheumatic 

Cases 

Heart  Disease 
Rate  per 

1000 

Lake  County,  1949“ 

10,152 

1,017 

5-23 

10 

9.8 

Leadville,  1 962  ’ 

10,152 

508 

13-18 

5 

9.8 

San  Luis  Valley,  1965s 

7,648 

3,750 

9-14 

8 

2.1 

Durango,  1 957°  

6,512 

2,191 

5-13 

9 

4.1 

Denver,  1 944'  

5,280 

1,845 

12-17 

30 

16.3 

1,318 

? 

5 

3.8 

Denver,  1963s  

5,280 

3,772 

14-18 

13 

3.4 

6,503 

9-14 

11 

1.7 

7,022 

5-9 

3 

0.4 

Mesa  County,  1958s  

4,608 

6,311 

5-13 

7 

1.1 
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altitude  on  rheumatic  fever  and  RHD  rates  adds 
weight  to  the  data.  Tests  for  statistical  significance 
are  probably  inappropriate  for  these  data. 

The  incidence  of  reported  streptococcal  infec- 
tions by  altitude  was  not  reported  here  because 
the  figures  reflect  streptococcal  diagnostic  activity 
and  utilization  of  laboratory  facilities  rather  than 
true  streptococcal  incidence.  For  what  it’s  worth, 
the  reported  incidence  of  streptococcal  infections 
showed  no  variation  by  altitude  stratum  when 
tabulated  by  the  methods  used  in  this  study. 

Although  minor  effects  of  altitude  on  rheumatic 
fever  risk  cannot  be  absolutely  ruled  out  by  the 
available  data,  it  is  safe  to  conclude  that  the 
evidence  presented  from  Colorado  argues  against 
the  direct  influence  of  altitude  upon  rheumatic 
fever  risk.  Epidemiologic  factors  other  than  alti- 
tude are  currently  under  study  and  will  be  re- 
ported in  the  future. 


This  paper  is  aimed  at  promoting  progress 
against  cancer  through  the  practical 
method  of  early  detection.  It  presents  a 
background  of  both  theoretical  and 
statistical  data  followed  up  by  practical 
tips  on  the  cancer  examination. 

A much  neglected  field  of  potential  control  of 
cancer  has  only  in  the  past  twenty  years  started  to 
take  its  place  in  the  world  of  medicine.  Prevention 
of  cancer  deaths  through  periodic  examinations 
and  the  development  of  tests  to  detect  neoplastic 
disease  in  its  occult  stages  offers  the  brighest  hope 
against  cancer  today.  It  has  been  predicted  that 
by  the  year  2000,  if  current  rates  continue,  one- 

* Presented  at  the  61st  Annual  Meeting  of  the  Wyoming  State 
Medical  Society,  Moran,  Wyoming,  Sept.  4,  1964.  Dr.  Day  was 
formerly  Chairman,  Department  of  Preventive  Medicine, 
Memorial  Hospital  for  Cancer  and  Allied  Diseases.  Presently, 
Director,  Strang  Clinic,  New  York  City. 


Summary 

In  Colorado  there  is  no  evidence  that  altitude 
affects  the  risk  of  rheumatic  fever  according  to 
available  data  for  rheumatic  fever  incidence,  rheu- 
matic fever  mortality,  rheumatic  heart  disease 
prevalence,  and  rheumatic  heart  disease  mor- 
tality. • 
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Progress  against  cancer 


Preventive  aspects 


Emerson  Day,  MD,  New  York  City 


half  million  Americans  will  die  annually  of  cancer. 
The  current  annual  toll  is  approximately  290,000, 
and  this  figure  is  increasing  at  the  rate  of  over 
5,000  more  deaths  each  year. 

Attack  on  the  cancer  problem  should  begin 
in  the  absolute  prevention  stage,  as  illustrated 
in  Fig.  1.  Clearly,  this  is  the  ideal  stage  at  which 
to  control  cancer  by  interrupting  this  continuing 
spectrum  in  the  left-hand  zone  where  the  onset 
of  cancer  can  be  prevented  through  elimination 
or  modification  of  predisposing  and  carcinogenic 
factors.  Much  progress  has  been  made  in  identify- 
ing such  factors  but  more  basic  research  and  much 
courageous  public  health  programming  will  be 
required  before  this  part  of  the  attack  can  have 
more  than  limited  effectiveness. 

As  one  moves  to  the  right  into  relative  preven- 
tion, however,  we  have  a weapon  of  immediate 
importance.  Here,  cancer  can  be  caught  at  the 
localized  and  highly  curable  stage  utilizing  present- 
day  surgical  and  radiotherapeutic  treatment.  It  is 
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on  this  middle  ground  that  I will  focus  this  discus- 
sion. 

Table  1 presents  the  breakdown  by  selected 
sites  of  the  14  major  forms  of  cancer  mortality, 
based  on  the  estimate  for  1965. 

TABLE  1 

ESTIMATED  CANCER  DEATHS— 1965 
SELECTED  SITES 


Lung  47,000 

Colon  and  Rectum  43,000 

Breast  26,000 

Stomach  18,000 

Pancreas  16,000 

Prostate  16,000 

Lymphomas  15,000 

Kidney  and  Bladder 14,000 

Uterus  14,000 

Leukemia  14,000 

Liver  and  Biliary  Tract  9,000 

Mouth,  Larynx  and  Pharynx  9,000 

Brain  and  Central  Nervous  System  7,000 

Skin  4,000 


Source:  196 5 Facts  and  Figures:  American  Cancer  Society,  Inc. 

Lung  cancer  became  the  leading  cause  of 
cancer  death  in  1963  and  since  then  has  been 
steadily  extending  its  lead.  The  number  dying 
of  lung  cancer  in  the  United  States  is  increasing  at 
the  rate  of  2,000  every  year.  Predominantly  a dis- 
ease of  men,  the  incidence  and  death  rate  in 
women  is  also  increasing  each  year.  This  is  one 
of  the  true  epidemic  forms  of  cancer  and  is  a 
cancer  which  can  be  controlled  if  medicine  would 
emphatically  and  unrelentingly  stress  the  primary 
causative  factor  now  firmly  established,  the  in- 
halation of  tobacco  smoke. 

Cancer  of  the  colon  and  rectum,  equally  com- 
mon in  men  and  women,  is  a close  second  in 
cancer  deaths.  Ironically,  a large  percentage  of 
these  43,000  deaths  could  be  prevented.  Although 
this  site  lends  itself  to  early  diagnosis  because  of 
its  easy  accessibility  to  examination,  many  physi- 
cians do  not  consider  the  proctosigmoidoscopic 
examination  of  the  colon  and  rectum  a part  of  a 
regular  physical  examination. 

Cancer  of  the  breast  occupies  a strong  third 
place.  It  is  the  leading  cause  of  female  cancer 
death.  It  should  also  be  kept  in  mind  that,  al- 
though it  is  a rare  finding,  it  does  occur  in  men, 
with  approximately  one  male  breast  cancer  case 
for  every  100  female  cases. 

Many  of  the  43,000  skin,  prostatic,  uterine, 
larynx,  pharynx  and  mouth  cancer  deaths  (Table 


1 ) represent  a failure  by  the  medical  profession  to 
actively  use  the  present  methods  of  early  detection 
which  are  readily  available  in  every  physician’s 
office. 

Examination  procedure 

Table  2 outlines  the  basic  cancer  detection  ex- 
amination which  has  been  performed  routinely  at 
Strang  Clinic  for  many  years.1,  2 The  physician 
spends  approximately  forty-five  minutes  with  the 
patient.  This,  of  course,  varies  from  patient  to 
patient,  according  to  the  particular  signs  or  symp- 
toms uncovered.  It  also  varies  on  the  initial 
visit  and  return  annual  examination.  Essentially, 
this  is  the  type  of  examination  which  can  be  pro- 
vided by  an  individual  physician  in  any  type  of 
practice.  It  does  not  require  a specialist  but  can 
be  provided  by  any  physician  who  believes  that  it 
is  important  to  perform  a thorough  examination 
and  can  protect  the  time  necessary  for  one. 


TABLE  2 

COMPONENTS  OF  CANCER  DETECTION 
EXAMINATION  AT  STRANG  CLINIC 


EXAMINATION 

COMPONENTS 

History 

Family  cancer  and  precancer;  en- 
vironmental exposures;  past  illness 
and  injuries;  review  of  systems 

Physical 

Skin  and  lymph  nodes;  oral  cavity, 
pharynx,  larynx,  and  thyroid;  breasts; 
heart  and  lungs;  abdomen;  genitalia; 
colon-rectum ; neuromusculoskeletal 
systems 

Hemoglobin  and/or  hematocrit;  white 
blood  count  and  differential;  urinaly- 
sis; chest  x-ray  film;  vaginal  and  cer- 

Laboratory 

vical  smears;  stool  guaiac  (if  speci- 
men available) 

The  history  should  include  the  items  listed,  as 
well  as  special  questions  that  are  pertinent  to  the 
particular  background  of  the  patient  (i.e.,  resi- 
dence, occupation,  habits,  family  history  of  can- 
cer). 

The  physical  examination  consists  of  a care- 
ful inspection  and  palpation  of  all  accessible  sur- 
faces and  orifices.  The  effectiveness  of  this  exam- 
ination does  not  depend  on  gadgets.  It  depends 
primarily  on  the  physician’s  alertness  and  his  con- 
viction that  a good  cancer  detection  examination 
is  just  as  important  to  his  practice  as  is  the  care 
of  the  seriously  ill  patient. 

Proctosigmoidoscopy  has  been  performed  rou- 
tinely at  Strang  Clinic  for  many  years.  It  was  ini- 
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tiated  in  1946  by  Michael  R.  Deddish,  MD,  of 
the  Rectum  and  Colon  Service  of  Memorial.  Al- 
though first  performed  routinely  only  for  those 
aged  forty-five  and  above,  by  1957  its  importance 
was  so  firmly  established  that  it  became  part  of 
the  routine  examination  for  all  ages. 


CANCEfl.  P^EV%T\Ojt 
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INVASIVE  METASTATIC  DEATH 
CANCER  CANCER 


mmumr 

tern 

cu*t tm% 
wwost* 

sss™ 


Fig.  1 


Listed  under  the  laboratory  tests  is  the  stool 
guaiac  test  (if  specimen  available).  Since  most 
of  our  patients  now  arrive  prepared  for  procto- 
sigmoidoscopy, we  have  not  had  them  bring  in  a 
stool  specimen.  Whenever  practicable,  however, 
this  simple  test  should  be  included. 


Head  and  neck  examination 

Six  major  steps  in  this  part  of  the  examination 
are  shown  in  Fig.  2.  It  is  important  to  have  a good 


light  source,  best  provided  by  a head  light  which 
can  be  plugged  in  for  direct  illumination.  This  is 
essential  not  only  for  an  adequate  examination  of 
the  head  and  neck,  but  for  other  body  cavities  as 
well.  The  head  and  neck  structures  should  be 
palpated  thoroughly,  including  careful  finger  pal- 
pation of  the  oral  cavity  and  tongue.  Although 
biopsy  equipment  is  not  necessary  for  a standard 
examination,  it  is  helpful  when  abnormalities  are 
encountered  on  the  initial  visit.  In  the  Strang 
Clinic  examination,  we  make  it  a practice  to  in- 
clude mirror  examination  of  the  hypopharynx  and 
larynx.  About  three-quarters  of  the  patients  can 
have  indirect  laryngoscopy  without  local  anes- 
thesia; we  do  not  pursue  it  further  in  the  remain- 
ing patients  in  the  absence  of  relevant  symptoms. 

It  is  important  to  make  a thorough  examination 
of  the  salivary  glands,  cervical  lymph  nodes  and 
the  thyroid.  The  finding  of  thyroid  nodules  may 
be  the  key  to  successful  treatment  of  thyroid  can- 
cer. 

Breast  examination 

In  view  of  the  high  incidence  of  breast  cancer, 
this  is  the  most  important  part  of  the  examination 
for  women.  Fig.  3 outlines  the  salient  features 
of  the  breast  examination  for  women.  Inspection 
starts  with  the  patient  sitting  in  a good  light,  first 
with  arms  relaxed  at  sides,  and  then  with  the 
arms  elevated  and  the  pectoral  muscles  tensed  by 
pressing  the  palms  of  the  hands  together  or  against 


HEAD  AND  NECK  EXAMINATION 

(D  Inspect  the  head  and  neck  area,  especially  the  skin 
and  lips 


0 Inspect  the  oral  cavity 

(D  Palpate  the  oral  cavity 

0 Visualize  the  larynx  and 
surrounding 
areas 

(D  Palpate  node- 
bearing areas 


BREAST  EXAMINATION 

WITH  PATIENT  SITTING 

0 Inspect 
breasts 

arms  at  sides  arms  overhead 
0 Palpate  axillae  and  supraclavicular  areas 


WITH  PATIENT  LYING  DOWN 


0 Palpate 
breasts 


arms  at  sides  arms  overhead 


(D  Instruct  patient 
in  self-examination 
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the  hips.  The  palpation  of  the  axillary  and  supra- 
clavicular areas  is  important  while  the  patient  is 
sitting.  I personally  do  not  spend  much  time 
with  breast  palpation  until  the  patient  is  in  a 
supine  position  with  a pillow  under  the  chest. 

This  should  be  thorough,  making  sure  of  all 
areas,  with  a firm  (not  pushing  or  pinching)  pres- 
sure of  the  flat  of  the  fingers  including  the  areola, 
and  checking  the  nipple.  If  any  secretion  is  en- 
countered, it  should  be  submitted  for  cytologic 
examination.  Instruction  in  monthly  breast  self- 
examination  at  the  time  of  the  physical  examina- 
tion is  an  important  function  of  the  physician  in 
extending  the  effectiveness  of  early  cancer  detec- 
tion. 

Gynecologic  examination 

Fig.  4,  an  outline  of  the  gynecologic  examina- 
tion, again  stresses  inspection,  especially  of  the 
external  genitalia.  At  Strang,  we  routinely  take 
a vaginal  aspiration  smear  by  the  standard 
Papanicolaou  technic.  Then  the  speculum  is  in- 
serted without  lubricant;  if  necessary,  it  may  be 
rinsed  in  a small  amount  of  warm  tap  water. 

Although  many  physicians  use  the  scrape  tech- 
nic in  obtaining  the  cervical  smear,  we  use  cotton- 
tipped  applicators.  By  either  technic,  a direct 
specimen  from  the  cervix,  as  well  as  a vaginal 
aspiration  smear,  is  essential  for  full  sampling  of 
the  cells  exfoliating  from  both  the  cervix  and  the 


endometrium.  Routinely,  we  paint  the  cervix  with 
iodine  solution  and  have  found  the  method  useful 
in  pinpointing  areas  (nonstaining)  of  which  bi- 
opsies should  be  obtained  after  the  smears  are 
taken.  Our  experience  has  been  that,  if  you  avoid 
the  rare  iodine-sensitive  patient,  there  are  no 
contraindications.  The  smear  does  not  take  the 
place  of  a biopsy  of  an  area  clinically  suggestive 
of  disease,  any  more  than  a biopsy  takes  the  place 
of  a well  obtained  cytologic  smear  carefully  read 
and  reported. 

Male  genitalia  examination 

Besides  a routine  examination  with  palpation  of 
the  inguinal  regions  and  scrotal  contents,  the 
penis  should  be  palpated  and  all  skin  and  mucosal 
surfaces  examined  in  good  light.  The  foreskin,  in 
the  uncircumcised  male,  should  always  be  re- 
tracted as  completely  as  possible  for  inspection 
of  the  glans  and  coronal  sulcus. 

The  prostate  can  be  examined  with  the  patient 
in  the  lithotomy,  knee-chest  position,  or  lateral 
Sims’  position.  It  also  can  be  palpated  satisfac- 
torily with  the  patient  bending  forward  90°  from 
a standing  position  with  his  arms  resting  on  the 
examining  table.  The  posterior  surface  of  the 
prostate,  as  well  as  adjacent  seminal  vesicles, 
should  be  reached  by  the  examining  finger  and 
the  lobes  checked  for  irregularity  of  size,  shape, 
and  consistency. 


GYN  EXAMINATION 


(D  Inspect  external  genitalia 


d)  Examine  cervix  and  vagina  with  speculum 


© 

© 


Obtain  cervical 
smear 

Paint  cervix  with 
iodine  and  observe 
for  non-staining 
areas 

Bi-manual  palpation 
of  uterus  and  adnexa 


Fig.  4 


Rectum  and  colon  examination 

Any  examination  designed  for  cancer  detection 
and  prevention  is  incomplete  without  proctosig- 
moidoscopy. Fig.  5 shows  the  steps  in  this  exam- 
ination. Here,  again,  there  is  no  need  for  a special- 
ist or  fancy  tables  or  special  instruments.  We  use 
a sigmoidoscope  with  the  light  source  at  the  prox- 
imal end,  but  some  physicians  prefer  a sigmoido- 
scope lighted  at  the  distal  end.  Any  type  is  fine 
as  long  as  you  use  it. 

In  older  age  groups,  this  procedure  should  be 
on  a yearly  basis,  but  some  spacing  of  “proctos” 
in  younger  patients  may  be  done.  This  would  ap- 
ply to  those  under  40  who  have  no  significant  ab- 
normality by  history  or  physical  on  the  complete 
initial  examination.  Of  course,  this  spacing  should 
be  carefully  reevaluated  each  year  and  be  consist- 
ent with  the  best  practice  of  cancer  detection  and 
prevention.  Digital  palpation  plus  inspection  both 
externally  and  through  the  sigmoidoscope  is  a 
necessity.  The  first  objective  in  the  proctosig- 
moidoscopy is  to  advance  the  sigmoidoscope  un- 


46 


Rocky  Mountain  Medical  Journal 


RECTUM-COLON  EXAMINATION 


® Inspect  perianal  area  and  do  digital  examination 


der  direct  vision  with  as  little  discomfort  to  the 
patient  as  possible.  Do  not  attempt  to  inspect 
the  mucosa  on  the  way  in.  The  optimum  range 
of  the  instrument,  25  cm.,  should  be  accomplished 
in  80-90  per  cent  of  patients.  There  are  some 
patients  with  angulation  and  spasm  in  the  region 
of  16  cm.  above  the  anal  verge,  and  they  resist 
examination  above  that  level.  If  there  is  consider- 
able discomfort,  it  is  important  not  to  persist 
unreasonably  and  destroy  the  patient’s  coopera- 
tion for  subsequent  years. 

During  the  process  of  removing  the  sigmoido- 
scope with  a rotary  motion,  most  surfaces  can  be 


visualized,  including  the  superior  surfaces  of  the 
valves  of  Houston.  It  is  important  to  identify  care- 
fully any  abnormalities,  either  hyperplasias  or 
polyps,  and  to  record  their  size  and  location.  It 
is  feasible  to  take  biopsy  specimens  in  the  ambula- 
tory patient.  However,  we  are  doing  less  of  that 
than  in  previous  years  since  the  ideal  management 
of  polypoid  lesions  is  total  cautery  snare  removal 
for  complete  pathologic  examination.  If  the  pa- 
tient is  going  to  cooperate,  it  is  not  necessarily  ad- 
vantageous to  take  a partial  biopsy  at  the  time  of 
the  first  examination.  However,  this  should  be  left 
as  optional.  The  biopsy  of  a lesion  seen  through 
the  sigmoidoscope  is  a perfectly  reasonable  office 
procedure  as  long  as  one  uses  a small  cup  forceps 
and  avoids  the  base  or  pedicle  of  the  lesion. 

Results 

An  intensive  analysis  of  the  experience  of 
Strang  Clinic  in  the  three-year  period,  1954-56, 
has  shown  some  interesting  and  noteworthy  re- 
sults. During  this  interval,  39,000  patients  had  one 
or  more  examinations  for  a total  of  65,000  initial 
or  annual  cancer  detection  examinations.  The 
number  returning  for  periodic  examination,  many 
of  whom  had  come  faithfully  for  ten  or  more 
years,  was  in  the  range  of  13,000  to  15,000. 
Those  who  came  for  the  first  examination  num- 
bered in  the  range  of  5,000  to  8,000  each  of  these 
three  years.  There  were  approximately  25,000 
women  and  13,000  men  in  the  over-all  group. 
The  Clinic  population  is  predominantly  between 
the  ages  of  35  and  60  years  of  age.  When  looking 
for  cancer,  physicians  should  spend  more  time 


TABLE  3 

DISTRIBUTION  OF  CANCERS  FROM  1954  TO  1956  AT  STRANG  CLINIC 


Site 

FEMALE 

Number  Per  Cent 

MALE 

Number  Per  Cent 

TOTALS 

Number  Per  Cent 

Skin 

39 

15.1 

42 

38.2 

81 

22.0 

Breast  

76 

29.5 

— 

— 

76 

20.7 

Female  genitalia  

63 

24.4 

— 

— 

63 

17.1 

Colon-Rectum 

29 

11.2 

30 

27.3 

59 

16.0 

Thyroid  

23 

8.9 

4 

3.6 

27 

7.3 

Lymphoma/leukemia 

9 

3.5 

2 

1.8 

11 

3.0 

Stomach  

6 

2.3 

5 

4.5 

11 

3.0 

Prostate  

— 

— 

7 

6.4 

7 

1.9 

Lung 

2 

0.8 

4 

3.6 

6 

1.7 

Other  

11 

4.3 

16 

14.5 

27 

7.3 

Total  Cancers  

258 

100 

110 

100 

368 

100 

Total  Patients  

25,629 

13,422 

39,051 

Rate  per  1,000  

10.1 

8.2 

9.4 
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with  the  older  age  population  for  higher  cancel 
yield. 

Table  3 summarizes  the  histologically  confirmed 
cancers  by  sex  and  by  site.  The  commonest  can- 
cer found  in  women  was  cancer  of  the  breast,  76 
cases,  or  just  under  30  per  cent  of  all  cancers  for 
women  in  this  experience.  Cancer  of  the  female 
genitalia  was  second,  accounting  for  just  under 
25  per  cent  of  all  cancers  detected  among  women. 
This  included  40  cancers  of  the  cervix,  18  of  the 
endometrium,  and  5 of  the  ovary.  Skin  cancer  was 
also  common  in  women  and  thus,  biopsies  should 
be  taken  of  all  suspicious  lesions.  Cancer  of  the 
colon  and  rectum  was  the  fourth  most  common 
cancer  detected  in  women.  Cancer  of  the  thyroid 
was  fifth  with  an  impressive  23  cases  in  this  ex- 
perience. 

For  men,  the  commonest  in  these  three  years 
was  skin  cancer.  There  have  been  some  years 
when  colon  and  rectum  cancer  has  been  found 
more  frequently  than  skin  cancer.  This  particular 
experience  was  almost  40  per  cent  for  skin  cancer, 
27  per  cent  for  cancer  of  the  colon  and  rectum, 
and  then  diminishing  yields  for  other  sites.  It  is 
interesting  to  note  that  there  were  30  cases  of 
colon  and  rectum  cancer  at  the  same  time  that 
there  were  only  5 proved  cancers  of  the  stomach, 
7 of  the  prostate,  and  only  4 of  the  lung. 

This  pattern  is  best  interpreted  as  related  in 
part  to  the  fact  that  colon  and  rectum  cancer  is 
currently  more  common  than  stomach  cancer  but, 
more  important,  to  the  fact  that  the  rectum  and 
the  lower  colon  represent  a highly  accessible  site 
if  one  uses  a sigmoidoscope.  The  stomach  is  still 
relatively  inaccessible  to  detection  procedures. 
Similarly,  cancer  of  the  lung,  even  with  routine 


chest  x-ray  films,  is  not  yielding  to  early  diagnosis 
as  favorably  as  one  would  hope.  In  an  attempt 
to  improve  the  detection  of  presymptomatic  lung 
cancer  in  high-risk  groups  such  as  long-term  cig- 
arette smokers,  we  are  now  using  the  cytologic  ex- 
amination of  sputum  induced  by  hypertonic  saline 
and  propylene  aerosol. 

Notice  that  the  accumulated  yield  of  cancer 
detected  during  these  three  years  for  women  was 
just  over  1 per  cent  (10.1  per  1,000)  and  for 
men  just  over  3A  of  1 per  cent  (8  per  1,000).  On 
annual  return  examinations  this  figure  is  somewhat 
reduced,  as  one  would  expect  in  programs  of  this 
sort. 

The  all-important  question  now  is  “Did  these 
patients  fare  better  with  their  cancers  detected  and 
referred  promptly  for  treatment  before  the  onset  of 
classic  symptoms  and  signs  of  the  disease?”  Table 
4 shows  the  five-plus-year  status  of  those  patients; 
four  of  the  major  cancers  are  summarized. 

You  will  notice  that  the  breast  cancer  figure 
changed  from  76  to  75.  In  reviewing  the  histologic 
specimen  on  every  one  of  these  study  patients,  it 
was  decided  that  one  of  these  breast  patients,  a 
case  of  cystosarcoma  phyllodes,  was  not  to  be 
counted  as  malignant.  Of  these  75  cases  of  breast 
cancer,  14  ( 19  per  cent)  had  died  of  their  primary 
disease,  5 were  in  the  category  “other.”  One  of 
these  latter  patients  died  of  a cancer  of  the  lip 
which  she  refused  to  have  taken  care  of,  with  no 
evidence  of  residual  breast  cancer.  The  others  died 
of  various  other  causes  not  related  to  cancer. 

Now  look  at  the  last  column  on  the  right,  the 
truly  conservative  success  category  of  patients  who 
are  known  to  be  free  of  any  disease  five  or  more 
years  after  detection  and  treatment,  based  on  re- 


TABLE  4 

FOLLOW-UP  STATUS  OF  CANCER  PATIENTS 
FIVE  YEARS  OR  MORE  AFTER  TREATMENT,  STRANG  CLINIC 


LIVING 

DEAD  OF  WITH  DEAD  OF 

PRIMARY  PRIMARY  OTHER  LIVING 

TOTAL  CANCER  CANCER  CAUSE**  AND  WELL 

NO.  OF  Per  Per  Per  Per 

SITE  PATIENTS  No.  Cent  No.  Cent  No.  Cent  No.  Cent 


Breast  75* *  14  18.7  5 6.7  5 6.7  51  68 

Colon-rectum  57  10  17.5  1 1.8  4 7 42  73.7 

Cervix  uteri  40  0 — 1 2.5  0 — 39  97.5 

Corpus  uteri 18  0 — 0 — 0 — 18  100 


Totals  190  24  12.6  7 3.7  9 4.7  150  79 


**  Other  cancer,  1 case;  cause  unknown,  2 cases;  other  cause,  no  evidence  of  cancer,  6 cases. 

* See  text  for  explanation  of  change  from  numbers  in  Table  3. 
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examination  at  the  clinic  or  by  the  patient’s  own 
physician.  This  figure  of  51,  or  68  per  cent,  is 
measurably  above  what  one  would  expect  with 
“average  breast  cancer,”  namely,  in  the  range  of 
50  per  cent. 

There  were  57  proved  cases  of  colon  and  rec- 
tum cancer.  Eleven  (19  per  cent)  were  not  suc- 
cessfully managed  (10  had  died  of  colon  and  rec- 
tum cancer;  1 was  living  with  metastatic  disease) 
and  4 had  been  lost  to  other  causes.  However,  42 
(74  per  cent)  were  free  of  evidence  of  disease  on 
re-examination  five  years  or  more  later.  This  is 
a disease  in  which  one  can  expect  at  best  30  to 
35  per  cent  five-year  survivors  when  treated  after 
the  onset  of  symptoms.  Moreover,  at  that  stage 
most  patients  will  require  major  surgery  with  a 
permanent  colostomy.  In  none  of  the  Strang  pa- 
tients has  this  type  of  therapy  been  necessary. 

There  were  40  cases  of  cancer  of  the  cervix  (35 
in  situ  and  5 early  invasive)  with  no  deaths,  al- 
though 1 patient  still  has  her  disease  under  care- 
ful control  by  election.  There  were  18  cases  of 
cancer  of  the  endometrium  with  no  deaths. 

Preventable  deaths 

With  this  kind  of  experience,  Table  5 is  a 
realistic  appraisal  of  what  can  be  done.  If  each 
adult  could  have  this  kind  of  examination,  over 
80,000  individuals  would  be  saved  each  year.  We 
believe  that  cancer  of  the  cervix  which  kills  10,000 
women  a year,  would  be  100  per  cent  preventable 
(Table  5).  This  is  not  a unique  position  we  have 
taken  for  it  is  shared  by  almost  everyone  involved 
in  this  kind  of  program.  Deaths  from  cancer  of 
the  skin,  if  you  exclude  melanoma  (and  there’s 
even  some  encouragement  with  melanoma  when 
it  is  captured  early)  certainly  should  be  100  per 
cent  preventable. 

It  is  our  belief  that  65  per  cent  of  current  colon 
and  rectum  cancer  deaths  could  be  prevented  by 
periodic  sigmoidoscopy  and  prompt  treatment  of 
any  abnormalities  encountered.  This  percentage  is 
based  primarily  on  the  demonstrated  effectiveness 
of  detecting  and  removing  adenocarcinoma  of  the 
colon  and  rectum  before  it  is  advanced  and 
causing  symptoms.  Also,  there  is  the  preventive 
aspect  of  finding  and  removing  any  benign  polyps 
found  which,  in  some  instances  (we  think  about 
10  per  cent),  are  destined  to  become  malignant. 
So,  there  is  a real  preventive  aspect  here  and  the 
65  per  cent  figure  may  be  more  conservative  than 
it  needs  to  be. 

Half  of  the  current  breast  cancer  deaths  are 


TABLE  5 


POTENTIAL  EFFECT  OF  CANCER  DETECTION 
ON  CANCER  MORTALITY  BASED  ON 
UNITED  STATES  STATISTICS,  1965* 


SELECTED 

SITES 

DEATHS 

PER  CENT 
PREVENTABLE 

SALVAGE 

Cervix  

10,000 

100 

10,000 

Skin  

4,400 

100 

4,400 

Colon-rectum 

43,650 

65 

28,372 

Breast  

. 26,300 

50 

13,150 

Prostate  

15,800 

50 

7,900 

Head  and  neck**  . 

10,000 

50 

5,000 

Endometrium  . . . . 

4,000 

50 

2,000 

Lung  

. 47,000 

10 

4,700 

Stomach  

18,400 

10 

1,840 

Urinary  organs  . 

. 14,200 

10 

1,420 

Ovary  

8,900 

10 

890 

202,650 

39.8 

79,672 

* American  Cancer  Society  estimates. 

**  Includes  buccal  cavity,  pharynx,  larynx,  and  thyroid. 


preventable.  Our  experience  leads  us  to  predict  a 
50  per  cent  reduction  in  deaths  from  cancer  of 
the  endometrium.  This  also  is  a conservative  esti- 
mate since  the  cytologic  detection  of  cancer  of  the 
endometrium  and  its  precursors  is  proving  very 
encouraging.  The  head  and  neck  are  very  ac- 
cessible sites  which  respond  well  to  early  diag- 
nosis and  treatment.  Management  of  prostatic  can- 
cer is  more  complex,  but  a possible  50  per  cent 
salvage  is  still  realistic.  Results  in  cancers  of  the 
lung,  ovary,  and  stomach  are  discouraging,  but 
still  some  improvement  is  to  be  gained  by  early 
diagnosis. 

Even  this  partial  list  adds  up  to  about  80,000 
cancer  deaths  which  are  preventable.  Thus,  a very 
substantial  part,  perhaps  one  third,  of  the  cur- 
rent deaths  could  be  prevented  if  we  all  got  on 
with  the  job  of  cancer  detection  for  the  adult 
population. 

Patient  selection 

Of  course,  the  all-important  “if”  in  this  is  the 
question  of  “How  do  we  do  it?”  This  is  a phe- 
nomenal task  with  critical  time  and  money  input 
involved.  Doctors  have  a right  to  say,  “All  right, 
you’ve  convinced  me,  and  I’m  quite  impressed 
with  the  figures,  but  certainly  I can’t  spend  any 
more  time  than  I have.  I can’t  afford  to  spend  40 
minutes  with  a person  who  is  well.  I’m  so  busy 
that  I can  hardly  take  care  of  my  ill  patients.” 

This  is  a major  problem,  one  which  we  all  have 
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to  face  and  deal  with  realistically.  It  seems  to  me 
that  the  solution  is  going  to  lie  in  the  develop- 
ment of  a means  for  identifying,  through  the  use 
of  selection  factors,  that  portion  of  the  population 
most  apt  to  be  harboring  cancer  or  precancerous 
conditions.3  Perhaps  someday  we’ll  have  a reliable 
general  screening  test  for  cancer  whereby  we 
could  say,  “You  don’t  have  to  examine  1,000  in- 
dividuals to  find  the  10  cancers,  because  900  in- 
dividuals are  in  a group  where  the  likelihood  of 
cancer  is  remote.  Spend  time  on  the  100  out  of 
the  1,000  to  find  the  10  with  occult  cancers.”  If 
we  could  set  up  methods  for  this  kind  of  pre- 
screening and  patient  selection,  we  certainly  would 
be  over  one  of  the  major  hurdles  of  the  overload 
problem. 

Every  adult  should  have  the  advantage  of  one 
basic  examination  to  determine  cancer  risk.  On 
the  basis  of  that  one  examination,  a doctor  could 
then  identify  those  who  can  have  spaced-out  ex- 
aminations and  those  who  should  have  them  faith- 
fully and  at  regular  intervals.  This  will  vary  from 
patient  to  patient  and  from  group  to  group.  Ob- 
viously, as  there  are  many  factors  in  human  can- 
cer, we  should  bring  newer  methods  of  patient 
selection  to  bear  on  this  all-important  efficiency 
aspect  of  the  cancer  detection  program. 

Conclusion 

Fig.  6 points  out  one  other  important  aspect  of 
these  examinations.  Cancer  detection  programs 
deserve  the  major  credit  for  having  revitalized  the 
interest  in  having  periodic  examinations  among 
well  adults,  the  individuals  who  say,  “I  feel  fine, 
I want  a check-up.”  This  sound  idea  was  started 
many  years  ago  but  was  dying  on  the  vine  until, 
after  World  War  II,  the  American  Cancer  Society 
and  other  agencies  again  stressed  the  importance 
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of  periodic  examinations.  The  value  of  the  cancer 
check-up  is  now  well  established,  and  every  com- 
munity is  going  to  experience  an  increasing  de- 
mand from  the  educated  public  for  this  kind  of 
service.  This  is  good  not  only  from  the  point  of 
view  of  cancer  control  but  also  because  it  has  an 
important  additional  by-product.  This  is,  namely, 
the  finding  of  other  unsuspected  conditions  which 
are  important  in  maintaining  health  and  prevent- 
ing disease. 

As  you  will  note,  in  Fig.  6,  proved  cancer  is  a 
very  small  part  of  the  total  yield  of  conditions 
found.4  The  solid  black  stratum  at  the  very  bot- 
tom, representing  cancer  diagnosed,  was  actually 
just  over  1 per  cent,  which  is  comparable  to  what 
we’ve  been  discussing  for  Strang  Clinic.  Next 
come  the  precancerous  lesions.  These  are  the 
rectum  and  colon  polyps,  cervical  atypias,  and  so 
forth.  Here,  not  all  the  leukoplakias  or  breast  ab- 
normalities were  counted  for  example,  but  just 
those  which  were  well  established  and  significant 
diagnoses.  This  category  of  detected  premalig- 
nant  conditions  was  found  in  about  12  per  cent 
of  the  2,100  patients  studied  at  the  Kips  Bay- 
Yorkville  Center.  This  figure  increased  with  age, 
as  does  cancer  and  other  findings. 

The  next  category  is  incidental  neoplastic  diag- 
noses such  as  fibromas  and  lipomas,  which  are 
rarely  significant  but  which  still  were  diagnosed 
and  counted.  “Other  conditions  requiring  care” 
are  the  unsuspected  cases  of  diabetes,  thyroid  dis- 
ease, renal  disease,  occasional  active  tuberculosis, 
and,  most  frequently,  cardiovascular  disease.  Diag- 
noses in  this  category  were  made  in  over  50  per 
cent  of  the  total  group  of  patients.  In  other  words, 
over  half  of  those  who  came  for  this  examination 
were  found  to  have  potentially  important  condi- 
tions and  were  referred  to  their  own  physicians 
for  care.  The  majority  of  these  patients  had  no 
suspicion  of  disease  and  were  not  planning  to  do 
anything  about  their  health  status  until  they  were 
motivated  to  come  to  a detection  clinic.  It  is  clear 
that  we  must  keep  this  total  yield  in  mind  when 
we  talk  about  the  importance  of  periodic  exam- 
ination of  the  well  adult.  • 
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Senility — a definition 

Victor  Kassel,  MD,  Salt  Lake  City 


Old  age  is  largely  a state  of  mind — no 
matter  what  you  choose  to  call  it.  Here  is 
an  ample  choice  of  words! 

The  past  two  thousand  years  have  witnessed 
a gradual  increase  in  longevity  from  23  years  dur- 
ing the  days  of  Christ  to  approximately  70  years 
today.  As  a result  of  this  increased  longevity, 
more  aged  people  are  appearing  on  the  daily 
scene,  causing  a greater  awareness  among  the 
populace  of  the  fact  of  aging.  Not  only  is  this 
awareness  increasing,  but  also  a corresponding 
concern  with  the  aging  process,  particularly  a 
concern  with  how  the  aging  process  will  change 
the  individual.  As  a result,  the  question:  “What 
is  aging?”  is  asked  more  often,  with  no  answer 
available  at  this  time.  Available,  however,  is  the 
misinformation  about  the  aging  process  accumu- 
lated during  the  centuries.  In  addition  to  mis- 
information, unprecise  thinking  has  hindered  those 
working  toward  solving  the  mystery  of  the  aging 
process.  Far  too  many  words  are  used  too  loosely 
as  epithets  for  the  aged,  and  for  the  changes 
which  occur  during  aging. 

In  compiling  a list  of  words  synonymous  with 
aging,  or  words  used  to  modify  aging,  the  large 
size  of  this  vocabulary  becomes  apparent.  More- 
over, it  is  interesting  to  note  the  number  of  these 
epithets  which  have  a negative  connotation.  Here 
is  a collection  of  them:  aged,  ancient,  anile,  anti- 
quated, archaic,  arteriosclerotic,  autumn  years; 
centenarian,  codger,  crock,  crone;  dean,  decline, 
decrepit,  deteriorated,  doddery,  dodo,  dotard, 
dowager;  elder;  fading,  failing,  feeble,  fogy,  fossil, 
frail;  gaffer,  geezer,  gerontic,  golden  ager,  grand- 
father, grandmother,  granny,  gray,  graybeard, 
grisard;  hag,  hoary;  infirm;  matriarch,  mature, 
mellow,  moldy,  mossback,  motheaten;  nonage- 
narian; obsolete,  octogenarian,  old,  old  salt,  old- 
ster, old  timer;  patriarch,  pop,  professor;  rusty; 
sage,  second  childhood,  senator,  senescent,  senile, 
senior,  senior  citizen,  septuagenarian,  sexagenar- 
ian, superannuated;  time  worn,  trot,  twilight  years; 
venerable,  veteran;  waning,  winter  years,  wrinkled. 

The  prevailing  attitude  towards  old  age  is  one 
of  pessimism.  This  attitude  is  pessimistic  enough 
without  aggravating  it  by  the  misuse  of  these 


words.  A person’s  attitude  toward  old  age  very 
often  determines  the  shade  of  meaning  he  will 
give  to  a word  appraising  this  state;  and  this  shade 
of  meaning,  in  turn,  will  color  his  attitude  for  the 
worse,  producing  a vicious  cycle.  Not  all  old  age 
is  dismal,  despite  the  fact  that  most  of  the  aged 
regard  their  last  years  bleakly  as  the  most  un- 
desirable time  of  their  life,  a time  of  shrunken 
opportunity  for  enriching  experiences.  Here  and 
there  in  the  community  there  are  happy,  well- 
adjusted  older  people  enjoying  their  last  years. 
Were  these  last  years  invariably  so  terrible,  then 
no  one  should  be  happy.  The  occasional  contented 
person  disproves  the  idea  that  old  age  necessarily 
must  be  dismal  and,  therefore,  it  is  an  error  to 
slant  all  conceptions  of  aging  toward  the  negative 
side. 

There  must  be  a constant  review  of  the  world’s 
thinking  about  old  age,  and  this  review  must  in- 
clude repeated  reexaminations  of  the  meaning  of 
the  words  used  of  the  aging  process  in  order  to 
prevent  the  establishment  of  incorrect  shades  of 
meaning.  One  of  the  most  frequently  misused 
words  synonymous  for  aging  is  the  word  senility. 
This  paper  will  try  to  define  senility  without  prej- 
udice. 

In  WEBSTER’S  THIRD  NEW  INTERNA- 
TIONAL DICTIONARY,  the  noun  “senility”  is 
defined  as  “the  quality  or  state  of  being  senile.” 
“Senile,”  the  adjectival  form  of  “senility,”  is  de- 
fined as  follows:  1.  of,  relating  to,  characteristic 
of  old  age.  2.  a.  showing  the  characteristic  of  old 
age:  Aged.  b.  marked  by  the  weakness  of  old  age: 
Decrepit,  especially  exhibiting  a loss  of  mental' 
faculties  associated  with  old  age:  Doddering.” 

Definitions  1.  and  2a.  give  the  impression  that 
“old  age”  and  “senility”  are  synonymous.  They 
are  not.  Senility  occurs  during  the  later  years, 
but  it  need  not  necessarily  do  so.  Not  all  old  peo- 
ple are  senile.  For  senility  to  occur,  there  must 
be  old  age  plus  an  additional  factor.  To  under- 
stand this  additional  factor,  it  is  necessary  to  re- 
view some  of  the  current  thinking  about  the  aging 
process. 

The  cause  of  aging  is  unknown.  Obvious 
changes  occur  which  enable  one  to  differentiate 
the  6 year  old  from  the  60  year  old,  and  to  these 
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changes,  for  which  the  word  “maturation”  should 
be  used,  is  given  the  word  “aging,”  as  though 
“aging”  defined  the  process.  The  same  thing  hap- 
pens when  the  later  years  are  described.  As  peo- 
ple age,  disabilities  and  infirmities  develop,  and 
these  changes  also  are  called  “aging.”  In  reality, 
the  undesirable  changes  which  often  accompany 
the  later  years  are  the  result  of  chronic  degener- 
ative disease.  The  characteristic  of  all  chronic 
degenerative  disease  is  the  destruction  of  paren- 
chymal tissue,  and  its  replacement  by  scar  tissue. 
It  follows  that  the  worse  the  chronic  degenerative 
disease  developed  by  the  person,  the  more  work- 
ing cells  of  the  body  are  destroyed.  Aging,  or  the 
passing  of  years,  comes  into  the  picture  by  virtue 
of  the  fact  that  the  longer  one  lives,  the  better 
is  his  opportunity  to  accumulate  a variety  of 
chronic  degenerative  diseases.  The  more  chronic 
degenerative  disease,  then,  the  less  capable  is  the 
body  to  perform  its  work.  It  is,  therefore,  the 
accumulated  scar  tissue,  replacing  the  working 
tissue  of  the  body  that  causes  the  disabilities  and 
decreased  capacities  encountered  in  the  aged. 

If  one  did  not  develop  any  chronic  degenerative 
disease,  he  would  have  no  disability  during  the 
later  years.  This  freedom  from  disability  does  not 
occur  because  medical  science  has  discovered 
very  few  answers  to  the  questions  related  to 
chronic  degenerative  disease.  But  it  is  not  unusual 
to  find  aged  persons  only  minimally  impaired,  be- 
cause in  them  chronic  degenerative  disease  has 
been  minimally  destructive. 

The  term  “senility”  should  be  reserved,  then, 
to  designate  the  state  of  disability  or  decrepitude 
which  occurs  when  the  aged  person  has  become 
overwhelmed  by  his  accumulated  chronic  degen- 
erative diseases,  and,  as  a result,  is  no  longer  able 
to  carry  on  independently.  Thus  physical  incapac- 
ity due  to  chronic  degenerative  disease  during  the 
later  years  is  physical  senility,  and  mental  in- 
capacity due  to  chronic  degenerative  disease  dur- 
ing the  later  years  is  mental  senility.  To  repeat, 
senility  is  a state  of  being,  not  an  etiologic  agent. 
It  is  the  state  of  decrepitude  during  the  later  years 
resulting  from  any  one  of  a number  of  causes. 

Another  error  in  the  use  of  the  word  “senility” 
occurs  in  sociology  books  when  the  normal  phases 
of  man’s  life  are  described.  These  phases  are 
listed  as:  infancy,  childhood,  teens,  adulthood, 
senescence,  and  senility.  The  error  is  made  in  the 
characterization  of  the  last  three,  for  what  is 
described  as  adulthood  is  early  adulthood,  up  to 
the  age  of  60;  senescence  is  later  adulthood,  from 


60  to  80;  and  senility  is  senescence  with  decrepi- 
tude, after  age  80. 

It  is  implied  that,  if  one  were  to  continue  into 
his  very  late  years,  decrepitude  would  become 
a normally  abnormal  part  of  his  life-span.  Decrep- 
itude is  not  a normal  phase  of  one’s  life;  it  is 
abnormal,  pathologic.  Decrepitude  is  the  result  of 
the  changes  produced  by  chronic  degenerative  dis- 
ease, and  no  one  ever  has  been  able  to  prove 
otherwise.  There  never  has  been  any  agreement 
as  to  the  normal  cause  of  the  changes  encountered 
during  the  passage  of  the  years.  The  only  agree- 
ment found  in  the  geriatric  literature  is  agreement 
on  the  fact  that  the  longer  one  lives,  the  more 
likely  he  is  to  die.  The  causes  of  all  the  infirmities 
encountered  in  the  aged  can  be  diagnosed  as  spe- 
cific diseases.  Thus,  rather  than  to  consider  senil- 
ity as  a normal  phase  of  man’s  life,  it  should  be 
counted  as  pathology  which  intrudes  itself  on  a 
normal  senescence.  Senility,  so  defined,  would 
follow  Webster’s  definition  listed  as  2b. 

The  third  major  misuse  of  the  word  “senility” 
occurs  when  it  is  used  in  its  adjectival  form  to 
specify  any  disease  which  develops  during  the 
later  years.  Again,  this  use  equates  senility  with 
old  age.  For  example,  Senile  Brain  Disease  has 
the  same  pathologic  features  as  Alzheimer’s  Dis- 
ease. When  these  brain  changes  occur  during  the 
presenium,  they  are  called  Alzheimer’s  Disease, 
but  when  the  same  changes  are  found  during  the 
senescent  years  they  are  labeled  Senile  Brain  Dis- 
ease. Bronchitis  when  discovered  after  70  is  called 
Senile  Bronchitis,  but  when  diagnosed  earlier  it 
is  named  differently.  So-called  senile  eye  changes 
— arcus  senilis,  senile  cataract,  senile  macular  de- 
generation, arteriosclerotic  retinopathy — are  found 
during  during  the  thirties  and  forties  also.  It  only 
adds  to  the  confusion  of  precise  understanding  of 
the  aging  process,  and  to  a pessimistic  attitude 
toward  aging  to  use  these  misnomers.  Naming 
pathologic  entities  differently,  as  though  there 
were  different  causes,  merely  because  they  arise 
at  different  times  of  life,  is  wrong. 

To  summarize:  It  is  known  that  attitudes  affect 
conceptions  of  word  meanings.  The  pessimistic 
feelings  about  old  age  have  changed  the  tone  of 
certain  words  used  to  describe  the  aging  process. 
This  is  happening  particularly  with  the  word  “se- 
nility,” for  the  word  “senility”  is  changing  to  be- 
come synonymous  with  old  age.  This  reinforces 
the  belief  that  decrepitude  is  a normal  accompani- 
ment of  the  later  years.  Instead,  senility  should 
refer  to  the  state  of  decrepitude  which  may  de- 
velop during  the  later  years.  • 
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Intractable  obesity  and  its  complications* 


Treatment  with  intramuscular  dextro-amphetamine  sulfate 

David  B.  Gilbert,  MD,  Payson,  Arizona 


Intramuscular  dextro-amphetamine 
sulfate  in  large  doses  is  effective  in  treat- 
ment of  intractable  obesity. 

The  medication  used  in  this  study  was  dextro- 
amphetamine sulfate  in  sterile  water  for  injection. 
Chemically  it  is  the  dextro-isomer  of  d,  1-amphet- 
amine sulfate,  commonly  known  as  Benzedrine, 
with  the  chemical  name  of  d,  beta-phenyl,  iso- 
propylamine and  the  structural  formula: 

CH3 

H — C — CHo 

CHo 

Other  chemical  names  are  d-alpha-methylphene- 
thylamine  and  d-2-amino-l-phenylpropane.  The 
preparation  used  contained  20  mg.  of  drug  per  cc. 
in  the  form  of  the  neutral  sulfate. 

Review  of  the  literature 

Dextro-amphetamine  sulfate  has  more  central 
nervous  system  stimulating  effect  than  the  racemic 
form.  The  usual  use  for  this  preparation  has  been 
in  doses  not  to  exceed  5.0  mg.  intramuscularly  or 
intravenously  for  stimulation  of  the  sensorium  in 
certain  depressive  states,  postencephalitic  Parkin- 
sonism, and  in  narcolepsy.  It  is  classified  as  a 
sympathomimetic  chemical  which  imitates  the  re- 
sults of  sympathetic  nervous  impulses.  This  com- 
pound differs  from  the  other  sympathomimetic 
substances,  epinephrine  and  ephedrine,  in  that  it 
has  a greater  effect  in  stimulating  the  central 
nervous  system  while  the  others  in  this  group  have 
a greater  peripheral  and  cardiovascular  result. 
Schulte  reports  the  drug  to  be  the  most  active 
selective  stimulant  of  central  nervous  system  with 
the  widest  margin  of  safety  among  seventy-five 
adrenergic  compounds.  This  compound  has  no 
effect  on  respiration  or  body  temperature.  Emer- 

* Read  at  Regular  Medical  Staff  Meeting,  Payson  Clinic-Hos- 
pital September  30,  1964,  and  at  Regular  meeting  of  the  Gila 
County  Medical  Society  January  21,  1965.  The  author  is 
Chief-of-staff,  Payson  Clinic-Hospital.  Payson,  Arizona. 


son  found  the  effects  on  the  basal  metabolic  rate 
to  be  varied  and  concluded  that  the  drug  had  no 
significant  effect  on  the  rate.  Dextro-amphetamine 
has  no  effect  on  hemoglobin,  red  blood  count, 
white  blood  count,  blood  proteins,  blood  sugar  or 
acid-base  balance.  It  has  very  little  effect  on 
pulse,  blood  pressure,  coronary  arteries,  cardiac 
output,  blood  flow,  or  the  electrocardiogram. 
Galvin  and  McGavack,  Livingston,  Rosenberg, 
Finch,  Ferguson  and  others  have  found  that 
hypertension  is  almost  never  aggravated  with  the 
drug,  but  usually  is  improved  with  use  of  dextro- 
amphetamine sulfate  for  the  treatment  of  obesity. 
The  drug’s  effect  on  the  gastrointestinal  tract  is 
not  significant  and  does  not  account  for  the  an- 
orexic effect  which  appears  to  be  almost  totally 
cerebral  in  origin.  Effect  on  the  gallbladder  is  in- 
significant while  urinary  sugar  and  albumin  are 
unaffected  also.  Dolger  and  Osserman  found  that 
not  only  are  blood  sugar  levels  not  increased,  but 
the  glucose  tolerance  of  obese  diabetics  was  usual- 
ly improved  when  this  drug  was  used.  The  human 
uterus  reacts  to  the  drug  with  increase  in  muscle 
tone,  but  with  diminution  of  the  contraction,  and 
large  intramuscular  doses  have  not  been  observed 
to  have  any  deleterious  effect  on  gestation  at  any 
time  during  the  40-week  period.  Sex  hormone 
secretion  is  unaffected  while  libido  remains  normal 
with  the  use  of  this  drug.  Finch,  Coopersmith, 
and  Howell  found  the  drug  to  be  safe  and  valu- 
able in  treating  obesity  during  pregnancy.  Weiss 
and  Laties  state  that  the  amphetamines  enhance 
human  performance  without  a single  system 
paying  any  price  for  it. 

Leake  states  that  the  mechanism  of  effect  is 
with  energy  changes  altering  the  usual  activity  of 
the  cell,  by  augmenting  the  level  of  cellular  ac- 
tivity, especially  those  associated  with  the  sympa- 
thetic nervous  system.  The  drug  is  43  per  cent 
excreted  in  the  urine  in  48  hours,  and  inactivation 
is  accomplished  in  the  liver.  Dextro-amphetamine 
has  the  greatest  margin  of  safety  among  75  sym- 
pathomimetic amines  tested.  The  minimal  lethal 
dose  is  placed  at  80  times  the  therapeutic  dose, 
while  amphetamine  sulfate  has  been  described  as 
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having  a lethal  dosage  of  from  100  to  1,000  times 
the  average  therapeutic  dose.  Injectable  dextro- 
amphetamine side  effects  have  been  described  as 
excessive  excitement,  headache,  insomnia  and 
loquaciousness.  (This  investigator  has  not  found 
it  to  aggravate  hypertension  or  angina  pectoris, 
but  uncontrolled  hyperthyroidism  and  Raynaud’s 
disease  are  definite  contraindications,  as  well  as 
marked  agitation  or  anxiety,  and  hypersensitivity 
to  sympathomimetic  agents.) 

Dextro-amphetamine  sulfate  is  not  addicting, 
since  those  who  have  abused  the  drug  do  not 
experience  any  kind  of  physical  dependence  or 
withdrawal  syndrome  upon  discontinuance.  Some 
emotionally  unstable  and  frustrated  persons,  who 
for  a means  of  better  facing  reality  and  for  the 
mood  elevation  properties,  may  through  the  illegal 
and  indiscriminate  use  of  the  amphetamines,  in- 
duce serious  psychotoxic  reactions.  The  psycho- 
logical dependency  induced  by  excessive  levels  of 
the  amphetamines  is  no  more  serious  than  that 
encountered  with  the  equally  potent  drug,  caffeine. 

Amphetamines  have  never  been  included  in  the 
official  listing  of  addicting  drugs  by  the  World 
Health  Organization.  Seevers  states  that  the  ma- 
jority of  the  abusers  have  been  abnormal  indi- 
viduals psychologically,  and  concludes  that  in- 
stances of  drug  abuse  involves  problems  with  the 
subject  and  not  the  drug.  He  further  points  out 
that  no  CNS  stimulant  is  capable  of  producing 
addiction  and  that  the  depressants  are  abused  to 
a much  greater  extent  than  stimulants,  since  the 
latter  will  eventually  lead  to  unpleasant  and  un- 
bearable hyperexcitability. 

The  history  of  the  prescribed  use,  and  discon- 
tinuance of  use,  of  dextro-amphetamine  sulfate  in 
millions  of  patients  has  been  free  of  serious  prob- 
lems and  marked  discomfort.  Leake  reports  that 
dextro-amphetamine  may  be  used  almost  in- 
definitely in  therapeutic  doses  without  untoward 
effect.  The  use  of  this  drug  in  teen-age  groups  is 
particularly  safe,  also.  Other  uses  of  oral  dextro- 
amphetamine are  in  depressive  states,  Parkinson- 
ism, behaviour  problems  in  children,  enuresis,  and 
epilepsy. 

The  study  ° 

In  this  study  50  patients  were  treated  over  a 
period  of  4 years.  The  most  dramatic  result 
was  in  a 38-year-old  female  who  lost  100  pounds 
in  one  year.  Lesser  results  were  also  obtained  and 

* Due  to  space  limitations  the  complete  study,  statistical 
analysis  and  40  references  are  not  included.  Upon  request 
these  will  be  furnished  by  the  author. 


a statistical  analysis  of  the  entire  period  revealed 
that  a 200  pound  individual,  if  given  an  average 
dose  of  2.0  cc.  daily  for  12  months  would  lose,  in 
every  case,  27  pounds.  Adjunctive  therapy  in 
some  cases  consisted  of  thyroid  and  chorionic 
gonadotropin  supplementation  where  indicated. 

Since  a complete  double-blind  controlled  study 
with  an  ineffective  substance  is  not  feasible  for 
economical  reasons,  in  private  practice,  two  cases 
were  followed,  who  had  placebo  for  one  month. 
The  first  was  a 50-year-old  male  who  took  2.0  cc. 
of  sterile  water  every  morning  for  one  month  fol- 
lowing a 59  pound  weight  loss,  over  one  year  on 
dextro-amphetamine  sulphate  intramuscularly.  He 
noticed  a let-down  in  his  energy  level  and  his 
weight  remained  stationary.  A second  case  was  a 
53-year-old  female  who  had  lost  20  pounds  in 
four  months  on  dextro-amphetamine  sulfate, 
intramuscularly.  When  a new  pharmacist  mis- 
takenly filled  her  prescription,  which  was  written 
for  the  trade  name  Dextromine®**  (Dextro- 
amphetamine sulfate)  and  gave  her  instead  50 
per  cent  dextrose  solution,  she  gained  5 pounds 
in  the  month  that  transpired  before  the  error  was 
found.  She  noticed  a marked  decrease  in  her 
feeling  of  well-being  during  this  period  and  in- 
formed me  that  something  had  surely  gone  wrong 
with  the  medicine. 

Conclusions 

The  study  shows  conclusively  that  a relatively 
new  application  of  an  all  ready  existing  medication 
(intramuscular  dextro-amphetamine  sulfate)  in 
very  large  doses,  several  times  a day  is  a good, 
effective,  and  safe  treatment  for  intractable  obesity 
and  its  complications.  Intractable  obesity  is  that 
which  does  not  or  cannot  respond  to  oral  anorexic 
agents  or  dietary  management  when  no  endocrine 
abnormality  exists.  Many  patients  who  cannot 
tolerate  15  mg.  of  dextro-amphetamine  sulfate  by 
mouth  can  comfortably  take  30  mg.  by  the  intra- 
muscular route  without  disconcerting  side  effects. 
Doses  used  have  been  as  high  as  100  mg.  per  day 
for  extended  periods.  The  usual  method  is  either 
self-administered  at  home  the  first  thing  on  arising 
or  at  8:00  AM  in  the  office,  daily,  for  as  much 
as  several  years  running.  The  100  mg.  doses 
were  divided,  60  mg.  in  the  morning  and  40  mg. 
in  the  early  afternoon.  No  marked  local  irritation 
at  the  site  of  injection  was  found  in  any  patient 
and  a male  patient  who  has  taken  as  high  as  3 

**  Dextromine® 

(Continued  on  page  76) 
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Peritoneal  dialysis  in  salicylate  intoxication 

L.  W.  Etchart,  MD,  Billings,  Montana 


Adult  ingestion  of  large  amounts  of  acetyl- 
salicylic  acid  is  infrequent,  but  nevertheless  a pos- 
sibility which  the  practitioner  may  encounter  at 
any  time.  At  Minneapolis  General  Hospital  the 
staff  recently  had  an  opportunity  to  study  the 
hyperpyrexia,  respiratory  alkalosis  and  metabolic 
acidosis  of  such  a case  and  to  apply  peritoneal 
dialysis  to  the  moribund  patient. 

Case  Report 

A 19-year-old,  unmarried,  Indian  female,  with  an 
eight  week  gestation,  entered  Minneapolis  General 
Hospital  four  hours  after  ingesting  about  200  tab- 
lets of  five  grain  aspirin.  The  patient  stated  that 
shortly  after  the  ingestion  she  had  a slight  emesis 
which  contained  a few  aspirin.  After  emesis  she 
dozed  for  about  three  hours.  Upon  awakening  she 
complained  of  ringing  in  her  ears  and  admitted  the 
ingestion  to  her  sister.  She  was  brought  to  Minne- 
apolis General  Hospital  by  the  police.  Gastric  lavage 
was  unproductive.  Further  history  and  review  of 
symptoms  were  not  contributory. 

Physical  examination  revealed  a blood  pressure  of 
130/80;  pulse  100  and  regular;  respirations  were  reg- 
ular, 20/min.  and  hyperpneic;  rectal  temperature  was 
100°F.  She  was  oriented,  cooperative  and  in  no 
acute  distress.  EENT  examination  noted  marked  con- 
junctival injection  bilaterally.  The  oral  mucosa  was 
moist.  Lungs  and  heart  were  normal.  Abdomen  was 
normal  with  active  bowel  sounds.  Neurologic  exam- 
ination was  normal,  except  the  patient  was  slightly 
hyperkinetic. 

About  six  hours  after  admission  the  patient’s  clin- 
ical status  underwent  substantial  change.  She  became 
agitated  and  progressively  unmanageable,  requiring 
restraints.  During  the  next  ten  hours  her  condition 
slowly  deteriorated.  Breathing  became  deep  and 
labored  and  soon  Kussmaul  in  nature.  By  the  16th 
hour  she  was  comatose,  unresponsive  and  had  tem- 
perature 105°F.  Peritoneal  dialysis  was  begun  at  this 
time.  The  peak  salicylate  level  of  86.5  mg.%  was 
reached  at  this  time.  After  approximately  six  hours 
of  peritoneal  lavage  and  continued  intravenous  ther- 
apy, the  patient  began  to  respond  and  manifested 
slow  but  steady  improvement  during  the  balance  of 
her  hospital  course.  Peritoneal  lavage  was  continued 
for  16  hours. 

Fig.  1 is  a graph  of  the  initial  4 days  of  therapy. 
The  upper  values  note  a lowering  of  serum  potassium 
and  Hgb.  The  C0o  combining  power  reached  a low 
of  9/meq/L  with  an  associated  acid  serum  pH.  The 
dotted  line  depicts  the  serum  pH  and  shifted  to  alka- 
line range  early  in  the  therapy.  The  reason  for  this 
is  not  clear,  but  several  compensatory  mechanisms  are 


CZ 

MEq  / L K 

Na 

gm  % Hbg 

26 

Serum 

22 

C02 

18 

(MEq  /L) 

14 

10 

80 

Salicylate 

Level 

60 

(mg  %) 

40 

20 

0 

Urine 

200 

(ml  / hr) 

o 

Fluids 
( ml  /hr) 

200 

0 

Urine 

Salicylate 

400 

( mg  / hr) 

0 

Peritoneal 

200 

Diolysote 
Solicylote 
( mg  / hr ) 


107  104  96.5  99.5  101 

3.5  2.85  2.30 

142  145  141 


11.5  11.7  10.4  9.8  8.7 


1 I el-.  I lew  H"  I r~ 

April  4 April  5 April  6 April  7 April  8 


pH 

7.30 

7.40 

7.50 

7.60 


Fig.  1.  Graph  of  treatment  of  patient  with  salicylate 
intoxication. 


involved  plus  the  therapy  of  alkaline  intravenous 
solution  and  peritoneal  dialysis.  During  the  first  30 
hours  the  patient  received  5800  cc.  of  fluids,  and  had 
a 2550  cc.  urine  output.  The  urine  remained  concen- 
trated with  S.G.  1.022,  and  with  an  acid  pH.  The 
urine.  A total  of  3000  mg.  of  salicylate  was  recov- 
per  hour,  and  during  the  16  hours  of  peritoneal 
lavage  2500  mg.  of  salicylate  was  recovered  in  the 
urine.  A total  of  3000  mg.  af  salicylate  was  recov- 
ered from  12  liters  of  dialysis  during  the  16  hour  run. 

Vaginal  bleeding  was  noted  on  admission.  Some 
70  hours  later  the  patient  began  having  abdominal 
cramps,  and  an  eight  week  old  fetus  was  aborted 
within  an  hour.  During  convalescence  it  was  estab- 
lished that  her  creatinine  clearance  was  within  nor- 
mal limits,  and  that  her  kidneys  were  grossly  normal 
in  function. 

Method 

The  solutions  and  apparatus  are  available  from 
several  sources.  In  this  instance  Abbott  Labora- 
tories INPERSOL®*  was  used.  A polyethylene 
catheter  is  inserted  through  a trochar  about  mid- 
way between  the  umbilicus  and  symphysis  pubis. 
The  catheter  tip  is  then  directed  toward  the  pelvis 
and  secured  in  place  with  a skin  suture.  Solutions 
of  \Vi%  Dextrose  which  contain  the  same  con- 
centration of  electrolytes  as  plasma  are  used  in 
dialysis.  To  this  can  be  added  small  amounts  of 
antibiotics,  and  albumin  to  a 5%  concentration 


* Abbott  Laboratories 
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if  desired.  Albumin  was  not  used  in  the  case  pre- 
sented. The  lavage  of  2 liters  of  solution  into  the 
peritoneal  cavity  initiates  the  procedure  and  this 
remains  in  place  for  about  one  hour.  Drainage  is 
then  accomplished  by  gravity  siphon.  In  the  case 
discussed,  12  liters  of  dialysate  were  used,  and 
approximately  500  cc.  was  lost  to  the  peritoneal 
space  and  dressings. 

Discussion 

Experimental  ingestion  of  12  grams  of  acetyl- 
salicylic  acid  by  healthy  subjects  has  resulted  in 
toxic  symptoms  and  peak  plasma  levels  of  45 
mgm.%  between  the  second  and  fourth  hours.3 
Graham  and  Parker  reported  on  the  development 
of  toxicity  in  58  of  70  patients  receiving  thera- 
peutic amounts  of  sodium  salicylate.  These  58 
patients  developed  signs  such  as  tinnitus,  deaf- 
ness, nausea,  and  transient  vomiting  with  an  asso- 
ciated plasma  concentration  of  approximately  35 
mgm.% . 

Since  there  is  no  antidote  for  the  acetylsalicylic 
acid,  the  toxic  drug  must  be  excreted  by  the  kid- 
ney, or  therapeutically  with  the  assistance  of  he- 
modialysis, exchange  transfusions  or  peritoneal 
dialysis.  A patient  in  the  pediatric  age  group  can 
change  very  quickly  from  a transient  respiratory 
alkalosis  to  a profound  metabolic  acidosis  with 
rapid  deterioration  of  the  clinical  status.  In  the 
adult  patient  similar  circumstances  may  occur, 
but  the  time  interval  is  over  a greater  span.  When 
the  salicylates  have  reached  toxic  levels,  direct 
stimulation  of  the  respiratory  center  causes  the 
subject  to  hyperventilate.7  With  this  is  an  associ- 
ated increase  in  the  metabolic  rate. 

Pediatric  patients  have  been  reported  to  develop 
profound  alkalosis  with  resultant  tetany  and  en- 
cephalopathy early  in  salicylate  intoxication.  Some 
authors5  have  cautioned  as  to  the  use  of  sodium 
bicarbonate  or  sodium  lactate  for  this  reason. 
However,  there  is  less  objection  to  bicarbonate 
in  the  adult,  and  it  should  be  considered  a useful 
therapeutic  adjunct.  Vomiting  commonly  occurs 
and  the  process  of  dehydration  is  accelerated.  Dis- 
turbance in  carbohydrate  and  lipid  metabolism 
results  in  ketosis  and  metabolic  acidosis.4 

Maintenance  of  adequate  circulating  blood  vol- 
ume is  of  paramount  importance.  Fluid  therapy, 
including  blood  replacement,  should  be  used  to 
maintain  adequate  circulating  blood  volume  and 
renal  excretion  of  the  salicylate.  Ninety  per  cent 
of  ingested  salicylate  is  eventually  excreted  by  the 
kidney.  When  conditions  are  such  that  the  urine 
is  alkaline  at  pH  of  8.0,  four-fifths  of  the  ex- 


creted salicylate  is  free  salicylate.  Whereas,  in  an 
acid  urine  with  pH  of  5.0,  one-fifth  is  free  salic- 
ylate.4 Direct  infusion  of  sodium  bicarbonate  or 
the  administration  of  acetazoleamide  (Diamox) 
will  cause  alkalinization  of  the  urine  with  an  in- 
creased salicyluria.  Unfortunately  Diamox  also 
causes  metabolic  acidosis.  During  sodium  bicar- 
bonate infusion  a concomitant  decrease  in  serum 
potassium  has  been  observed.  Potassium  replace- 
ment has  been  recommended  after  establishment 
of  renal  output.  Robin,  Davis,  Rees,6  and  others 
have  noted  development  of  hypokalemia  in  the 
alkalotic  phase,  which  they  feel  is  due  to  excessive 
renal  potassium  loss  and  potassium  shift  out  of 
the  extra  cellular  compartment. 

Elliott  and  Crichton1  reported  recently  on  the 
use  of  peritoneal  dialysis  in  an  adult.  Dialysis  re- 
moved 640  mg.  salicylate  in  14  liters  of  dialysate 
from  a patient  in  whom  the  serum  salicylate  was 
73.6  mg.  per  100  ml.  Experimental  work  in  the 
dog5  suggests  that  the  addition  of  5%  albumin 
to  the  peritoneal  lavage  electrolyte  solution  will 
increase  the  salicylate  dialysis  between  30  to  60% . 
There  will  be  an  occasional  patient  who  does  not 
respond  satisfactorily  to  dialysis  and  in  whom  ad- 
ditional measures  of  therapy  need  be  considered. 
For  salicylate  removal  the  artificial  kidney  is 
about  twenty  times  faster  than  normal  urinary 
excretion  of  the  salicylate. 

Summary 

A case  of  a patient  with  severe  salicylate  intox- 
ication treated  by  peritoneal  dialysis  is  reported. 
Only  large  medical  centers  have  an  available  arti- 
ficial kidney,  but  in  the  smaller  hospital  the  use  of 
peritoneal  dialysis  can  assist  the  salicylate  excre- 
tion in  a moribund  patient  who  may  otherwise 
succumb  to  this  intoxication.  • 
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Cysticercosis  cerebri 

William  A.  Bryans,  MD,  Denver 


This  report  will  be  of  general  interest, 
since  cysticercosis  of  the  central  nervous 
system  is  definitely  rare  in  the  United 
States  but  significant  in  our  area.  A patient 
with  recovery  following  surgery  is 
distinctly  unusual. 

Cysticercosis  of  the  central  nervous  system  is 
frequent  in  many  American,  Asiatic,  and  Euro- 
pean countries.  This  disease  is  rarely  encountered 
in  the  United  States,  although  a few  sporadic  case 
reports  have  appeared  in  the  American  litera- 
ture.1’ 2 It  has  been  found  in  25  per  cent  of  pa- 
tients suspected  of  brain  tumor  at  the  General 
Hospital  in  Mexico  City,  and  an  incidence  of  33 
per  cent  was  reported  in  a series  of  verified  brain 
tumors  at  the  Children’s  Hospital  in  Mexico  City.3 

Because  of  the  number  of  agricultural  workers 
from  Mexico,  employed  predominantly  in  the 
southwestern  United  States  and  the  Rocky  Moun- 
tain area,  this  disease  should  be  considered  in  the 
differential  diagnosis  in  Mexican  patients  pre- 
senting with  signs  and  symptoms  of  increased  in- 
tracranial pressure,  or  a progressive  neurological 
deficit.  Twenty-six  patients  with  cysticercosis  of 
the  central  nervous  system  have  been  previously 
reported  in  the  medical  literature  of  the  United 
States. 

Case  report 

M.  D.  was  first  examined  on  September  25,  1963. 
The  patient  was  a 39-year-old  right  handed  man  who 
had  been  brought  up  in  a rural  area  of  the  State  of 
Durango  in  Mexico.  During  his  childhood  and  early 
adult  life  he  had  been  frequently  in  contact  with 
pigs  on  his  father’s  farm  and  may  have  eaten  poorly 
cooked  pork  on  numerous  occasions.  The  patient  was 
admitted  because  of  generalized  seizures  of  nine 
months’  duration  and  progressive  headache  and  weak- 
ness of  his  left  extremities  of  three  months’  duration. 

EXAMINATION:  Positive  neurological  findings 
were  as  follows:  The  gait  was  unsteady.  The  patient 
deviated  to  the  left  while  walking.  There  was  no  pa- 
pilledema. There  was  a left  inferior  temporal  quad- 
rant visual  field  defect  by  confrontation.  A left  cen- 
tral facial  weakness  was  present. 

There  was  a moderately  severe,  spastic  left  hemi- 
paresis,  more  evident  in  the  arm  with  impaired  ap- 
preciation of  vibratory  sensation,  two  point  stimuli. 


and  tactile  recognition  of  small  objects  placed  in 
the  left  hand.  There  was  hyperreflexia  on  the  left 
side.  The  right  plantar  response  was  extensor. 

A brain  scan  utilizing  Neohydrin  with  radioactive 
mercury  was  negative.  An  electroencephalogram  was 
abnormal,  revealing  a right  fronto-temporal  slow 
focus.  A pneumoencephalogram  revealed  a shift  of 
the  ventricular  system  to  the  left.  The  right  lateral 
ventricle  showed  a focal  deformity  consistent  with  a 
large  space  occupying  lesion  of  the  right  posterior 
temporoparietal  area. 

LABORATORY  STUDIES:  Hemoglobin  was 
16.8  gm  per  cent.  White  blood  count  was  6,200  with 
a normal  differential  count  and  no  eosinophilia  with 
repeated  determinations.  There  were  three  lympho- 
cytes in  the  cerebrospinal  fluid.  CSF  sugar  was  73 
mgm  per  cent  and  protein  26  mgm  per  cent.  Repeated 
examinations  of  the  stools  were  negative  for  ova 
and  parasites. 

OPERATION:  On  October  2,  1963,  a right  pari- 
etotemporal craniotomy  was  performed.  Several 
small  yellowish  areas  of  discoloration  were  noted 
on  the  cortical  surface.  Brain  pressure  was  elevated, 
and  on  incising  the  cortex  a large,  translucent  cyst 
extruded  intact  from  the  interior  of  the  brain. 

PATHOLOGY  REPORT-GROSS:  A thin-walled 
translucent  cystic  structure  measures  up  to  5.8  cm. 
in  diameter.  The  lining  of  the  cyst  is  relatively 
smooth  and  glistening.  MICRO:  Sections  of  the  cyst 
reveal  a reticular,  nearly  homogenous  eosinophilic 
zone  beneath  which  is  a row  of  nuclei  which  are 
fairly  uniform,  approximately  the  size  of  lymphocyte 
nuclei.  Immediately  beneath  this  zone  is  a reticulated 
zone  consisting  of  a lacework  of  collagen  fibrils  en- 
closing a watery  basophilic  stroma  containing  some 
scattered  cells  resembling  lymphocytes  and  histio- 
cytes. In  this  area  a small  nodular  region  interrupts 
the  usual  pattern  of  the  reticular  layer  with  small 
microscopic  cysts  containing  colloid  material  inter- 
mingled with  some  small  spaces  containing  deposits 
of  calcium  salts.  No  hooklets  are  identified. 

DIAGNOSIS:  Cysticercosis,  cellulosae. 

COURSE  IN  THE  HOSPITAL:  The  patient  made 
an  uneventful  recovery.  He  was  discharged  on  Oc- 
tober 16,  1963,  and  returned  to  work  in  an  iron 
foundry  on  January  1,  1964.  He  has  continued  on 
Dilantin,  300  mgm  per  day  and  Phenobarbital,  60 
mgm  per  day  and  has  had  one  generalized  seizure 
since  his  operation.  When  last  examined  on  Septem- 
ber 3,  1964,  there  were  no  neurological  abnormal- 
ities aside  from  a slight  hyperreflexia  on  the  left  side. 

Discussion 

Man  generally  acquires  cysticercosis  by  the  in- 
gestion of  fresh  vegtables  or  fruit  contaminated 
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with  the  eggs  of  taenia  solium.  An  individual 
harboring  the  parasite  may  also  ingest  the  eggs 
through  his  hands,  by  anus  to  mouth  contamina- 
tion, and  the  embryo  then  pierces  the  gastric  or 
intestinal  mucosa  and  gains  access  to  the  general 
circulation  by  entering  a capillary.  This  stage,  the 
cysticerci.  then  develop  in  any  tissue  including 
muscle  or  the  eye,  but  appear  to  have  a predi- 
lection for  the  nervous  system. 

Stepien,  in  a report  of  132  cases,  conveniently 
divided  cerebral  cysticercosis  into  three  types.4 
Group  I consisted  of  cases  in  which  the  cyst 
caused  symptoms  similar  to  those  of  any  space 
occupying  lesion  by  compression  or  destruction 
of  cerebral  tissue.  Sixty-seven  per  cent  of  94  pa- 
tients operated  upon  had  lesions  of  this  type. 

Group  II  was  composed  of  cases  in  which  mul- 
tiple cysticerci  produced  severe  cerebral  edema. 
These  patients  usually  presented  with  increased 
intracranial  pressure,  mental  changes,  and  rapid 
loss  of  vision.  Patients  in  this  group  most  often 
revealed  eosinophilia,  and  an  increased  protein 
and  lymphocytosis  of  the  cerebrospinal  fluid.  Pa- 
tients with  this  type  of  disease  also  frequently  had 
an  eosinophilia  of  the  peripheral  blood. 

Cases  of  group  III  presented  with  symptoms 
predominantly  due  to  increased  intracranial  pres- 
sure, due  to  the  location  of  the  parasites  mainly 
at  the  base  of  the  brain  and  producing  a chronic, 
basal  leptomeningitis. 

Results  of  operation  were  good  in  cases  of 
group  I with  recovery  or  improvement  in  74.5 
per  cent.  In  cases  of  group  II  the  results  were  not 
as  favorable,  but  52.9  per  cent  of  patients  were 
reported  as  improved.  In  group  III,  only  27.9 
per  cent  of  43  patients  were  improved.  In  ad- 
dition to  the  mechanical  effects  of  cerebral  cys- 
ticerci, some  symptoms  have  been  attributed  to  a 
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toxic-immunologic  effect  from  the  presence  of  the 
parasite.  It  has  been  suggested  that  the  use  of 
steroids  may  be  beneficial  for  the  control  of  these 
symptoms.5 


Summary 

A case  of  cerebral  cysticercosis  with  recovery 
following  surgery  is  reported.  A brief  review  of 
the  patho-physiology  of  cysticercosis  cerebri,  and 
a clinical  classification  suggested  by  Stepien  is 
presented.  Although  this  disease  is  unusual  in  the 
North  American  hemisphere,  it  should  be  included 
in  the  differential  diagnosis  of  patients  with  cere- 
bral seizures  or  progressive  neurological  deficits 
who  have  previously  lived  in  Mexico,  South 
America,  or  Eastern  Europe.  • 
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Abstract  of  House  of  Delegates  Proceedings 
Wyoming  State  Medical  Society s 
SIXTY-SECOND  ANNUAL  MEETING 
August  24,  25,  26,  27, 1965 

Jackson  Lake  Lodge,  Grand  Teton  National  Park, 
Wyoming 

FIRST  MEETING 

Wednesday,  August  25,  1965,  8:30  a.m. 

The  Sixty-second  Annual  Meeting  of  the  House  of 
Delegates  of  the  Wyoming  State  Medical  Society  was 
called  to  order  at  Jackson  Lake  Lodge,  Grand  Teton 
National  Park,  Wyoming,  at  8:50  o’clock  a.m.  on 
Wednesday,  August  25,  1965,  by  President  Howard 
P.  Greaves. 

Dr.  Oscar  Rojo,  Chairman  of  the  Credentials  Com- 
mittee, after  calling  the  roll,  announced  that  a quo- 
rum was  present. 

President  Greaves  recognized  Mrs.  Roger  P. 
Mattson,  President  of  the  Woman’s  Auxiliary  to  the 
Wyoming  State  Medical  Society,  who  introduced  Mrs. 
G.  Prentiss  Lee,  Finance  Chairman  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association.  Mrs. 
Lee’s  address  to  the  House  of  Delegates  was  enthu- 
siastically received. 

President  Greaves  recognized  Dr.  Samuel  B. 
Childs,  President  of  the  Colorado  Medical  Society, 
who  brought  greetings  from  the  Colorado  Society 
and  addressed  the  House  of  Delegates  briefly. 

President  Greaves  then  introduced  Mr.  Harvey 
Sethman,  Executive  Secretary  of  the  Colorado  Med- 
ical Society,  commenting  on  his  forthcoming  retire- 
ment. Mr.  Sethman  addressed  the  House  of  Delegates 
in  his  usual  enthusiastic  style  and  was  accorded  a 
warm  round  of  applause. 

It  was  moved  by  Dr.  Brendan  P.  Phibbs  and  sec- 
onded by  Dr.  Paul  R.  Yedinak  that  the  minutes  of  the 
last  annual  meeting  as  published  in  the  Rocky  Moun- 
tain Medical  Journal  be  approved  as  published.  Mo- 
tion carried. 

Dr.  Frederick  H.  Haigler  moved  that  the  Trea- 
surer’s report  be  approved  as  published  in  the  Del- 
egates’ Packet.  Seconded  by  Dr.  Roger  P.  Mattson. 
Motion  carried. 

* These  minutes  represent  actions  taken  largely  on  material 
from  the  official  packet  of  the  Wyoming  State  Medical  Soci- 
ety. This  packet  contains  the  reports  that  are  representative 
of  committee  activities  and  recommendations  and  form  an  of- 
ficial part  of  these  minutes. 


Dr.  Harlan  B.  Anderson  presented  the  report  of 
the  Delegate  to  the  AMA. 

Mr.  Arthur  R.  Abbey,  Executive  Secretary,  ad- 
vised that  his  report  appeared  in  the  Delegates’  Pack- 
et and  that  he  had  nothing  to  add  to  the  printed  re- 
port. It  was  moved  by  Dr.  Paul  R.  Yedinak  and  sec- 
onded by  Dr.  Laurence  W.  Greene  that  the  secre- 
tary’s report  be  approved  as  printed.  Motion  carried. 

President  Greaves  acknowledged  receipt  of  a tele- 
gram from  Dr.  W.  Andrew  Bunten. 

Committee  Reports 

President  Greaves,  in  the  interest  of  time,  suggest- 
ed that  if  any  chairmen  would  like  to  add  to  or  en- 
large upon  their  reports,  they  might  do  so,  but  if  not, 
he  would  entertain  a motion  to  approve  all  reports 
extended  in  the  Packet. 

Dr.  Brendan  P.  Phibbs,  in  connection  with  the  re- 
port of  the  Rheumatic  Fever  Committee,  explained 
the  screening  program  being  carried  out  by  his  com- 
mittee. 

Dr.  Joseph  E.  Hoadley  moved  that  all  reports  ap- 
pearing in  the  Packet  be  approved  as  printed.  Sec- 
onded by  Dr.  Frederick  H.  Haigler.  Motion  carried. 

Council  Meetings 

President  Greaves,  reporting  on  the  activities  of 
the  Council,  stated  that  meetings  were  held  in  Jan- 
uary, July,  and  August.  He  advised  that  all  minutes 
had  been  sent  to  each  County  Society  President  and 
to  each  Councilor  and  to  all  officers,  and  asked  that 
they  be  approved  as  distributed. 

After  a short  discussion  by  Dr.  R.  W.  Holmes,  Dr. 
Goode  R.  Cheatham,  and  others,  it  was  moved  by 
Dr.  John  H.  Froyd  that  the  minutes  of  the  January 
meeting  in  Cheyenne  and  the  July  meeting  in  Casper, 
minutes  of  which  had  been  distributed,  be  approved. 
Seconded  by  Dr.  J.  H.  Waters.  Motion  carried. 

Dr.  R.  W.  Holmes  moved  that  the  Council  meeting 
minutes  in  the  future  be  placed  in  the  Delegates’, 
Packet. 

Dr.  Duane  M.  Kline  asked  that  the  vote  on  the 
last  motion  be  counted  as  he  would  like  to  be  on 
record  as  opposing  the  approval  of  the  Council  meet- 
ing minutes,  that  he  had  no  idea  of  what  he  was  ap- 
proving. 

After  discussing  the  matter  of  the  approval  of  the 
Council’s  minutes,  Dr.  R.  W.  Holmes  restated  his 
motion  that  the  Council’s  minutes  be  contained  in 
the  Delegates’  Packet.  Seconded  by  Dr.  Goode  R. 
Cheatham.  Motion  carried. 

Dr.  Duane  M.  Kline  again  called  for  a standing 
vote  on  the  previous  motion  to  approve  the  Council's 
minutes  of  the  January  and  July  meetings.  The  vote 
was  taken  and  the  motion  carried,  18  to  13. 

Mr.  Arthur  R.  Abbey  read  the  minutes  of  the 
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Council  meeting  held  August  24,  1965,  which  min- 
utes had  not  been  printed. 

Dr.  Goode  R.  Cheatham  commented  on  the  por- 
tion of  Mr.  Abbey’s  report  in  which  it  was  stated 
that  there  was  no  quorum  present  at  the  Council 
meetings  held  in  July  and  August.  Discussion  cen- 
tered around  the  problem  of  proper  action  to  be 
taken  to  approve  minutes  of  Council  meetings  at 
which  quorums  were  present. 

Dr.  Goode  R.  Cheatham  moved  that  the  House 
of  Delegates  does  not  accept  any  actions  of  the 
meeting  of  August  24  and  that  the  Council  further 
be  instructed  to  meet  with  a quorum  so  that  they 
may  act  in  a constitutional  manner.  Seconded  by  Dr. 
Harry  C.  Crawford.  Motion  carried  on  a standing 
vote,  22  to  7. 

After  considerable  discussion,  Dr.  John  H.  Froyd 
suggested  that  the  House  of  Delegates  recess  for  five 
minutes,  call  a Council  meeting  with  a quorum  pres- 
ent, approve  the  action  taken  at  the  last  Council 
meeting,  and  reconvene  the  House  of  Delegates  for 
approval  of  the  Council’s  action. 

Dr.  Walter  K.  Long  moved  that  the  minutes  of 
the  Council  meeting,  as  presented  by  Mr.  Abbey  be 
referred  to  the  Reference  Committee.  Following 
more  discussion,  Dr.  Harlan  B.  Anderson  stated  that 
any  action  of  the  House  or  the  Council  can  be  re- 
ferred to  an  appropriate  Reference  Committee  and 
be  brought  back  to  the  House  where  the  House  of 
Delegates  can  vote  on  it  and  make  their  final  de- 
cision. Dr.  Anderson  then  moved  that  the  matter  be 
referred  to  the  Reference  Committee  on  Organiza- 
tion. At  this  point  Dr.  Walter  K.  Long  withdrew  his 
motion  in  favor  of  Dr.  Anderson’s  motion.  Seconded 
by  Dr.  R.  W.  Holmes;  motion  carried. 

Additional  Reports 

President  Howard  P.  Greaves  called  for  discussion 
on  any  of  the  subjects  under  Reference  Committee 
Reports,  Item  8. 

Dr.  Oscar  Rojo  discussed  Child  Health  and  Ma- 
ternal Health.  He  stated  that  the  percentage  of  deaths 
in  Wyoming  was  much  higher  than  the  national 
figure  and  suggested  to  the  next  president  that  the 
committees  on  Maternal  and  Child  Health  have  at 
least  six  members. 

Dr.  Frederick  H.  Haigler  suggested  that  during  the 
morning  recess  everyone  call  at  the  booths  and  view 
the  exhibits. 

President  Greaves  announced  a recess  from  10:10 
o’clock  a.m.  until  10:40  o’clock  a.m.,  after  which  the 
following  proceedings  were  had,  to-wit: 

The  meeting  was  called  to  order  by  President 
Greaves.  President  Greaves,  reporting  for  the  Me- 
morial Committee,  announced  the  deaths  of  the  fol- 
lowing members  during  the  past  year: 

Walter  Reckling,  MD,  Lusk,  Wyoming 

W.  R.  Wynne,  MD,  Shoshoni,  Wyoming 

Kenneth  R.  Petsch,  MD,  Cheyenne,  Wyoming 
The  House  of  Delegates  was  asked  to  rise  and  stand 
in  a moment  of  silent  tribute. 

Dr.  Ray  K.  Christensen  reported  on  the  Orienta- 


tion Program.  He  stated  that  there  were  14  new 
doctors  who  attended  the  meeting  of  August  24  and 
briefly  discussed  the  program. 

President  Greaves  called  for  the  presentation  of 
resolutions. 

NOTE:  The  resolutions  presented  are  not  set  out  at 
length  at  this  point  in  the  minutes,  but  are  extended 
in  full  at  the  place  they  are  finally  considered  for 
approval. 

President  Greaves  read  a resolution  proposed  by 
Dr.  Brendan  P.  Phibbs  regarding  industrial  hygiene 
and  industrial  health,  and  referred  it  to  the  Execu- 
tive, Governmental  Affairs,  and  Economics  Com- 
mittee. 

President  Greaves  then  read  another  resolution 
presented  by  Dr.  Brendan  P.  Phibbs  regarding  ef- 
fective industrial  hygiene  legislation  by  way  of  the 
Workmen’s  Compensation  Act.  The  resolution  was 
referred  to  the  Executive,  Governmental  Affairs  and 
Economics  Committee. 

Dr.  Francis  Barrett  presented  a resolution  regard- 
ing medical  education  in  Wyoming,  which  resolution 
was  read  by  President  Greaves  and  referred  to  the 
Research,  Organization  and  Scientific  Program  Ref- 
erence Committee. 

Dr.  Walter  K.  Long  presented  and  read  a resolu- 
tion proposed  by  the  Laramie  County  Society  regard- 
ing the  resignation  of  Mr.  Arthur  R.  Abbey.  The 
resolution  was  referred  to  the  Research,  Organiza- 
tion and  Scientific  Program  Reference  Committee. 

Dr.  Duane  M.  Kline  presented  a resolution  which 
he  read  regarding  fee  schedules.  The  resolution  was 
referred  to  the  Executive,  Governmental  Affairs  and 
Economics  Reference  Committee. 

Dr.  Walter  K.  Long  presented  a resolution  from 
the  Fee  Schedule  Committee  meeting,  which  resolu- 
tion was  referred  to  the  Executive,  Governmental 
Affairs  and  Economics  Reference  Committee. 

Dr.  Brendan  P.  Phibbs  presented  a resolution  re- 
garding an  autonomous  administration,  which  resolu- 
tion was  referred  to  the  Research,  Organization  and 
Scientific  Program  Reference  Committee. 

Dr.  Bernard  D.  Stack  presented  a resolution  re- 
garding the  civil  rights  compliance  form.  After  con- 
siderable discussion,  the  matter  was  tabled  with  the 
understanding  it  would  be  presented  to  Mr.  Byron 
Hirst,  who  would  advise  the  Society  as  to  appropriate 
action,  and  the  later  presentation  of  a resolution. 

Dr.  Ray  K.  Christensen  presented  a resolution 
touching  on  fees  to  governmental  agencies.  This  was 
referred  to  the  Executive,  Governmental  Affairs  and 
Economics  Reference  Committee. 

Dr.  J.  S.  Hellewell  presented  a resolution  regarding 
the  contract  with  the  Federal  Government  for  care 
of  military  dependents.  Referred  to  Executive,  Gov- 
ernmental Affairs  and  Economics  Reference  Com- 
mittee. 

Whereupon  President  Howard  P.  Greaves  an- 
nounced that  the  House  of  Delegates  would  stand  in 
recess  until  1:00  o’clock  p.m.  on  Friday,  August  27, 
instead  of  2:00  o’clock  p.m.  as  previously  announced. 
Thereupon  the  meeting  of  the  House  of  Delegates 
was  in  recess. 
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SECOND  MEETING 

Friday,  August  27,  1965, 1:00  p.m. 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  at  1:15  o’clock  p.m.  by  President 
Howard  P.  Greaves.  Dr.  Oscar  Rojo,  Chairman  of 
the  Credentials  Committee,  after  roll  call,  stated  that 
a quorum  was  present. 

Executive,  Governmental  Affairs,  and 
Economic  Reference  Committee  Report 

Dr.  Elmer  McKay,  Chairman  of  the  Executive, 
Governmental  Affairs  and  Economics  Committee, 
was  called  upon  for  his  report.  Dr.  McKay  took  up 
the  resolutions  referred  to  his  committee  and  read 
the  following: 

Whereas,  at  this  time  no  effective  laws  relative  to  in- 
dustrial hygiene  and  industrial  health  exist  in  the  State  of 
Wyoming,  and 

Whereas,  certain  industrial  situations  exist  which  consti- 
tute a real  and  present  danger  to  the  lives  and  health  of  the 
workers  involved, 

Now  Therefore  Be  It  Resolved,  that  the  Medical  Legisla- 
tive Committee  of  the  Wyoming  State  Medical  Society  be 
directed  to  work  with  the  State  Health  Department  to 
formulate  and  aid  in  the  passage  of  adequate  and  effective 
industrial  hygiene  legislation  in  the  next  session  of  the  legis- 
lature. 

Dr.  McKay  stated  that  the  Reference  Committee 
recommended  the  adoption  of  the  resolution  and  so 
moved.  Seconded  by  Dr.  Francis  Barrett.  Motion 
carried. 

Dr.  McKay  then  read  the  following  resolution: 

Whereas,  the  present  Workmen’s  Compensation  Act  pro- 
vides only  for  recompense  in  case  of  mechanical  injury,  and 

Whereas,  no  provision  is  made  for  occupational  diseases, 

Now  Therefore  Be  It  Resolved,  that  the  Legislative  Com- 
mittee of  the  Wyoming  State  Medical  Society  be  directed  to 
work  with  the  State  Health  Department  to  formulate  and 
aid  in  modifying  the  present  Workmen’s  Compensation  laws 
to  cover  occupational  diseases  of  a non-mechanical  nature. 

Dr.  McKay  stated  that  the  Reference  Committee 
recommended  that  the  resolution  be  adopted  and 
then  moved  the  adoption  of  the  resolution.  Seconded 
by  Dr.  Paul  R.  Holtz.  Motion  carried. 

Dr.  McKay  prefaced  the  reading  of  the  following 
resolution  by  stating  that  the  original  presentation  of 
the  resolution  by  Dr.  Bernard  D.  Stack  was  modified 
by  the  Committee  with  the  approval  of  Dr.  Stack. 

Resolved,  that  the  physicians  of  Wyoming  reaffirm  their 
conscientious  obedience  to  all  laws,  including  the  Civil 
Rights  Act  of  1964, 

That  the  Civil  Rights  Compliance  Form  recently  submitted 
to  physicians  does  not  appear  to  be  necessary,  reasonable  or 
proper,  and 

That  the  contents  of  and  the  signature  of  a compliance 
form  shall  be  referred  to  and  disposed  of  by  a committee  to 
be  appointed  by  the  President  of  the  Wyoming  State  Medical 
Society. 

Dr.  McKay  stated  that  the  Reference  Committee 
moved  for  the  adoption  of  the  resolution.  Before  a 
second  to  the  motion,  President  Greaves  called  upon 
Mr.  Byron  Hirst,  Legal  Counsel  for  the  Wyoming 
State  Medical  Society,  for  his  comments  regarding 
the  compliance  form  and  its  implications.  After  ex- 
tensive discussion,  the  motion  was  seconded  by  Dr. 
Bernard  J.  Sullivan.  Motion  carried. 

Dr.  McKay  then  read  the  following  resolution: 


Resolved,  that  the  House  of  Delegates  of  the  Wyoming 
State  Medical  Society  endorse  the  principle  that  the  charges 
for  professional  services  made  by  its  members  to  all  city, 
county,  state  and  national  government  agencies,  and  all 
other  third  parties,  shall  be  his  usual  and  customary  fees, 
and  that  this  principle  shall  become  effective  not  later  than 
January  1,  1966. 

Dr.  McKay  stated  that  after  full  consideration  and 
upon  advice  of  Legal  Counsel,  the  Reference  Com- 
mittee recommended  that  the  resolution  not  be 
adopted,  and  so  moved.  Seconded  by  Dr.  Bernard 
J.  Sullivan.  Motion  carried. 

Dr.  McKay  read  the  following  resolution: 

Resolved,  that  the  position  of  the  Wyoming  State  Medical 
Society  contract  with  the  Federal  Government  for  care  of 
military  dependents  be  reexamined  and  adjusted  according- 
ly. 

Dr.  McKay  stated  that  the  Reference  Committee 
moved  the  adoption  of  the  resolution.  Seconded  by 
Dr.  Paul  R.  Holtz.  Motion  carried. 

The  following  resolution  was  then  presented  by 
Dr.  McKay: 

Resolved,  that  the  President  of  the  Wyoming  State  Medical 
Society  appoint  a committee  to  act  as  a liaison  with  State 
and  Federal  agencies  to  negotiate  the  problems  of  fees,  forms 
and  other  administrative  details  necessary  to  implement  ex- 
isting and  future  laws. 

Dr.  McKay  stated  that  the  Reference  Committee 
recommended  the  adoption  of  the  resolution  and 
further,  that  the  committee  be  appointed.  Seconded 
by  Dr.  Laurence  W.  Greene.  Motion  carried. 

President  Howard  P.  Greaves  stated  that  Dr. 
McKay’s  report  was  concluded  and  entertained  a 
motion  by  Dr.  Brendan  P.  Phibbs  that  Dr.  McKay  be 
commended  for  an  excellent  job  as  Chairman.  Sec- 
onded by  Dr.  Goode  R.  Cheatham.  Motion  carried. 

Medical  Services  Reference  Committee  Report 

The  Medical  Services  Committee  report  was  read 
by  Dr.  Laurence  W.  Greene. 

The  Medical  Services  Committee  met  at  the  designated 
place  at  9:30  a.m.  August  26,  1965.  Ten  subcommittees  re- 
ported in  writing  and  all  appear  in  the  Delegates’  Packet 
except  one  which  was  omitted,  and  the  chairman  read  to  the 
committee  this  report  submitted  by  Russell  I.  Williams,  MD, 
Chairman  of  the  Home,  Highway  and  Water  Safety  Com- 
mittee. All  written  reports  were  accepted  and  approved  as 
written. 

Dr.  Greene  then  moved  that  portion  of  the  report 
be  adopted.  Seconded  by  Dr.  Bernard  J.  Sullivan. 
Motion  carried. 

There  were  no  resolutions  for  the  committee  to  act  upon 
this  year;  however,  this  committee  has  several  recommenda- 
tions. The  report  from  the  committee  on  Mental  Illness  and 
Retardation  was  accepted  as  contained  within  the  Packet; 
however,  The  Medical  Services  Committee  feels  the  House 
of  Delegates  should  be  aware  of  the  House  Bill  and  Senate 
Bill  passed  by  the  last  legislature  pertaining  to  licensure  of 
clinical  psychologists,  establishing  mental  health  clinics  as 
hospital  districts,  without  the  knowledge  of  the  medical  pro- 
fession and  without  counsel  with  the  medical  profession.  It 
is  also  recommended  that  this  matter  be  referred  to  the 
Legislative  Committee  of  the  Wyoming  State  Medical  Society 
for  follow-up. 

Dr.  Greene  moved  for  the  adoption  of  this  portion 
of  his  report.  Seconded  by  Dr.  Frederick  H.  Haigler. 
Motion  carried. 

The  report  from  the  committee  on  Athletics  and  School 
Health  was  accepted  as  printed;  however,  this  committee 
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recommended  that  the  committee  on  Athletics  and  School 
Health  not  be  abandoned  and  perhaps  revised  so  meetings 
may  be  attended  by  either  changing  members  or  geographic 
locations. 

The  report  not  printed  in  your  pamphlet  by  the  Home, 
Highway  and  Water  Safety  Committee,  but  read  to  the  com- 
mittee by  your  chairman,  was  accepted. 

The  report  submitted  by  the  committee  on  Tuberculosis  was 
accepted.  This  committee  still  feels  that  further  investigation 
is  in  order  to  see  why  the  bill  submitted  to  the  legislature 
died  in  committee. 

Dr.  Greene  then  moved  the  adoption  of  this  por- 
tion of  the  report.  Seconded  by  Dr.  Raymond  E. 
Kunkel.  Motion  carried. 

It  was  moved  by  Dr.  R.  W.  Holmes  and  seconded 
by  Dr.  Paul  R.  Holtz  that  the  entire  report  of  Dr. 
Greene  be  accepted  and  that  he  be  commended  for 
having  done  an  excellent  job.  Motion  carried. 

Research,  Organization  and  Scientific  Program 
Reference  Committee  Report 

President  Greaves  then  called  on  Dr.  Paul  R. 
Yedinak  to  report  for  the  Committee  on  Research, 
Organization  and  Scientific  Program. 

Dr.  Paul  R.  Yedinak  reported  on  a meeting  of  his 
committee  on  August  26,  1965,  stating  that  the  com- 
mittee had  approved  the  minutes  of  the  Council 
meeting  held  on  August  24,  1965,  and  recommended 
that  the  Council  balance  the  budget  and  consider  if 
there  is  a necessity  for  a raise  in  dues,  that  naming 
Dr.  S.  J.  Giovale  as  Chairman  of  the  Grievance  Com- 
mittee is  not  necessary,  and  that  a member  of  the 
Grievance  Committee  give  a brief,  informal,  non- 
recorded  report  on  the  Fallon  case.  Such  a report 
was  given  to  the  House  of  Delegates  by  Dr.  Bernard 
J.  Sullivan.  It  was  moved  by  Dr.  Yedinak  that  this 
portion  of  his  report  be  accepted.  Seconded  by  Dr. 
Frederick  H.  Haigler.  Motion  carried. 

The  following  resolution  was  presented  to  the 
committee  by  Dr.  Francis  Barrett: 

Whereas,  there  is  a deficiency  for  opportunity  for  medical 
education  in  Wyoming  because  of  the  absence  of  a medical 
school  and  internship  and  residency  programs,  and 

Whereas,  an  increasing  proportion  of  medical  school  places 
are  being  pre-empted  by  instate  residents  of  those  states 
with  medical  schools,  and 

Whereas,  the  report  “Opportunity  for  Medical  Education  in 
Idaho,  Montana,  Nevada  and  Wyoming’’  made  a special  ex- 
tensive study  of  this  problem,  and 

Whereas,  the  Advisory  Council  on  Medical  Education  was 
established  by  the  Western  Interstate  Commission  for  Higher 
Education  to  implement  the  findings  of  this  report,  and 

Whereas,  it  is  apparent  that  the  State  of  Wyoming  must 
begin  to  take  concrete  steps  to  meet  the  needs  of  medical 
education  in  the  future, 

Therefore  Be  It  Resolved,  That  the  Wyoming  State  Medical 
Society  endorses  efforts  to  secure  places  for  qualified  resi- 
dents of  Wyoming  in  existing  medical  schools  and  to  begin 
planning  for  medical  education  facilities  in  the  State  of 
Wyoming. 

Dr.  Yedinak  moved  that  the  resolution  be  ap- 
proved. Seconded  by  Dr.  Claude  O.  Grizzle.  Motion 
carried. 

Dr.  Yedinak  then  read  the  following  resolution, 
presented  by  Dr.  Phibbs  and  amended  with  his  help 
and  approval. 

Whereas,  the  increasing  size  and  complexity  of  the  Wyom- 
ing State  Medical  Society  has  made  organization  of  an 
autonomous  administration  desirable  and  necessary,  and 

Whereas,  a means  of  orderly  succession  of  administration 
is  desirable, 


Therefore  Be  It  Resolved,  that  the  incoming  president  be 
directed  to  appoint  a committee  to  investigate  the  feasibility 
and  practicability  of  organizing  an  autonomous  administra- 
tion, and  that  the  committee  findings  be  reported  at  the  next 
meeting  of  the  House  of  Delegates  of  the  Wyoming  State 
Medical  Society. 

Dr.  Yedinak  moved  that  the  resolution  as  amended 
and  read  be  approved.  Seconded  by  Dr.  Goode  R. 
Cheatham.  Motion  carried. 

The  resolution  of  Laramie  County  presented  by 
Dr.  Walter  K.  Long,  while  not  read  by  Dr.  Yedinak, 
is  set  out  as  follows: 

Be  It  Resolved,  that  Mr.  Arthur  R.  Abbey  no  longer  repre- 
sents the  interests  and  views  of  the  physicians  of  Wyoming 
and  we  therefore  request  that  the  House  of  Delegates  of  the 
Wyoming  State  Medical  Society  request  the  resignation  of 
Mr.  Abbey  as  Executive  Secretary  of  the  Wyoming  State 
Medical  Society. 

Dr.  Yedinak  moved  that  the  resolution  from 
Laramie  County  not  be  passed.  Seconded  by  Dr. 
Paul  R.  Holtz.  Motion  carried  by  a standing  vote 
requested  by  Dr.  Walter  K.  Long,  since  the  delega- 
tion was  instructed  to  vote  in  favor  of  the  resolution, 
by  a vote  of  36  to  6. 

It  was  moved  by  Dr.  Fenworth  M.  Downing  and 
seconded  by  Dr.  Goode  R.  Cheatham  that  Dr. 
Yedinak’s  report  be  approved  and  that  he  be  com- 
mended for  an  excellent  job  as  Chairman  and  for  an 
excellent  report.  Motion  carried. 

Dr.  Howard  P.  Greaves  delivered  the  President’s 
address,  which  does  not  appear  in  these  minutes,  but 
elsewhere  in  the  Packet. 

The  Time  and  Place  Committee  reported  that  the 
convention  dates  for  1966  were  August  30,  31,  Sep- 
tember 1 and  2,  at  the  Jackson  Lake  Lodge. 

Election  of  Officers 

Dr.  Thomas  Nicholas,  Chairman  of  the  Nominat- 
ing Committee,  presented  for  the  committee,  Dr.  Ray 
K.  Christensen  for  President-elect;  Dr.  James  W. 
Barber,  Dr.  Oscar  Rojo  and  Dr.  Norman  R.  Black 
for  Vice  President;  Dr.  Laurence  W.  Greene  and 
Dr.  Henry  N.  Stephenson  for  Secretary;  Dr.  Roger 
Mattson  for  Treasurer;  Dr.  Bernard  D.  Stack,  Dr. 
James  J.  Batty,  and  Dr.  Bernard  J.  Sullivan  for  Ad- 
visory to  Selective  Service;  Dr.  Paul  R.  Yedinak  to 
the  Rocky  Mountain  Medical  Conference;  Dr.  John 
H.  Froyd  for  Speaker  of  the  House;  Dr.  R.  W. 
Holmes  for  Vice  Speaker  of  the  House. 

Dr.  H.  B.  Anderson  reported  on  a recommended 
change  in  the  Bylaws  providing  for  a Speaker  and 
Vice  Speaker  of  the  House  of  Delegates,  then  read 
the  proposed  change,  which  was  first  presented  a 
year  ago,  and  moved  that  it  be  adopted.  Seconded 
by  Dr.  Paul  R.  Holtz.  Motion  carried. 

Dr.  Harlan  B.  Anderson  moved  that  the  report  of 
the  Nominating  Committee  be  approved.  Seconded 
by  Dr.  Paul  R.  Holtz.  Motion  carried. 

The  committee  having  placed  Dr.  Ray  K. 
Christensen  in  nomination  for  President-elect,  Dr. 
Nicholas  called  three  times  for  further  nominations 
from  the  floor.  Whereupon  Dr.  Holtz  moved  that  the 
rules  be  suspended,  the  nominations  be  closed  and 
that  the  Secretary  cast  a unanimous  ballot  for  Dr. 
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Ray  K.  Christensen.  Seconded  by  Dr.  Bernard  J. 
Sullivan.  Motion  carried. 

Dr.  James  Barber,  Dr.  Oscar  Rojo,  and  Dr.  Norman 
R.  Black  were  nominated  for  Vice  President  and 
three  times  additional  nominations  were  called  for 
from  the  floor.  Dr.  Nicholas  moved  that  the  nomina- 
tions be  closed.  Seconded  by  Dr.  Sullivan.  Motion 
carried.  A secret  ballot  was  taken  and  it  was  an- 
nounced that  Dr.  James  W.  Barber  was  elected. 

Dr.  Laurence  W.  Greene  and  Dr.  Henry  N. 
Stephenson  were  nominated  by  the  committee  for 
Secretary.  Nominations  were  called  for  from  the 
floor  three  times.  Dr.  Frederick  H.  Haigler  then 
moved  that  the  nominations  be  closed.  Seconded  by 
Dr.  Paul  R.  Holtz.  Motion  carried.  A ballot  was 
taken  and  it  was  announced  that  Dr.  Laurence  W. 
Greene  was  elected  Secretary. 

The  Nominating  Committee  had  placed  the  name 
of  Dr.  Roger  Mattson  in  nomination  for  Treasurer. 
Additional  nominations  were  called  for,  and  there  be- 
ing none,  it  was  moved  by  Dr.  Goode  R.  Cheatham 
that  the  nominations  be  closed  and  the  Secretary 
instructed  to  cast  a unanimous  ballot  for  Dr.  Mattson 
for  Treasurer.  Seconded  by  Dr.  Brendan  P.  Phibbs. 
Motion  carried. 

Dr.  Bernard  D.  Stack,  Dr.  James  J.  Batty,  and  Dr. 
Bernard  J.  Sullivan  were  presented  in  nomination 
for  Advisory  to  Selective  Service.  Dr.  Stack  an- 
nounced that  he  would  like  to  withdraw  his  name 
from  nomination  and  he  was  permitted  to  do  so. 
There  being  no  further  nominations,  it  was  an- 
nounced after  a ballot  was  taken  that  Dr.  Bernard 
J.  Sullivan  was  elected. 

Dr.  Paul  R.  Yedinak  was  nominated  to  succeed 
himself  as  Delegate  to  the  Rocky  Mountain  Medical 
Conference.  Further  nominations  were  called  for 
three  times.  There  being  none,  it  was  moved  by  Dr. 
Goode  R.  Cheatham  and  seconded  by  Dr.  Henry 
N.  Stephenson  that  the  nominations  be  closed  and 
a unanimous  ballot  be  cast  for  Dr.  Yedinak.  Motion 
carried. 

President  Howard  P.  Greaves  then  presented  the 
President-elect,  Dr.  Thomas  Nicholas,  who  addressed 
the  House  of  Delegates  briefly. 

Dr.  J.  S.  Hellewell  moved  the  House  of  Delegates 
be  adjourned.  Seconded  by  Dr.  Paul  R.  Holtz. 
Motion  carried. 
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University  of  Colorado 
Medical  Center  News 

Appointment  of  Dr.  John  J.  Conger,  University 
of  Colorado  vice  president  for  medical  affairs  and 
dean  of  the  School  of  Medicine,  to  a four-year  term 
on  the  National  Advisory  Mental  Health  Council  was 
announced  recently  by  U.  S.  Surgeon  General  Luther 
L.  Terry. 

Dr.  Conger  is  one  of  three  new  appointees  to  the 
Council  which  serves  as  an  advisory  board  to  the 
Surgeon  General  on  matters  of  research,  training  and 
community  mental  health  programs  sponsored  by 
the  National  Institute  of  Mental  Health  in  Bethesda, 
Md. 

Dr.  Conger  is  a former  president  of  the  Colorado 
Psychological  Assn,  and  a member  of  the  Colorado 
State  Board  of  Psychologist  Examiners.  He  is  a fel- 
low of  the  American  Psychological  Assn,  and  the 
American  Assn,  for  the  Advancement  of  Science.  He 
is  author  of  a number  of  books  in  the  field  of  child 
development. 

❖ * ❖ 

The  University  of  Colorado  Board  of  Regents  re- 
cently appointed  Dr.  Robert  W.  Goltz,  formerly  of 
the  University  of  Minnesota  Medical  School,  as  pro- 
fessor and  head  of  the  Division  of  Dermatology  in 
the  CU  School  of  Medicine. 

The  appointment  is  retroactive  to  Aug.  6,  and  Dr. 
Goltz  will  assume  his  duties  at  the  CU  Medical 
Center  in  Denver  with  the  new  academic  year  now 
beginning. 

The  CU  Regents  also  named  Dr.  William  Garth 
Hemenway  as  head  of  the  Division  of  Otolaryngolo- 
gy of  the  Department  of  Surgery,  effective  July  1.  Dr. 
Hemenway  joined  the  CU  medical  faculty  on  Oct. 
1,  1964,  as  associate  professor  and  has  been  serving 
since  then  as  acting  head  of  the  ear-nose-throat 
division. 

❖ ❖ ❖ 

An  unrestricted  gift  of  $5,000  from  the  Gerber 
Products  Co.  of  Fremont,  Mich.,  to  the  Child  Re- 
search Council  at  the  University  of  Colorado  Medi- 
cal Center  was  announced  by  Dr.  Robert  W. 
McCammon,  council  director. 

Dr.  McCammon  said  the  Gerber  company  has  sup- 
ported the  long-range  research  work  of  the  council 
with  annual  grants  of  $5,000  since  1957.  The  1965 
gift  was  submitted  through  Dr.  R.  A.  Stewart,  di- 
rector of  research  for  the  company. 

The  council,  a division  of  the  Department  of 
Pediatrics  of  the  CU  School  of  Medicine,  was  estab- 
lished in  1927  and  is  engaged  in  a unique  investiga- 
tion of  growth  and  development  over  the  human  life 
(Continued  on  page  75) 
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small  bowel  lesions  should  be 
kept  in  mind. 

Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 

Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geyskes, 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost  8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 

& 

Geigy  Pharmaceuticals 

Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3992  PC 


64 


good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygroton  chlorthalidone  Geigy 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Book  Review 

Surgery  of  the  Biliary  Passages  and  the  Pancreas:  By  Walter 
Hess.  Trans,  from  German  by  Heinrich  Lamm.  Princeton,  New 
Jersey,  Van  Nostrand,  cl965.  638p.  Price:  $25.00. 

Dr.  Hess  has  written  an  extremely  comprehensive 
and  detailed  book  covering  all  phases  of  surgery  of 
the  biliary  tree  and  the  pancreas.  He  has  carefully 
arranged  the  book  so  that  it  is  easy  to  read  and  the 
material  of  interest  can  be  quickly  located. 

The  initial  part  of  the  book  is  devoted  entirely  to 
anatomy  and  physiology  which  is  carefully  covered 
with  many  details  American  authors  have  chosen 
to  overlook.  An  extensive  section  which  involves  the 
pathology,  diagnosis  and  course  of  diseases  in  both 
the  pancreas  and  the  biliary  tree,  covers  the  clinical 
and  pathologic  progress  of  all  the  diseases  located  in 
this  very  intricate  area.  This  is  followed  closely  by  a 
section  on  diagnosis  which  goes  into  great  detail  in 
reference  to  the  laboratory  studies  and  historical 
and  physical  findings.  There  is  a large  and  quite 
interesting  section  on  the  intraoperative  diagnostic 
procedures  and  this  portion  of  the  book  will  be  par- 
ticularly interesting  to  surgeons  in  this  country.  The 
technique  of  radiomanometry  is  one  that  is  little 
used  in  the  United  States,  yet  adds  a great  deal  of 
versatility  to  the  management  of  diseases  of  the 
pancreas  and  biliary  tree. 

In  addition  he  discusses  techniques  of  pancreatog- 
graphy  and  choledochoscopy.  The  portion  of  the 
book  devoted  to  operative  technique  is  extremely 
well  illustrated  and  clearly  described.  In  discussion  of 
technical  procedures  he  carefully  includes  various 
tricks  which  he  has  utilized  under  difficult  situations. 

He  spends  a good  deal  of  time  discussing  the  com- 
mon and  unusual  postoperative  complications.  In  ad- 


dition, the  final  portion  of  this  book  contains  a sec- 
tion devoted  entirely  to  postoperative  complaints.  This 
is  an  area  which  constantly  plagues  any  surgeon  who 
does  biliary  tract  surgery  and  I have  never  before 
seen  it  covered  so  extensively  as  Dr.  Hess  has  done 
in  this  book. 

In  general,  Dr.  Hess’  book  is  an  excellent  addition 
to  any  library.  It  is  a fine  reference  work  and  is  a 
book  which  is  a delight  to  read  through  from  cover 
to  cover. 

I think  a great  deal  of  credit  should  go  to  Dr. 
Heinrich  Lamm,  who  so  ably  translated  this  book 
from  the  German  in  a manner  which  is  easy  and 
pleasant  to  read. 

Robert  B.  Sawyer,  MD 

Recent  Acquisitions 

Fundamentals  of  Orthopaedics:  By  John  J.  Gartland.  Fhila., 
1965,  Saunders.  338p.  Price:  $8.50. 

Handbook  of  Physical  Medicine  and  Rehabilitation:  Edited 
by  Frank  H.  Krusen.  Phila.,  1965,  Saunders.  725p.  Price: 
$14.85. 

The  Hormone  Quest:  By  Albert  Q.  Maisel.  N.  Y.,  1965,  Ran- 
dom House.  262p.  Gift. 

The  Inquisitive  Physician;  The  Life  and  Times  of  George 
Richards  Minot:  By  Francis  M.  Rackemann.  Cambridge,  Mass., 
1956,  Harvard  Univ.  Pr.  288p.  Gift. 

The  Keys  to  Orthopedic  Anatomy:  By  William  A.  Miller. 
Springfield,  111.,  1965,  Thomas.  155p.  Price:  $5.75. 

The  Management  of  Fractures  and  Soft  Tissue  Injuries:  By 
American  College  of  Surgeons.  2d  ed.  Phila.,  1965,  Saunders. 
365p.  Price:  $7.50. 

Metabolism  of  Steroid  Hormones:  By  Ralph  I.  Dorfman.  N.  Y., 
1965,  Academic  Press.  716p.  Price:  $30.40. 

Modern  Practice  in  Crown  and  Bridge  Prosthodontics:  By 
John  F.  Johnston.  2d  ed.  Phila.,  1965,  Saunders.  599p.  Price: 
$11.70. 

Pediatric  Electrocardiography:  By  Warren  G.  Guntheroth. 
Phila.,  1965,  Saunders.  150p.  Price:  $7.00. 

Progress  in  Atomic  Medicine:  Edited  by  John  H.  Lawrence. 
N.  Y.,  1965,  Grune.  Vol.  1.  Gift:  In  Memory  of  Thad  P. 
Sears,  MD. 

Selected  Papers  of  John  Shaw  Billings:  Compiled  by  Frank 
B.  Rogers.  Chicago,  111.,  1965,  Medical  Library  Assoc.  300p. 
Price:  $6.00. 

A Syllabus  for  the  Surgeon’s  Secretary:  By  Jeannette  A. 
Szulec.  Detroit,  1965,  Medical  Arts  Pub.  Co.  431p.  Price:  $10.00. 

Thiamine  and  Riboflavin  Metabolism  in  Skin  Disease:  By 
Katsu  Takenouchi.  Chiba,  Japan,  1965,  The  Author.  414p.  Gift. 


PICKER  X-RAY, 

ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE. 

-TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-3768 

V 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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Because  pain  is  frequently  aggravated  and  perpetuated  by  both 
anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 
(brand  of  chlormezanone) ) is  exceptionally  effective. 


TRANCOPAL  is  a “Tranquilaxant”  which  calms  anxiety  and  tension, 
relieves  muscle  spasm,  and  enhances  the  analgesic  effect  of  aspirin 
by  subduing  emotional  responses  to  pain. 


In  low  back  pain 

sciatica,  iumbago;  musculoskeletal  pain 
associated  with  strains  and  sprains 


In  tension  headache 

premenstrual  tension  and  dysmenorrhea 


Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness  may  be  noted. 
Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the 
drug.  TRANCO-GESIC  should  not  be  administered  to  persons  known  or  suspected  to  have  an 
idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage  for 


W/f/Tth/vp 


Winthrop  Laboratories 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 

properties 


Sr. 


TMNCO-GESIC 


CHLORMEZANONE  with  ASPIRIN 

100  mg.  300  mg. 


anxiety 
states: 

3 and  £ 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 

STRESSCAPS  HD 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (asThiamine Mononitrate)  10  mg. 
Vitamin  Bj  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 


Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  6$  (Pyridosine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

J 1 ’ 8241-4 
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MATERNAL  MORTALITY 

The  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee* * and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 


Case  36 1 

This  patient  was  a 21 -year-old  white  Spanish 
American  unmarried  female,  para  I,  gravida  I.  She 
was  first  seen  by  a physician  on  Aug.  5,  1963  com- 
plaining of  pain  in  the  abdomen.  She  denied  having 
missed  any  menstrual  periods,  denied  exposure  to 
pregnancy  and  refused  to  be  examined  by  the  doc- 
tor in  his  office.  Urinalysis  done  in  the  office  was 
negative  for  albumin.  Hemoglobin  was  11.8  Gms. 
Admission  to  the  hospital  was  urged  but  the  patient 
refused.  Three  hours  later  at  7:20  p.m.,  the  patient 
was  taken  to  the  hospital  by  her  parents  and  was  ad- 
mitted. She  refused  to  sign  a permit  for  operation. 
The  complaint  on  admission  was  abdominal  pain 
and  nausea  of  twenty-four  hours’  duration.  Past  his- 
tory revealed  that  the  patient  had  had  a child  out  of 
wedlock  in  1960.  Physical  examination,  upon  ad- 
mission, revealed  temperature  97.8  degrees,  pulse 
60,  respirations  32,  blood  pressure  84/58.  The  ex- 
amination was  negative  except  for  abdominal  and 
pelvic  findings.  The  abdomen  was  distended,  and 
there  was  tenderness  in  the  right  lower  quadrant. 
Pelvic  examination  revealed  a marital  introitus  with 
considerable  vaginal  discharge,  no  vaginal  bleeding, 
and  a mass  in  the  right  lower  abdomen  which  was 
quite  tender  and  seemed  encapsulated.  The  uterus 
was  slightly  enlarged.  Urinalysis  revealed  20-30 
WBC  and  2 to  3 RBC  per  hpf.  The  hemoglobin 
was  11.3  Gms.  and  the  hematocrit  32%.  The 
white  cell  count  was  18,400  with  a normal  differ- 
ential. Provisional  diagnoses  were  ( 1 ) probable  ec- 
topic pregnancy,  (2)  bilateral  salpingitis,  (3)  fibroid 
uterus. 

The  course  in  the  hospital  consisted  of  bed  rest 
and  Demerol  for  pain.  Penicillin  600,000  units  and 

t Previous  cases  reported  in  May,  September,  November, 
1960:  May,  November,  1961;  June,  December,  1962;  February, 
April,  May,  July,  August,  September,  1963;  February,  March, 
August,  1964;  May,  June,  July,  October,  1965. 

* The  following  physicians  have  been  appointed  to  serve  on 
the  Maternal  Mortality  Committee,  a subcommittee  under 
Maternal  and  Child  Health:  Gerard  W.  del  Junco,  Chairman, 
George  M.  Horner,  James  R.  Patterson,  E.  Stewart  Taylor, 
William  B.  Goddard,  Louis  C.  Wollenweber,  Leo  J.  Nolan, 
L.  W.  Roessing,  E.  N.  Akers,  Claude  D.  Bonham,  Maxwell  A. 
Abelman,  all  of  Denver;  Harold  L.  Dyer,  Colorado  Springs; 
James  W.  McBurney,  Pueblo;  Sidney  Anderson,  Alamosa; 
Ronald  E.  Harrington,  Boulder;  Richard  R.  Hansen,  Ft. 
Collins;  Bruce  M.  Porter,  Grand  Junction;  Jack  Cooper,  Ft. 
Morgan:  Douglas  O.  Kern,  Greeley;  Sam  E.  Callaway, 
Durango;  James  D.  Hites,  Dolores;  Walter  Grund.  Littleton. 


Furadantin  were  given.  Throughout  the  night  of 
Aug.  5,  1963,  the  patient  continued  to  complain  of 
abdominal  pain,  and  was  extremely  restless.  Cath- 
eterization was  done  but  no  urine  was  obtained.  Her 
blood  pressure  throughout  the  night  and  early  morn- 
ing ranged  between  90/60  and  98/55.  Her  tempera- 
ture remained  normal,  the  pulse  rate  was  90  to  92  per 
minute  and  respirations  between  32  and  40  per 
minute.  Repeat  blood  count  done  on  the  morning 
of  August  6 revealed  a hemoglobin  of  8.4  Gms.  with 
a hematocrit  of  24% . The  white  blood  cell 
count  was  45,100  with  an  essentially  normal  dif- 
ferential. At  9:40  a.m.,  the  morning  after  admis- 
sion, the  patient  suddenly  expired.  Autopsy  revealed 
a ruptured  ectopic  pregnancy  in  the  left  tube  with 
hemoperitoneum  and  early  bronchopneumonia. 

Comment 

This  patient  died  because  of  her  own  negligence 
and  unwillingness  to  sign  an  operative  report.  How- 
ever, in  cases  such  as  this,  a consultant  should  be 
called,  a firm  diagnosis  should  be  presented,  and 
unusual  efforts  made  to  communicate  the  facts  and 
the  recommendations  to  the  patient.  Narcotics  should 
also  be  withheld  and  release  from  responsibility 
signed  by  the  patient.  These  steps  are  necessary  to 
fully  protect  the  physician. 

Case  37 + 

This  patient  was  a 24-year-old  primigravida,  whose 
expected  date  of  confinement  was  June  18,  1964.  She 
was  first  seen  by  her  physician  on  December  13, 
1963,  at  which  time  physical  examination  was  nega- 
tive except  for  obesity.  Pelvis  was  described  as  ade- 
quate. Hemoglobin  was  1 1 grams  and  Rh  factor  was 
positive.  Her  prenatal  course  was  described  as  uncom- 
plicated except  for  weight  gain  from  150  to  175 
pounds.  Her  blood  pressure  remained  within  normal 
limits  throughout  pregnancy  and  there  was  no  edema 
nor  albuminuria  at  any  time.  The  last  prenatal  office 
visit  was  on  May  21,  1964,  five  weeks  prior  to  the 
onset  of  labor. 

The  patient  was  admitted  to  the  hospital  at  3:00 
p.m.  on  June  26,  1964  with  irregular  contractions. 
Blood  pressure  was  124/84,  temperature  and  pulse, 
were  normal,  and  fetal  heart  tones  were  124  per 
minute.  Contractions  continued  to  be  irregular,  and 
at  12:45  a.m.  on  June  27  she  was  given  75  mg.  of 
Demerol  and  25  mg.  Phenergan.  Examination  re- 
vealed fetal  heart  tones  120,  membranes  intact  and 
two  to  three  centimeters  dilatation  (the  degree  of 
effacement  was  not  stated).  At  2:30  a.m.,  when  the 
cervix  was  4 centimeters  dilated,  membranes  were 
ruptured  artificially.  Fetal  heart  tones  were  recorded 
at  108  per  minute.  At  3:00  a.m.,  the  patient  was 
given  Demerol  100  mg.  and  Phenergan  25  mg.  be- 
cause of  restlessness,  and  at  5:50  a.m.  Thorazine 
50  mg.  was  given  intramuscularly.  At  this  time,  fetal 
heart  tones  were  130  per  minute  and  the  blood  pres- 
sure was  120/90.  During  the  next  two  and  one  half 
hours  no  progress  occurred.  At  12:55  p.m.,  Demerol 
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50  mg.  and  Phenergan  50  mg.  were  given  intra- 
muscularly, fetal  heart  tones  and  blood  pressure  were 
normal.  By  2:25  p.m.,  there  was  still  no  progress. 

At  5:30  p.m.  it  was  decided  to  stimulate  labor 
with  an  I.V.  Pitocin  drip  using  one-half  ampoule  of 
Pitocin  to  1000  cc.  of  5%  Dextrose  and  water.  Mor- 
phine eight  milligrams  was  administered  intramus- 
cularly. The  initial  response  to  the  Pitocin  drip  was 
described  as  satisfactory.  Labor  pains,  for  2 hours, 
increased  to  two  to  three  minute  intervals,  lasting 
from  30  to  45  seconds  and  the  cervix  dilated  to  six 
centimeters  with  the  vertex  at  plus  3 station.  After 
five  hours,  the  drip  was  discontinued  because  it  was 
no  longer  effective.  At  this  time,  the  fetal  heart  tones 
were  140  and  the  blood  pressure  130/80.  Penicillin 
600,000  units  and  Streptomycin  0.5  grams  were 
given  because  of  a temperature  of  102°F.  It  was 
decided  to  administer  I.V.  fluids  and  to  rest  her  be- 
fore attempting  more  stimulation.  First,  however, 
because  of  an  LOT  position  x-ray  pelvimetry  was 
obtained.  No  apparent  cephalopelvic  disproportion 
was  demonstrated. 

At  12:30  a.m.  on  June  28,  1964,  the  patient  was 
found  in  shock  with  no  blood  pressure  and  a thready, 
rapid  pulse  of  200  per  minute.  Fetal  heart  tones 
were  absent.  She  was  started  on  oxygen  by  mask 
and  Vasoxyl  was  given  I.V.  Because  of  the  possi- 
bility that  this  could  be  an  anaphylactic  reaction, 
1 cc.  of  1/2000  Epinephrine  was  given  subcuta- 
neously. A cutdown  was  performed  and  one  unit  of 
type  O,  Rh  positive  blood  was  started.  Medical  con- 


sultation was  requested.  By  2:00  a.m.,  the  patient 
was  extremely  restless  and  cyanotic  and  then  be- 
came comatose.  Positive  pressure  oxygen  was  ad- 
ministered and  endotracheal  intubation  and  closed 
cardiac  massage  were  performed  Sodium  bicarb., 
80  mgs.  was  injected  intravenously  and  0.5  cc.  of 
1/1000  Epinephrine  and  one  ampoule  of  Calcium 
Gluconate  intracardially.  There  was  no  response 
to  these  medications  and  the  patient  was  pronounced 
dead  at  2:31  a.m. 

Autopsy  revealed  multiple  fibrinoid  vascular  oc- 
clusions in  the  pulmonary  vessels;  congestion  and 
edema  of  the  lungs  with  early  broncho-pneumonia; 
a uterine  pregnancy  at  term  and  bilateral  cystadeno- 
carcinoma  of  the  ovaries.  Tissue  slides  from  the 
lungs  were  sent  to  several  pathological  laboratories, 
one  of  which  demonstrated  evidence  of  amniotic  fluid 
embolism.  The  pathologist  performing  the  autopsy, 
however,  felt  death  was  due  to  endotoxic  shock. 

Comment 

The  committee  classified  this  as  a preventable, 
direct  obstetric  death.  The  following  criticisms  were 
raised: 

1.  Premature  use  of  analgesia  and  continued  use 
in  the  absence  of  progressive  labor. 

2.  Failure  to  give  complete  rest  with  Morphine 
and  a barbiturate  and  to  hydrate  the  first  night  when 
labor  was  not  well  established. 

3.  Use  of  Pitocin  stimulation  prior  to  pelvimetry. 

(Continued  on  page  78) 


Condition 

^PERFECT! 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure. ..milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 

That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion-—how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  80215 

MEMBER 


Oil  and  Gas  Exploratory  Program 
$1,000,000  Limited  Partnership  Interests 
Units  of  $5,000 

TEX-CAL  1965- A EXPLORATIONS,  LTD. 

The  Limited  Partnership  will  explore,  develop  and  operate  oil  and  gas 
properties  in  the  United  States  where  favorable  drilling  prospects  are 
obtained. 

* Jc  Jc 

Copies  of  the  Prospectus  may  be  obtained  from: 

UNIVERSAL  SECURITIES  CORPORATION 
1410  South  Third  Street 
Las  Vegas,  Nevada  89104 

This  announcement  is  neither  an  offer  to  sell  nor  a solicitation  of  an 
offer  to  buy.  The  offering  is  made  only  by  the  Prospectus  and  only  in 
states  where  these  units  may  lawfully  be  offered  and  sold. 
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American  College  of  Physicians 
Postgraduate  Courses 

The  following  courses  are  made  possible  by  the 
generous  cooperation  of  the  directors  and  institutions 
involved.  Tuition  fees:  Members,  $60;  Nonmem- 
bers, $100. 

November  8-12, 1965 

Review  of  Advances  in  Internal  Medicine 
Maimonides  Hospital  of  Brooklyn,  Brooklyn,  N.Y. 
David  Grob,  MD,  FACP,  Director 
Ernest  Greif,  MD,  Co-Director 

November  15-19, 1965 

Pathophysiological  Basis  of  Therapeutics 
University  of  Kentucky  Medical  Center,  Lexington 
E.  D.  Pellegrino,  MD,  FACP,  Director 

December  6-10, 1965 

Psychiatry  for  the  Internist 

University  of  Southern  California,  Los  Angeles,  Calif. 

Allen  J.  Enelow,  MD,  Director 

January  10-14,  1966 

Medicine  of  Tomorrow:  Recent  Advances  in 
Internal  Medicine 

University  of  Alabama  Medical  Center,  Birmingham 
Howard  L.  Holley,  MD,  FACP,  Director 

February  7-11,  1966 

Current  Concepts  of  Infectious  Disease 
Jefferson  Medical  College,  Philadelphia,  Pa. 

Robert  I.  Wise,  MD,  FACP,  Director 
Joseph  F.  Rodgers,  MD,  Co-Director 

February  14-18,  1966 

Medical  Genetics 

The  Johns  Hopkins  Hospital,  Baltimore,  Md. 

Victor  A.  McKusick,  MD,  FACP,  Director 


February  21-25,  1966 
Cancer 

Presbyterian-St.  Luke’s  Hospital,  Chicago,  111. 

Samuel  G.  Taylor,  III,  MD,  FACP,  Director 

March  7-11,  1966 
The  Big  Heart 

Cardiac  Work  and  Cardiac  Hypertrophy:  Clinical 
Appraisals,  Therapeutic  Considerations  and  Path- 
ologic Correlations,  Baylor  University  College  of 
Medicine,  Houston,  Texas 
Raymond  D.  Pruitt,  MD,  FACP,  Director 

March  28-April  1,  1966 

Basic  Mechanisms  in  Internal  Medicine 

University  of  Toronto,  Toronto,  Ont.,  Can. 

K.  J.  R.  Wightman,  MD,  FACP,  Director 

April  14-16,  1966 

Current  Concepts  of  Renal,  Gastrointestinal 
and  Circulation  Physiology 
Co-sponsored  by  the  American  Physiological  Society, 
to  be  held  in  New  York  City 
Daniel  H.  Simmons,  MD,  FACP,  and 
Charles  Kleeman,  MD,  FACP,  Co-Directors 

May  9-13,  1966 

Internal  Medicine  in  Light  of  Recent 
Developments 

Pennsylvania  Hospital,  Philadelphia,  Pa. 

Garfield  G.  Duncan,  MD,  FACP,  Director 

May  16-20,  1966 

Physiological  Aspects  of  Cardiopulmonary 
Disease 

Indiana  Univ.,  Indianapolis,  Ind. 

John  B.  Hickam,  MD,  FACP,  Director 

June  13-17,  1966 

Advanced  Psychiatry  for  Internists 
Baltimore  Psychoanalytic  Institute,  Baltimore,  Md. 
Ephraim  T.  Lisansky,  MD,  FACP,  Director 

June  16-17,  1966 

Neurology  for  the  Internist 
Bowman  Gray  School  of  Medicine,  Winston-Salem, 
N.  C. 

James  F.  Toole,  MD,  FACP,  Director 

Registration  forms  and  requests  for  information 
are  to  be  directed  to:  Edward  C.  Rosenow,  Jr.,  MD, 
Executive  Director,  The  American  College  of  Phy- 
sicians, 4200  Pine  Street,  Philadelphia,  Pa.  19104. 


IX  International  Cancer  Congress 

In  connection  with  the  IX  International  Cancer  Congress,  which  will  take  place  in  Tokyo,  Japan, 
October  23-29,  1966,  a charter  flight  and  several  group  flights  are  contemplated,  thus  substantial- 
ly reducing  the  cost  of  transportation.  Members  of  the  immediate  family  of  congress  participants 
will  be  eligible. 

Anyone  interested  should  communicate  with  Hirsch  Marks,  MD,  435  East  57th  Street, 
New  York  22,  N.  Y. 
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University  of  Colorado  School  of  Medicine 
Postgraduate  Calendar 

November  10-12,  1965 
Fractures  and  Joint  Injuries 

December  5,  1965 

Symposium  on  Depression 

December  6-7, 1965 

Symposium  on  Menstrual  Mechanisms 
January  16-22,  1966 

Twelfth  Annual  General  Practice  Review 

February  23-25,  1966 
Management  of  Trauma 

March  16-18,  1966 

Ultrasonic  Diagnosis 

High  Blood  Pressure 

The  11th  Annual  Mid-State  Medical  Conference, 
sponsored  by  the  Buffalo  County  Medical  Society 
will  meet  November  16,  1965  at  the  Kearney  Con- 
vention Center,  Holiday  Inn,  Kearney,  Nebraska. 

The  following  guest  speakers  will  participate  in 
this  Conference  which  is  entitled,  “Something  About 
High  Blood  Pressure”: 

Drs.  Robert  L.  Grissom,  Professor  and  Chairman, 
Internal  Medicine  Department,  University  of  Ne- 
braska College  of  Medicine,  Omaha;  Vincent  I. 
Runco,  Assistant  Professor,  Cardiac  Center,  Creigh- 
ton University,  Omaha;  John  H.  Moyer,  Professor 
and  Chairman,  Department  of  Medicine,  Hahnemann 
Medical  College  and  Hospital,  Philadelphia;  George 
C.  Morris,  Jr.,  Associate  Professor,  Department  of 
Surgery,  Baylor  University,  College  of  Medicine, 
Texas  Medical  Center,  Houston;  Cecil  L.  Wittson, 
Dean,  University  of  Nebraska  College  of  Medicine, 
Omaha. 

Reservations  can  be  made  through  the  Buffalo 
County  Medical  Society,  Box  K,  Kearney,  Nebraska. 


Postgraduate  Education  Courses 
Sponsored  by 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

November  22-24, 1965 
Sheraton  Hotel 

15th  Hahnemann  Symposium 
Cancer  Chemotherapy:  Basic  and  Clinical 
Applications 

Isadore  Brodsky,  MD,  Director 

December  8-10, 1965 

Sheraton  Hotel 

A Hahnemann  Symposium 

New  Concepts  in  Gynecological  Oncology 

George  C.  Lewis,  MD,  Director 

April  20-23,  1966 
Marriott  Motor  Hotel 
1 6th  Hahnemann  Symposium 
Arterial  Occlusive  Disease 
Albert  N.  Brest,  MD,  Director 

December,  1966 
Sheraton  Hotel 

17th  Hahnemann  Symposium 
Nutritional  Dysfunction 
Donald  Berkowitz,  MD,  Director 

Pre-Conference  Occupational  Health 
Seminar 

This  program  is  presented  by  the  Northwest  Asso- 
ciation of  Occupational  Medicine  as  a part  of  the 
12th  Annual  Pacific  Northwest  Industrial  Health 
Conference,  November  15-16  at  the  Sheraton  Motor 
Inn,  Portland,  Oregon. 

Those  having  an  interest  in  health,  safety  and  re- 
lated services  to  our  working  population  are  urged 
to  attend  and  participate.  There  is  no  registration  fee 
for  this  pre-conference  seminar. 

(Continued  on  next  page) 


Colorado  cont.  from  page  63 

cycle.  More  than  200  persons  have  been  precisely 
observed  and  measured  periodically  since  their  birth. 
Some  of  the  participants  in  the  study  are  now  in  their 
30s,  and  64  second-generation  children  have  been  en- 
rolled. 

The  studies  involve  a broad  range  of  physical 
measurements,  photos,  X-rays,  blood  tests,  metabolic 
rate  determinations,  medical  history,  and  physiologi- 
cal and  psychological  tests  beginning  before  a baby 
is  born  and  extending  through  the  life  span.  The  data 
being  accumulated  offer  a unique  record  of  physical 
growth,  and  the  physiological  and  psychological  de- 
velopment of  the  human  personality. 


• STOCKS 

• BONDS 

• MUTUAL  FUNDS 


Lou  Lagrave 

Call  Your  Orders  "Collect" 

CHapel  7-4045 

Albuquerque,  N.  M. 
Hilton  Hotel  Bids- 

Rauscher  Pierce  Securities  Corp. 

Member  New  York  Stock  Exchange  and  other  leading 
Exchanges 
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Meetings  (Continued) 

Midwinter  Radiological  Conference 

The  Eighteenth  Annual  Midwinter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society,  will  be  held  at  the  International 
Hotel  (adjacent  Los  Angeles  International  Airport), 
Los  Angeles,  California,  on  Saturday,  January  29, 
and  Sunday,  January  30,  1966. 

Conference  fee  of  twenty-five  ($25.00)  dollars 
will  include  two  luncheons  and  panel  discussion  with 
the  guest  speakers.  Courtesy  cards  will  be  made 
available  for  Radiology  Residents  and  Radiologists 
in  the  Armed  Forces.  Reduced  rates  for  the  lunch- 
eons and  dinner-dance  will  be  available  for  the 
Radiology  Residents. 

Hotel  reservations  may  be  made  by  contacting  the 
Convention  Manager,  International  Hotel,  Sepulveda 
at  Century,  Los  Angeles,  California.  Conference 
reservations  should  be  made  through  Mathew  E. 
O’Keefe,  MD,  Secretary-Treasurer,  402  East  Hadley 
Street,  Whittier,  California. 

General  Practice  Review 

The  Medical  College  of  Georgia  is  presenting  a 
postgraduate  physician  education  program  entitled 
GENERAL  PRACTICE  REVIEW  between  No- 
vember 15  and  19,  1965,  on  the  campus  of  the  Medi- 
cal College  in  Augusta,  Georgia. 

This  program  is  especially  designed  to  present  the 
current  status  and  recent  developments  of  medical 
care  in  a variety  of  fields.  It  is  anticipated  that  it  will 
be  of  particular  value  to  physicians  engaged  in  family 
practice.  However,  selected  parts  of  the  program 
will  undoubtedly  be  of  interest  to  various  medical 
specialists. 

Ruidoso  Summer  Clinic — 1966 

The  9th  Annual  Ruidoso  Summer  Clinic  will  be 
held  at  the  Chaparral  Motel,  Ruidoso,  New  Mexico, 
July  25-28,  1966. 


Laryngology  and  Bronchoesophagology 

The  Department  of  Otolaryngology  of  the  Illinois 
Eye  and  Ear  Infirmary  and  the  College  of  Medicine 
of  the  University  of  Illinois  at  the  Medical  Center, 
Chicago,  will  conduct  a postgraduate  course  in 
Laryngology  and  Bronchoesophagology  from  March 
21  through  April  2,  1966.  This  course  is  limited  to 
fifteen  physicians  and  will  be  under  the  direction  of 
Paul  H.  Holinger,  M.D.  It  will  be  held  largely  at 
the  new  Illinois  Eye  and  Ear  Infirmary,  1855  West 
Taylor  Street,  Chicago,  and  will  include  visits  to  a 
number  of  Chicago  hospitals.  Instruction  will  be 
provided  by  means  of  animal  demonstrations  and 
practice  in  bronchoscopy  and  esophagoscopy,  diag- 
nostic and  surgical  clinics,  as  well  as  didactic  lectures. 

Interested  registrants  will  please  write  directly  to 
the  Department  of  Otolaryngology,  College  of  Medi- 
cine of  the  University  of  Illinois  at  the  Medical 
Center,  Postoffice  Box  6998,  Chicago,  Illinois  60680. 

Pulmonary  Function  in  Health  & Disease 

The  American  Thoracic  Society  and  its  Louisiana 
affiliate,  the  Louisiana  Thoracic  Society,  announce 
that  reservations  are  now  being  taken  for  the  1965 
Postgraduate  Course  on  “Pulmonary  Function  in 
Health  and  Disease.”  To  be  held  at  the  Louisiana 
State  University  School  of  Medicine  in  New  Orleans, 
the  Course  will  run  four  days  from  Monday,  Novem- 
ber 29  through  Thursday,  December  2. 

The  Postgraduate  Course,  presented  at  a high  medi- 
cal and  scientific  level,  will  be  of  special  interest  to 
internists,  thoracic  surgeons,  pulmonary  disease  spe- 
cialists, tuberculosis  specialists,  pediatricians  and 
others  interested  in  the  growing  and  important  field 
of  pulmonary  function  knowledge.  General  practi- 
tioners are  welcomed,  and  American  Academy  ac- 
creditation will  be  obtained. 

Inquiries  and  registration  letters  should  be  sent  to 
the  Course  Chairman,  Hurst  B.  Hatch,  Jr.,  MD, 
Suite  407;  305  Baronne  Street,  New  Orleans,  Loui- 
siana 701 12. 


Intractable  Obesity  cont.  from  page  54 

injections  per  day  for  3 years,  with  an  average  dose 
of  one  injection  per  day,  noted  no  irritation  at  all. 
The  chief  value  of  injectable  dextro-amphetamine 
was  in  the  intractable  obese  patient  with  hyper- 
tension, cardiac  decompensation,  or  orthopedic 
problems,  such  as  repeated  fractures,  chronically 
sprained  ankles,  and  osteo-arthritis  of  the  knees. 
Post-coronary  rehabilitation,  especially  where  ag- 
ing is  a complication  of  obesity,  also  was  aided 
greatly  by  this  method.  In  several  isolated  cases, 
non-specific  headache  was  relieved  and  severe 
angina  was  improved.  • 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 
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Intragastric  photography  studies' 


A/  E.  B„  male,  age  48.  Normal  antral  contraction. 
Pyloric  opening  is  not  seen.  It  is  difficult  to  differ- 
entiate a deep  prepyloric  contraction  from  a “py- 
loric fleurette”  or  true  pylorus. 


B / Same  subject  after  6 mg.  of  propantheline  bro- 
mide intravenously;  antral  contractions  ceased. 
The  pyloric  orifice  remained  open  and  was  easily 
identified.  Better  visualization  of  the  antrum  was 
also  obtained. 


Now  you  can  see  Pro-Banthine  at  work 

(propantheline  bromide) 


Pro-Banthine  is  so  effective  in  anticholin- 
ergic action  that  it  may  be  employed  in 
visualizing  the  entire  pyloric  region. 

In  addition  to  the  intragastric  photo- 
graphs, cinegastroscopic  studies2  have 
demonstrated  graphically  not  only  its 
effectiveness  but  the  superiority  of  Pro- 
Banthine  over  belladonna  alkaloids. 

Pro-Banthine  produced  complete  cessa- 
tion of  gastric,  antral  and  pyloric  motor 
activity  with  a dose  of  6 mg.  intrave- 
nously. This  is  approximately  one-third 
the  usual  oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages  did  not 
produce  such  cessation.  It  required  dou- 
ble the  usual  oral  dose  of  atropine,  0.8 
mg.  intravenously,  to  duplicate  the  aper- 
istaltic  action  of  Pro-Banthine.  This  dose 
of  atropine  produced  pronounced  discom- 
fort and  tachycardia  with  ventricular 
rates  as  high  as  150  per  minute. 

It  is  this  pharmacologic  superiority  of 


Pro-Banthine  which  has  made  it  the  most 
widely  prescribed  anticholinergic  in  such 
conditions  as  peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pylorospasm 
and  biliary  dyskinesia. 

Dosage  —The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15  mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting  tablets  of 
30  mg.  and,  for  parenteral  use,  as  serum-type 
ampuls  of  30  mg. 

Side  Effects  and  Contraindications-Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or  severe 
cardiac  disease. 

1.  Barowsky,  H.;  Greene,  L.,  and  Bennett,  R.:  Investi- 
gators’ Clinical  Report.  Photographs  courtesy  of  Drs.  H. 
Barowsky,  L.  Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Paper  read 
at  Meeting  of  American  Society  for  Gastrointestinal 
Endoscopy,  Montreal,  Canada,  May  25-27,  1965. 
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Colorado 

Dr.  Thomas  A.  Davis  died  suddenly  following  a 
heart  attack  on  July  1,  1965,  at  his  home  in  Port- 
land, Colorado. 

He  was  born  on  December  14,  1884,  in  Justes, 
Ohio.  He  was  educated  at  the  University  of  Colorado 
Medical  School,  where  he  received  his  MD  degree 
in  1910.  Following  graduation  he  interned  at  Denver 
General  Hospital. 

On  completion  of  his  internship,  he  accepted  an 
appointment  as  physician  to  the  Ideal  Cement  Com- 
pany at  Portland,  Colorado.  He  occupied  this  posi- 
tion with  the  Ideal  Cement  Company  for  more  than 
50  years. 

During  his  first  years  in  Portland,  he  operated  a 
pharmacy,  and  at  one  time  served  as  postmaster. 
During  his  long  years  of  service  with  the  Cement 
Company  he  was  also  active  in  the  affairs  of  the 
County  and  State  Medical  Societies  and  in  the  civic 
affairs  of  his  community.  In  September,  1960,  he 
was  honored  by  the  Colorado  Medical  Society  for 
50  years  of  service  to  the  profession. 

Dr.  Davis  was  not  only  a member  of  the  County 
and  State  Medical  Societies  and  the  American  Medi- 
cal Association,  but  also  he  served  for  a time  on  the 
Colorado  Board  of  Pharmacy  and  the  Colorado 
Board  of  Medical  Examiners.  He  was  a member  of 
the  Miller-Kitto  Post  No.  25,  American  Legion,  in 
Florence,  Colorado. 

During  the  Second  World  War  he  served  on  the 
Selective  Service  Board  for  Fremont  County.  During 
World  War  I he  served  as  a Major  in  the  United 
States  Army. 

Dr.  Davis  was  a member  of  the  U.  S.  Retired 
Postmasters  Association  and  the  Associated  Alumni 
Association  of  the  University  of  Colorado.  He  was 


Maternal  Mortality  cont.  from  page  70 

Undue  prolongation  of  Pitocin  stimulation.  Decision 
to  perform.  Section  should  have  been  made  when 
progress  with  the  drip  ceased. 

4.  Failure  to  obtain  an  obstetrical  consultant. 

5.  Improper  timing  for  Pitocin  stimulation  in  an 
exhausted,  poorly  hydrated  patient  with  ruptured 
membranes  for  12  hours  and  labor  of  24  hours  and 
the  likelihood  of  endometrial  infection. 

6.  Inadequate  antibiotic  therapy  once  the  presence 
of  infection  became  obvious. 

7.  Dangerous  dosage  of  Thorazine  and  question- 
able indication. 

8.  No  prenatal  visit  during  the  last  five  weeks  of 
gestation. 


also  active  for  many  years  in  various  Masonic  bodies, 
including  Fremont  Lodge  No.  97  AF  & AM  in 
Florence,  A1  Kaly  Temple  in  Pueblo,  the  Royal  and 
Select  Masters  Council  No.  3 in  Canon  City,  and 
the  Knights  Templar  of  Canon  City,  Commandery 
No.  9.  In  addition  to  all  this,  he  served  for  more 
than  40  years  on  the  Portland  School  Board. 

Dr.  Davis  is  survived  by  his  wife,  Loy,  two  chil- 
dren, Thomas  A.  Davis,  III  of  Portland,  Mrs.  H.  S. 
Gay,  who  resides  in  the  West  Indies,  and  seven 
grandchildren. 

Wyoming 

Dr.  Harold  B.  Rae  of  Torrington  died  September 
15,  1965  of  an  apparent  heart  attack  while  antelope 
hunting. 

Dr.  Rae,  65,  was  born  at  Armour,  South  Dakota. 
He  was  a graduate  of  the  University  of  South  Dakota 
and  subsequently  graduated  from  the  St.  Louis 
University  School  of  Medicine. 

Dr.  Rae  practiced  medicine  for  five  years  in 
Wheatland  before  moving  to  Torrington  in  1933.  He 
was  a veteran  of  both  World  War  I and  II.  He  left 
Torrington  in  1941  with  the  local  National  Guard 
Unit,  returning  in  1945.  Dr.  Rae  served  as  the 
Goshen  County  Health  Officer. 

He  is  survived  by  his  widow,  Helen  Cool  Matson, 
and  a son,  Thomas,  of  Washington,  D.  C. 


HIRSCHFELD’S 

0l$Ue  \n*c. 

Sp  eer  at  Atoms  * Denver  . 534-0631 


r Discriminating  Doctors 
everywhere  specify 

SXEEL.CASE 

Custom  Line 
Office  Furniture 

Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  will  call 
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The  'Tain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin*  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning-May  be  habit  forming),  Phenacetin  gr,  2 Vi, 
Aspirin  gr,  3 Vi,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 


for  November,  1965 
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184,500  Shares 

TEX-CAL  PETROLEUM,  INC. 

Common  Stock  ($1  Par  Value) 

Price  $3  Per  Share 

It  is  contemplated  that  Tex-Cal's  Principal  Business  will  be  to  organize 
and  manage  oil  and  gas  exploration  and  development  programs  with 
Tex-Cal  the  General  Partner  and  substantial  taxpayer-investors  as 
limited  partners.  * * * 

We  invite  you  to  participate  in  the  ownership  of  this  Company  by 
writing  for  a copy  of  the  Prospectus  to: 

UNIVERSAL  SECURITIES  CORPORATION 

1410  South  Third  Street 
Las  Vegas,  Nevada  89104 

This  announcement  is  neither  an  offer  to  sell  nor  a solicitation  of  an 
offer  to  buy  these  securities.  The  offering  is  made  only  by  the  Prospec- 
tus and  only  in  states  where  these  securities  may  lawfully  be  offered 
and  sold. 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MEIrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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lome  people  get  away  from  colds  and  sinusitis 


by  getting  away  from  frigid  weather 


, . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running  nose, 
and  congestion  of  colds  and  sinusitis  all  day  or  all  night  with  one 

ORNADE®  SPANSULE®  CAPSULE 

Trademark  brand  of  sustained  release  capsule 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine 
maleate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg. 
of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  pro- 
static  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction  or  bladder  neck  obstruction. 
Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease. 
Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare 
occasions  but  usually  are  mild  and  transitory.  o»v- 

Before  prescribing,  see  SK&F  product  Smith  Kline  & French  Laboratories 

Prescribing  Information. 


for  November,  1965 
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Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  September  28,  1966  at  the  Annual  Session. 

President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Judicial  Council:  District  No.  1— Daniel  H.  Buchanan,  Jr., 
1966:  District  No.  2 — John  Simon,  Englewood,  1968;  District 
No.  3— Kenneth  E.  Gloss,  Colorado  Springs,  1967;  District 
No.  4— James  G.  Price,  Brush,  1966;  District  No.  5— William  S. 
Curtis,  Boulder,  1966;  District  No.  6— Heman  R.  Bull,  Grand 
Junction,  1967;  District  No.  7— Tullius  W.  Halley,  Durango, 
1967;  District  No.  8 — Herman  W.  Roth,  Monte  Vista,  Chair- 
man, 1968;  District  No.  9— Scott  A.  Gale,  Pueblo,  Vice  Chair- 
man, 1968 

Grievance  Committee:  James  A.  Henderson,  Englewood, 
1967;  Robert  J.  Bliss,  Fort  Collins,  1967;  Edward  E.  Tennant, 
Sterling,  1967;  H.  Harper  Kerr,  Pueblo,  1967;  Joel  R.  Husted, 
Boulder,  1967;  C.  K.  Mammel,  Denver,  1966;  Joseph  A. 
Leonard,  Lakewood,  1966;  John  B.  Griffith,  Aurora,  1966; 
Dwight  C.  Dawson,  Colorado  Springs,  1966;  Ray  G.  Witham, 
Craig,  1966;  Robert  B.  Richards,  Fort  Morgan,  1966;  John  A. 
McDonough,  Ordway,  1967 

Delegates  to  the  American  Medical  Association:  Gatewood  C. 
Milligan,  Englewood,  Dec.  31,  1967;  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1965);  Kenneth  C.  Sawyer,  Den- 
ver, Dec.  31,  1966;  (Alternate,  Vernon  L.  Bolton,  Colorado 
Springs,  Dec.  31,  1965);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1967;  (Alternate,  Walter  M.  Boyd,  Greeley,  Dec.  31,  1965) 
Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Bradford  Murphey,  Denver 

Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1968 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver 
Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222 


Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown;  Albert  L. 
Vadheim,  Bozeman;  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West,  Cut  Bank;  S.  C.  Pratt, 
Miles  City;  Herbert  T.  Caraway,  Billings;  M.  A.  Gold,  Butte; 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 


Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 
President-Elect:  William  M.  Tappan,  Reno 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 
Immediate  Past  President:  John  M.  Read,  Elko 
AMA  Delegate:  Leslie  A.  Moren,  Elko 
Alternate  Delegate:  Thomas  S.  White,  Boulder  City 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1965-66— -Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmit  M.  Jennings,  Roswell. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Omar  Legant,  Albuquerque. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 
CONVENTION  SCIENTIFIC  PROGRAM  COMMITTEE: 

Solomon  Papper,  Albuquerque,  1968,  Chairman;  Andrew  M. 
Babey,  Las  Cruces,  1968;  Harry  D.  Ellis,  Santa  Fe,  1967; 
Robert  S.  Stone,  Albuquerque,  1967;  Earl  B.  Flanagan,  Carls- 
bad, 1966;  Reginald  H.  Fitz,  Albuquerque,  1966. 

CONVENTION  SITE  COMMITTEE:  Stuart  W.  Adler,  Albu- 
querque, Chairman;  Martin  B.  Goodwin,  Clovis;  Albert  S. 
Lathrop,  Santa  Fe. 

GRIEVANCE  COMMITTEE:  Samuel  R.  Ziegler,  Espanola, 
1966,  Chairman;  Lewis  M.  Overton,  Albuquerque,  1967,  Sec- 
retary; Earl  L.  Malone,  Roswell,  1968. 

NEW  MEXICO  PHYSICIANS’  SERVICE:  Mr.  L.  J.  Lagrave, 
Executive  Director,  1317  Kirby  N.E.,  Albuquerque;  William 
J.  Hossley,  Deming,  1967,  Chairman;  Chester  L.  Bynum, 
Farmington,  1966;  J.  C.  Dotson,  Los  Alamos,  1966;  Louis 
Levin,  Albuquerque,  1966;  James  W.  Wiggins,  Albuquerque, 
1966;  Alfred  S.  Blauw,  Roswell,  1966;  George  M.  Boyden, 
Albuquerque,  1967;  William  L.  Minton,  Lovington,  1967; 
Frank  W.  Parker,  Gallup,  1967;  John  J.  Smoker,  Raton,  1967; 
H.  P.  Borgeson,  Alamogordo,  1968;  J.  J.  Corcoran,  Jr.,  Albu- 
querque, 1968;  Robert  S.  Grier,  Los  Alamos,  1968;  Norton  R. 
Ritter,  Grants,  1968;  Eugene  P.  Szerlip,  Albuquerque,  1968. 

NOMINATING  COMMITTEE:  Omar  Legant,  Albuquerque, 
Chairman;  Isaac  Terr,  Las  Vegas;  Richard  B.  Streeper,  Santa 
Fe;  George  W.  Prothro,  Clovis;  Henry  W.  Hodde,  Hobbs; 
H.  P.  Borgeson,  Alamogordo;  John  C.  McCulloch,  Farmington. 

Legal  Counsel:  Howard  Houk,  Esq.,  Albuquerque. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 

Marshall.  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte 
Vista  Blvd.,  N.E.,  Albuquerque.  Telephone  265-8494. 

ADVISORY  COMMITTEE  TO  DEPARTMENT  OF  PUBLIC 
WELFARE:  Samuel  R.  Ziegler,  Espanola,  Chairman;  Frank 
A.  Rowe,  Albuquerque;  Reynaldo  Deveaux,  Taos;  George  E. 
Evetts,  Tucumcari;  Robert  S.  Stewart,  Santa  Fe;  William  R. 
Oakes,  Los  Alamos;  Armin  T.  Keil,  Raton;  Howard  L.  Smith, 
Roswell;  Laszlo  G.  Zold,  Las  Vegas. 

MATERNAL  AND  PERINATAL  MORTALITY  COMMITTEE: 

Roy  F.  Goddard,  Albuquerque,  Chairman;  Norton  R.  Ritter, 
Grants;  M.  Ann  Hunt,  Santa  Fe;  Alvina  Looram,  Santa  Fe; 
Charles  W.  Anderson,  Los  Alamos;  Hoyt  M.  McClintock, 
Clovis;  Stanley  N.  Stark,  Albuquerque;  Homer  S.  Musgrave, 
Albuquerque;  Robert  K.  Norton,  Roswell;  Mary  Jo  Jacobs, 
Artesia;  Edward  B.  Burke,  Hobbs;  Jan  P.  Voute,  Santa  Fe. 

Sub-Committee  on  Maternal  and  Perinatal  Mortality:  Harris 
W.  Barber,  Santa  Fe,  Chairman;  William  C.  Johns,  Albu- 
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querque;  John  G.  Ritzenthaler,  Farmington;  Leland  L. 
Fellows,  Alamogordo;  Robert  E.  McComas,  Las  Cruces. 

MENTAL  HEALTH  AND  ALCOHOLISM  COMMITTEE: 

C.  Pardue  Bunch,  Artesia,  Chairman;  Allen  Hovda,  Albu- 
querque; John  J.  Smoker,  Raton;  Harris  W.  Barber,  Santa 
Fe;  Rudolph  S.  Kieve,  Santa  Fe;  Fred  W.  Langner,  Albu- 
querque; Micheal  Hickey,  Las  Cruces. 

LIAISON  COMMITTEE  WITH  U.N.M.  MEDICAL  SCHOOL: 
Tom  L.  Carr,  Albuquerque,  Chairman;  Richard  B.  Streeper, 
Santa  Fe;  William  J.  Hossley,  Deming;  Clarence  M.  Kemper, 
Albuquerque;  John  C.  McCulloch,  Farmington;  Rudolph  S. 
Kieve,  Santa  Fe. 

PUBLIC  HEALTH  COMMITTEE:  R.  C.  Derbyshire,  Santa 
Fe,  Chairman;  William  C.  Gorman,  Albuquerque;  Harold  M. 
Mortimer,  Las  Vegas;  Matthew  A.  Tandysh,  Albuquerque; 
Richard  B.  Streeper,  Santa  Fe;  Robert  S.  Stone,  Albuquerque. 

ACCIDENT  PREVENTION  COMMITTEE:  Harold  A.  Fenner, 
Jr.,  Hobbs,  Chairman;  William  G.  McPheron,  Hobbs;  Douglas 
C.  Layman,  Roswell;  Gottrell  H.  Wright,  Las  Cruces;  Henry 
L.  Wall,  Artesia. 

LIAISON  TO  ALLIED  PROFESSIONS  & VOLUNTARY 
HEALTH  AGENCIES:  Eugene  P.  Szerlip,  Albuquerque,  Chair- 
man; Herbert  S.  Friedman,  Albuquerque;  Gerald  Parkes, 
Santa  Fe. 

LIAISON  WITH  WOMAN’S  AUXILIARY:  Budget  Committee. 

MEDICAL-LEGAL  COMMITTEE:  John  K.  Torrens,  Albuquer- 
que, Chairman;  Earl  L.  Malone,  Roswell;  J.  Hunt  Burress, 
Albuquerque;  A.  Daniel  Maddox,  Las  Cruces;  Albert  G. 
Simms  II,  Albuquerque;  Margery  U.  Whipple,  Santa  Fe; 
Murray  M.  Friedman,  Santa  Fe;  Clifford  E.  Molholm,  Albu- 
querque; Louis  Levin,  Albuquerque;  Eric  W.  Best,  Albu- 
querque; P.  Van  Schoonhoven,  Albuquerque. 

COMMITTEE  ON  MEDICINE  AND  RELIGION:  Louis  Levin, 
Albuquerque,  Chairman;  John  A.  Craig,  Albuquerque;  Brian 
Moynahan,  Santa  Fe;  A.  Daniel  Maddox,  Las  Cruces;  William 
L.  Minton,  Lovington. 

PUBLIC  RELATIONS  COMMITTEE:  Omar  Legant,  Albu- 
querque, Chairman;  Clarence  H.  Peterson,  Carlsbad;  Fred 
H.  Hanold,  Albuquerque;  Don  R.  Clark,  Roswell;  John  M. 
McGuire,  Alamogordo. 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Ronald  V. 
Dorn,  Jr.,  Albuquerque,  Chairman;  David  B.  Post,  Albu- 
querque; J.  C.  Dotson,  Los  Alamos. 

INSURANCE  COMMITTEE:  John  D.  Abrums,  Albuquerque, 
Chairman;  Albert  G.  Simms  II,  Albuquerque;  Omar  Legant, 
Albuquerque. 

MEDICARE  COMMITTEE:  John  J.  Corcoran,  Jr.,  Albu- 
querque, Chairman;  George  C.  Anison,  Albuquerque;  Tom 
L.  Carr,  Albuquerque;  Irvine  G.  Jordan,  Albuquerque;  Bert 
Kempers,  Albuquerque;  Louis  F.  Kuehn,  Albuquerque;  James 
T.  McGuckin,  Albuquerque;  Clifford  E.  Molholm,  Albu- 
querque; Theodore  A.  Sadock,  Albuquerque;  Albert  L. 
Schonberg,  Albuquerque;  Sidney  Schultz,  Albuquerque; 
James  S.  Shortle,  Albuquerque;  James  W.  Wiggins,  Albu- 
querque; Lawrence  H.  Wilkinson,  Albuquerque. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  CONTINUING 
COMMITTEE:  Marcus  J.  Smith,  Santa  Fe,  Chairman;  Solomon 
Papper,  Albuquerque;  Wesley  O.  Connor,  Albuquerque; 
William  Hentel,  Albuquerque;  Walter  J.  Hopkins,  Lovington; 
Richard  B.  Streeper,  Santa  Fe;  James  S.  Clarke,  Albuquerque; 
Carol  K.  Smith,  Santa  Fe;  R.  C.  Derbyshire,  Santa  Fe. 

LIAISON  COMMITTEE  WITH  NEW  MEXICO  ACADEMY 
OF  PEDIATRICS:  W.  W.  Kridelbaugh,  Albuquerque,  Chair- 
man; Richard  M.  Angle,  Santa  Fe;  John  C.  Kramer,  Albu- 
querque. 

PARLIAMENTARIAN:  David  B.  Post,  Albuquerque. 

NEMPAC  BOARD  OF  DIRECTORS:  Joel  R.  Barkoff,  Albu- 
querque, Chairman;  Mrs.  Louise  Rowdabaugh,  Albuquerque, 
Secretary;  Jack  A.  Dillahunt,  Albuquerque;  Robert  S. 
Stewart,  Santa  Fe;  Armin  T.  Keil,  Raton;  J.  J.  Johnson,  Jr., 
Las  Vegas;  Mrs.  Audrey  Connell,  Grants;  Martin  H.  Bartlett, 
Alamogordo;  Bob  W.  Williams,  Las  Cruces;  Douglas  C. 
Layman,  Roswell;  Gustave  G.  Rhodes,  Albuquerque;  Irving 
Klein,  Albuquerque. 

BUDGET  COMMITTEE:  John  D.  Abrums,  Albuquerque, 
Chairman;  Tom  L.  Carr,  Albuquerque;  W.  W.  Kridelbaugh, 
Albuquerque. 

NEW  MEXICO  MEDICAL  SOCIETY  FEE  COMMITTEE:  John 

J.  Corcoran,  Jr.,  Albuquerque,  Chairman;  John  D.  Abrums, 


Albuquerque;  John  F.  Boyd,  Albuquerque;  Frank  G.  Hesse, 
Albuquerque;  H.  Richard  Landmann,  Santa  Fe;  Frederick  R. 
Brown,  Roswell;  Martin  B.  Goodwin,  Clovis;  Howard  B.  Peck, 
Albuquerque;  John  B.  Roberts,  Albuquerque;  Karl  L. 
Bergener,  Roswell;  Owen  C.  Taylor,  Jr.,  Artesia;  David  L. 
Kendall,  Farmington;  J.  Paul  Turner,  Carrizozo;  Randolph  V. 
Seligman,  Albuquerque. 

ADVISORY  COMMITTEE  TO  NEW  MEXICO  MEDICAL  AS- 
SISTANTS’ SOCIETY:  Herbert  S.  Friedman,  Albuquerque, 
Chairman;  Nicholas  H.  Zeller,  Albuquerque;  Don  R.  Clark, 
Roswell;  John  M.  McGuire,  Alamogordo. 

LEGISLATIVE  AND  PUBLIC  POLICY  COMMITTEE:  Harry 
D.  Ellis,  Santa  Fe,  Chairman;  Albert  S.  Lathrop,  Santa  Fe, 
Vice-Chairman;  Bernalillo — Hugh  B.  Woodward,  Albu- 
querque; Chaves— Emmit  M.  Jennings,  Roswell;  Colfax— 
Armin  T.  Keil,  Raton;  Curry-Roosevelt— Lynn  W.  Abshere, 
Clovis;  Dona  Ana — Andrew  M.  Babey,  Las  Cruces;  Eddy— 
C.  Pardue  Bunch,  Artesia;  Grant— Claran  C.  Cobb,  Silver 
City;  Lea— Coy  S.  Stone,  Hobbs;  Luna — W.  J.  Hossley,  Dem- 
ing; McKinley— Frank  W.  Parker,  Gallup;  Mid-Rio  Grande — 
Jose  A.  Rivas,  Belen;  Otero— Olin  B.  Boyd,  Alamogordo; 
Quay — t.  B.  Hoover,  Tucumcari;  San  Miguel — J.  J.  Johnson, 
Jr.,  Las  Vegas;  Santa  Fe— Albert  S.  Lathrop,  Santa  Fe;  Sierra 
— E.  E.  Hubble,  Truth  or  Consequences;  Taos — Albert  M. 
Rosen,  Taos;  Valencia — Norton  R.  Ritter,  Grants. 

Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67:  Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City;  Cache  Valley  Med.  Soc.  ’66,  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price;  Central  Utah  Med.  Soc.  ’67,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  ’66,  John  H.  Clark, 
Salt  Lake  City;  Southeastern  Utah  Med.  Soc.  ’67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson, 
Roosevelt;  Utah  County  Med.  Soc.  ’65,  Richard  A.  Call, 
Provo;  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Warland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 
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WANT  ADS 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


DOCTOR — Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


SOLO  GENERAL  PRACTICE  grossing  over  $50,000.  Complete 
records.  Equipment  available.  $4,000  and  terms.  Reply  to 
Box  8-7-TF,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  8-7-TF 


FOR  SALE — Brick  building  in  Denver,  well  located  and  ar- 
ranged for  semi-hospital  or  special  child  care.  Good  fire 
protection.  Over  16,000  sq.  ft.  Rooms  for  80  to  100  beds. 
$85,000.  Write  owner,  54  So.  Elati  Street,  Denver,  Colorado 
80223.  10-4-2B 


OB-GYN.  33,  just  completed  Part  I of  Boards.  Married  with 
family,  desires  association  of  group  practice  opportunity  in 
Rocky  Mountain  area.  Please  reply  to  Box  11-1-3B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218  11-1-3B 


ORTHOPEDIC  SURGEON  interested  in  relocating.  Would  like 
another  Orthopedic  Surgeon  to  take  over  existing  practice 
in  area  of  the  Southwest  offering  vast  facilities  in  sports  for 
the  entire  family  both  winter  and  summer.  Facts  and  figures 
furnished  on  request.  Address:  312  South  Lake  Street,  Farm- 
ington, New  Mexico.  8-14-TF 


WANTED — Physician,  under  35,  to  assist,  then  share  busy 
general  practice  in  Long  Island  area  of  Metropolitan  New 
York  with  young  GP.  Must  have  or  be  eligible  for  New  York 
license,  be  able  to  do  uncomplicated  OB,  assist  at  Surgery. 
Salary  first  year,  then  increasing  percentage  to  full  partner- 
ship. Reply  to  Box  10-3-3B,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Ave.,  Denver,  Colorado  80218.  10-3-3B 


WANTED:  Medical  doctor  to  take  over  my  office  and  prac- 
tice in  Holyoke,  Colorado.  New  open  staff  county  owned 
23  bed  hospital  in  full  operation.  You  need  to  buy  nothing. 
Rent  my  well  equipped  solo  office  building  and  equipment 
until  you  wish  to  buy  it.  I am  retiring  to  Southern  climes 
before  the  first  of  the  year.  F.  M.  Dille,  M.D.,  129  W.  Furry 
St.,  Holyoke,  Colorado.  11-2-2 


LARGE  CORPORATION  offers  excellent  opportunity.  Un- 
opposed General  Practice,  western  Colorado.  Equipped  of- 
fice, nurse.  Retainer  for  industrial  work.  Practice  now  yield- 
ing above  average  gross.  Housing,  schools  available.  Contact: 
J.  J.  Welsh,  M.D.,  Union  Carbide  Corporation,  270  Park  Ave., 
New  York,  New  York  10017.  11-3-1B 
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NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502. 

9-7-TFB 


FOR  SALE:  200  M.  A.  X-Ray  Unit,  New,  Complete  with 
Automatic  Push-Button  Control,  Motor  Drive  Table,  Spot- 
Film  Device,  Floor  to  Ceiling  Tubestand,  and  2 Rotating 
Anode  X-Ray  Tubes.  Special  close-out  price.  Van  Waters  & 
Rogers,  Inc.,  4300  Holly  Street,  Denver  17,  Colorado,  Phone: 
388-5651,  Ext.  85.  10-6-3B 


GENERAL  PRACTICE  OPPORTUNITY— Office  equipment 
and  building  of  the  late  H.  B.  Rae  for  sale  or  lease.  A gen- 
eral practice  of  35  years  leaves  a good  opening  in  a com- 
munity of  15,000,  in  which  a new  doctor  would  be  readily 
accepted.  Call  or  write  Mrs.  H.  B.  Rae,  Torrington,  Wyoming. 
Phone:  532-3156.  11-4-3 


WANTED — Internist  to  associate  in  private  practice  situation 
in  East  Denver.  Prefer  man  just  finishing  training  in  July 
1966.  Call  333-4273  in  Denver  or  write  Box  10-7-3,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colo- 
rado 80218.  10-7-3 


INTERNIST — Board  certified  or  eligible,  for  402-bed  general 
medical  and  surgical  hospital.  Pulmonary  background  de- 
sirable but  not  necessary.  Salary  $12,075  to  $18,580  depend- 
ing on  experience  and  qualifications.  U.  S.  citizenship  and 
licensure  required.  Equal  opportunity  employer.  Write  Chief 
of  Staff,  Veterans  Administration  Hospital,  Tucson,  Arizona. 

11-6-4B 


GP  with  two  year  GP  residency  and  six  years  broad  gen- 
eral practice  desires  association  in  Denver  or  Boulder  area. 
Age  36,  married,  Catholic,  four  children.  Reply  to  W.  L. 
Campbell,  M.D.,  808-9th  St.,  NE,  Waseca,  Minn.  11-8-1B 


ST.  JOHNS — County  Seat  of  Apache  County,  located  mid- 
way between  Phoenix  and  Albuquerque,  population  1,800 
with  town  serving  area  of  3,000.  The  town  has  excellent 
schools,  new  modem  airport,  municipal  swimming  pool  and 
many  facilities  for  the  family. 

Medical  facilities  include  fully  equipped  clinic  with  large 
waiting  room,  offices,  treatment  rooms,  emergency  rooms  and 
maternity  wing.  Also  city  owned  and  operated  x-ray  and 
laboratory  facilities  with  percent  of  income  going  to  the 
Doctor.  Hospitals  currently  operating  in  towns  nearby,  the 
closest  about  a 25-minute  drive. 

Contact  Medical  Services  Committee,  P.O.  Box  296,  St.  Johns, 
Arizona.  9-3-3B 


INVESTMENT:  Blue  chip  investments  available.  Two  POST 
OFFICES  and  two  GOVERNMENT  OFFICE  BUILDINGS. 
Partners  must  sell.  Will  sell  individually  or  as  a package. 
Contact  Gale  Warner,  1270  Third  Avenue,  Longmont,  Colo- 
rado. 11-7-3B 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  11-9-TFB 


PATHOLOGIST — Board  Eligible,  licensed  in  Colorado  and 
New  Mexico,  would  like  locum  tenens  or  other  temporary 
work.  $1,000  per  week.  Reply  to  Box  11-5-1B,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colo- 
rado 80218.  11-5-1B 


NEED  DENTIST  in  small  Wyoming  town  of  6,000-7,000  area 
in  next  six  months.  Will  sell  or  lease  lVz  year  old  building 
to  interested  party.  Reply  to  Box  8-3-5B,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218. 

8-3-5B 
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For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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. . . have  you  made  arrangements  for  an  emergency  income  for 
your  family?  Will  they  be  provided  for  if  accident  or  illness  inter- 
rupts your  practice? 

WE  CAN  HELP! 

The  Colorado  Medical  Society  Insurance  Plan  can  make  avail- 
able up  to  $800  a month  for  your  family  if  you  are  disabled. 

AN  APPROVED  PLAN  AT  LOW  COST 


return  the  coupon  for  full  details 


underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— Omaha,  Nebraska 

11-12 


jj  I 

I VINCENT  ANDERSON  CO.,  INC.  ! 

| ' 

I 2nd  Floor,  R.R.  Exchange  Bldg.  j 

| Denver,  Colorado  80202  t 

5 1 

1 Please  send  full  details  about  the  Income  Protection  | 

1 n 

t Plan  of  the  Colorado  Medical  Society.  f 

' 

! 1 

NAME  I 

1 

l 

J ADDRESS  ! 

; i 

I CITY  STATE  ! 

■ 


SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital  John  W.  Myers,  m.d.,  Medical  Director 
20  acres  landscaped  grounds  Henry  T.  Penley,  m.d.,  Psychiatrist 
Favorable  year-round  climate  j 
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BENSON’S 


l(^-%50  or  Ml  of  them? 

A growing  number  of  doctors  apparently  think 
protection  should  be  a part  of  every  prescription.  And 
our  records  show  that  more  than  50%  of 
prescriptions  are  now  processed  in  protective  lenses. 

Doctors  with  strong  practices  capitalize  on 
opportunities  to  serve  their  patients  better!  And 
what  better  opportunity  than  to  provide  extra  eye 
safety  and  to  save  patients  the  inconvenience  and 
possible  danger  caused  by  lens  breakage? 


V 


I Build  in  protection  with  every  prescription— specify  BRx- 
M Quality  warranted  HARDRx®  or  DURiKON®  protective  lenses. 


your  service-partners  . . . 


BENSON  OPTICAL  COMPANY 

Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
specialists  in  prescription  optics  for  half  a century 


DENVER  SERVICE  LA  BO  RATO  R Y— I I 3 3 BANNOCK  STREET 


for  November,  1965 


87 


Frontier  Airlines 
Jet-Power  580 
is  in  business... 


IS 


to  serve  your  business! 


A real  businessman’s  airplane.  America’s  fastest 
twin  jet-prop  airliner.  If  your  business  keeps  you  on  the 
move  across  Frontier’s  11  Rocky  Mountain  and 
Plains  states,  the  swift,  smooth  Jet-Power  580  helps 
you  cover  your  territory  better.  You’ll  shave  vital 
time  between  64  key  cities— centers  of  mining, 
construction,  manufacturing,  science  and  agriculture. 

Welcome  aboard  for  a satisfying  travel  experience. 
We  make  this  our  business. 

FRONTIER  AIRLINES 

Route  of  the  Jet-Power  580's 


FRONTIER  FLIES  TO  DENVER  / EL  PASO  / PHOENIX  / TUCSON  / SALT  LAKE  CITY 

Kansas  city  / jackson  / GREAT  falls  / minot  / rapid  city  and  most  every  place  in  betweenl 


TABLETS  & 
GRANULES 

LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,3’4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5>  6' ' 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman , H.M.:  Minn.  Med .,  Vol.  38,  Jan.  1955.  ( 2 ) 
Poth,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(3)  McGivney,  J. : Texas  State  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  Ft.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  ( 6 ) Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 
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thinking  about 
gram-negatives 


iMegGnam 

Brand  of 

nalidixic  acid 


Think  of  NegGram,  the  specific 
anti-gram-negative. 

In  adults  two  500  mg.  NegGram 
Caplets®  orally  four  times  a day  for 
one  or  two  weeks  will  control 
most  gram-negative  urinary  infec- 
tions . . . including  many  that  have 
proved  resistant  to  other  anti- 
infective  agents.  NegGram  works 
without  causing  crystalluria, 
fungal  overgrowth,  nephrotoxic 
or  ototoxic  effects.  Quickly... 
effectively. . .with  low  risk  of 
side  effects. 

Gram-negative  urinary  infection 
-cystitis,  pyelitis,  pyelone- 
phritis, prostatitis,  urethritis? 
Start  first  with  NegGram. 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-coiored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000. 

250  mg.  for  children,  available  in  bottles  of  56  and  1 ,000. 


lA/inthrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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\mmon  cold!  I thought  everything  was  a “virus”  these  days . 


gh  he’d  prefer  a more  exotic  name  for  it,  you  know  he’s  suffering  from  an  ordinary,  old  common  cold.  And, 
ingested.  He’ll  breathe  easier  when  you  prescribe  Novahistine  LP. 

>ng-acting  tablets  in  the  morning  and  two  in  the  evening  will  provide  around-the-clock  relief  by  helping  to 
ongested  air  passages  clear,  thus  enabling  your  cold  patient  to  enjoy  normal  and  free  breathing.  This  action 
g-acting  Novahistine  LP  helps  restore  normal  mucus  secretion  and  ciliary  activity— physiologic  defenses 
it  infection  of  the  respiratory  tract. 

autiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 


atients  who  operate  machinery  or  motor  vehicles 
■owsiness  may  result. 

'iovahistine  LP  tablet  contains:  phenylephrine  hydra- 
te, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

N-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


NOVAHISTINE  LP 

For  relief  of  nasal  congestion. 


A monthly  news  summary  from  the  nation  s 
capital  by  the  Washington  Office  of  the  AM  A. 

Federal  agencies  relaxed  regulations  for  sale  of 
Ipecac,  ordered  warning  labels  on  certain  antihista- 
mines, and  cracked  down  on  two  patent  medicines. 

The  Food  and  Drug  Administration  decided  that 
ready  availability  of  Ipecac  as  a poison  remedy  out- 
weighed the  dangers  of  possible  misuse  and  placed 
it  back  on  the  list  of  drugs  for  sale  over  the  counter 
without  a prescription. 

Since  Ipecac  was  placed  on  a prescription-only 
basis  in  January,  1964,  the  American  Medical  Asso- 
ciation, the  American  Academy  of  Pediatrics,  and 
the  Association  of  Poison  Control  Centers  had  urged 
that  the  vomit-inducing  drug  be  returned  to  its  for- 
mer status. 

Under  the  new  FDA  ruling,  FDA’s  Bureau  of 
Medicine  told  the  Pediatrics  group  in  Chicago  that 
FDA  decided  it  would  be  in  the  public  interest  to 
permit  Ipecac  to  be  sold  over  the  counter  in  one- 
fluid-ounce  bottles  with  special  warnings  on  dangers 
of  its  misuse. 

The  FDA  also  ruled  that  in  the  future  antihis- 
tamines containing  meclizine,  cyclizine  and  chloro- 
cyclizine  must  bear  labels  warning  against  use  by 
pregnant  women  without  medical  advice.  However, 
they  were  left  on  the  over-the-counter  list.  The  FDA 
said  massive  doses  of  these  drugs  in  test  animals 
had  produced  congenital  abnormalities,  but  there  had 
been  no  evidence  they  have  caused  abnormalities  in 
human  babies. 

Chas.  Pfizer  & Co.,  Inc.,  one  of  the  companies 
that  manufacture  such  antihistamines,  protested  the 
decision  as  not  being  “in  accordance  with  the  med- 
ical facts.” 

A House  Government  Operations  Subcommittee 
headed  by  Rep.  H.  L.  Fountain  (D.,  N.  C.)  had  crit- 
icized the  FDA  for  its  handling  of  these  antihista- 
mines, contending  that  stronger  warnings  were 
needed  and  indicating  that  they  should  be  prescrip- 
tion items. 

The  FDA  ordered  a halt  to  the  sale  of  Alergimist 
“A”  and  “B”,  widely  advertised  as  “cures”  for  hay- 
fever,  bronchial  asthma,  migraine  headaches  and 
allergic  dermatitis. 

The  product  has  been  actively  promoted  through 
newspaper,  radio  and  TV  ads  without  having  been 
passed  by  the  agency  as  either  safe  or  effective.  The 
product,  sold  without  a prescription,  was  being  dis- 
tributed by  the  Brunson  Corporation  of  Miami 
Springs,  Fla.  FDA  said  the  same  concern  previously 
distributed  Allergimist  (with  two  “l”s)  until  an  in- 
junction in  September,  1964,  was  obtained  against 
its  interstate  shipment. 

The  Federal  Trade  Commission  ordered  the  J.  B. 


Williams  Co.  of  New  York  City  to  stop  allegedly 
misrepresenting  the  effectiveness  of  “Geritol”  liquid 
and  tablets.  The  Commission  ruled  that  Geritol  tele- 
vision commercials  and  newspaper  advertisements 
falsely  represent  that  all  cases  of  tiredness,  loss  of 
strength,  run-down  feeling,  nervousness  and  irrita- 
bility indicate  a deficiency  of  iron  and  that  the  com- 
mon, effective  remedy  for  these  symptoms  is  Geritol. 

Geritol  is  not  beneficial  except  in  the  small  minor- 
ity of  persons  whose  tiredness  symptoms  are  caused 
by  a deficiency  of  iron  or  one  or  more  of  the  vita- 
mins contained  in  the  preparation,  the  FTC  said. 

* * * 

More  and  farther-reaching  health  legislation  was 
enacted  into  law  this  year  than  ever  was  acted  upon 
by  a previous  Congress. 

Medicare  and  the  heart  disease,  cancer  and  stroke 
programs  topped  the  list  of  such  legislation  enacted 
into  law,  but  there  also  were  other  important  new 
health  programs  authorized.  Several  existing  ones 
were  expanded. 

Approved  health  legislation  included: 

— A $787  million  aid  program  for  medical,  phar- 
maceutical and  other  health  schools.  It  authorized 
for  the  first  time  federal  scholarships  for  students 
and  operating  funds  for  medical  schools. 

— A $105  million  program  of  aid  for  medical 
libraries. 

— A $250  million,  three-year  extension  of  grants 
for  construction  of  health  research  facilities. 

— Authorization  of  strict  Federal  controls  on  man- 
ufacture and  sale  of  barbiturates  and  amphetamines. 

— Requirement  that  cigarette  packages,  beginning 
Jan.  1,  1966,  carry  a health  hazard  warning. 

— Extension  of  the  vaccination  program  and  ex- 
pansion of  it  to  include  measles. 

— Annual  appropriation  of  a record  $1.2  billion 
for  the  National  Institutes  of  Health. 

— Three  new  assistant  secretaries  of  Health,  Edu- 
cation and  Welfare — one  for  health  affairs. 

— A four-year  $92.5  million  program  of  aid  to 
municipalities  for  construction  of  garbage  disposal 
plants  and  research  in  the  field. 

— Greater  Federal  powers  in  the  water  pollution 
field  and  $300  million  to  help  communities  build 
sewage  plants. 

— New  Federal  powers  to  control  air  pollution, 
including  requirement  that  new  autos  have  devices 
to  reduce  exhaust  fumes. 

— Expansion  of  the  Federal  vocational  rehabili- 
tation program,  including  $300  million  in  grants  for 
building  and  initial  staffing  of  rehabilitation  facili- 
ties and  workshops. 

— A four-year,  $173  million  program  for  initial 
staffing  of  community  health  centers. 

— An  Administration  on  Aging  in  the  Health, 
Education  and  Welfare  Department. 

(Continued  on  page  87) 
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The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type-, 
writers  and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  heac 
and  trunk,  balanced  precariously  on  ar 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal - . 
gesic  properties  of 1 Soma ' make  it  espe- 
dally  useful  in  the  treatment  of  low  bach 
sprains  and  strains.  ‘Soma’  is  widely  :, 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  ol  1 
muscle  spasm,  pain,  and  stiffness  in  a variety  oi  . 
inflammatory,  traumatic,  and  degenerative  muscu-  ]■'. 
loskeletal  conditions.  It  also  may  act  to  normalize  j 
motor  activity  in  certain  neurologic  disturbances. : 

Contraindications:  Allergic  or  idiosyncratic  reac- 1 , 
tions  to  carisoprodol.  :- 

Precautions:  ‘Soma’,  like  other  centra!  nervous 
system  depressants,  should  be  used  with  caution : 
in  patients  with  known  propensity  for  taking  ex- i 
cessive  quantities  of  drugs  and  in  patients  with.  • 
known  sensitivity  to  compounds  of  similar  chemi- : 
cal  structure,  e.g.,  meprobamate.  , | 

Side  Effects:  The  only  side  effect  reported  with  any  : 
frequency  is  sleepiness,  usually  on  higher  than-:: 
recommended  doses.  An  occasional  patient  may  > 
not  tolerate  carisoprodol  because  of  an  individual  [■ 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  | 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol  j 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy.  I 
In  cases  of  allergic  or  hypersensitivity  reactions,  ' 
carisoprodol  should  be  discontinued  and  appropri-  ■ 
ate  therapy  initiated.  Suicidal  attempts  may  pro-  ■. 
duce  coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 


SOMA 

(CARISOPRODOL) 


#>  Wallace  Laboratories,  Cranbury,  N.J. 

© 26S01J 


On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 


mild  skin  reaction.,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 


Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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Your  HeaLtIi, 
Doctor ! 


(a  Few  woRds  AbouT  wine  From  TMe  WinemaIcers  oF  CaUFornia) 


Tonight,  Doctor,  when  you  finally  get 
home  from  a crowded,  hectic  profes- 
sional day,  don't  carry  a grouch  with  you. 
Instead,  carry  home  a bottle  of  California 
wine  . . . Sherry  . . . red  or  white  table 
wine  ...  or  Port . . . 

Open  that  wine  bottle  and  prescribe  a 
few  ounces  for  your  own  stress  problem 
. . . before,  during,  or  after  this  evening's 
meal.  As  a physician,  you  know  what 
stress  can  do  to  family  happiness,  and 
what  wine  can  do  for  stress.*  We'll  be 
happy  to  send  you  the  research  findings,* 
at  the  drop  of  a letterhead  from  your 
office.  We  offer  you  a quarter  century  of 
our  painstaking  research  in  the  relation 
of  wine  to  human  health. 

While  you're  at  it,  Doctor  (because 
wives  never  read  Medical  Journals),  why 
don't  you  take  home  this  Rx  for  sudden 
dropper-inners,  such  as  cousins,  mothers- 
in-law,  old  college  friends,  and  the  like? 


• 3 parts  California  Medium  Sherry 

• 7 part  California  Sweet  Vermouth 

• 7 part  California  Dry  Vermouth 

• Mix,  keep  in  refrigerator  for 
emergencies. 

A comfortable  pitcher  or  carafe  of  this 
magic  concoction,  in  your  home  refrig- 
erator, is  a soothing  Rx  for  almost  any 
sudden  guest,  any  hour,  or  for  yourself 
every  day. 

If  you  and  your  Lady  would  like  more 
ideas  for  the  enjoyment  of  wine  (and  the 
latest  Wine  Advisory  Board  research  find- 
ings, for  your  patients'  sake),  just  have 
your  office  drop  us  a note,  on  your  pro- 
fessional letterhead.  We'll  send  you, 
without  charge,  these  useful  booklets: 
"USES  OF  WINE  IN  MEDICAL  PRACTICE" 
(newest  revision)  "AGU1DETO  WINES"and 
"WINE  COOKERY"  and  until  next  time  . . . 
here's  to  your  health,  Doctor.  iSalud! 


* Such  findings  as:  Greenberg,  L.  A.,  and  Carpenter,  /.  A.:  The  Efiect  of  Alcoholic  Beverages  on  Skin 
Conductance  and  Emotional  Tension;  Quarterly  I.  Studies  on  Alcohol,  18:190-204  (June)  1957. 


WINE  ADVISORY  BOARD,  717  MARKET  STREET,  DEPT.  101  E,  SAN  FRANCISCO  3,  CALIFORNIA 
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What  does  it  take 
to  see  her  through 
those  critical  early  months 
of  oral  contraception? 


Contraindications:  Thrombophlebitis  or  pulmonary 
embolism  (current  or  past);  cardiac,  renal  or  hepatic 
dysfunction;  carcinoma  of  the  breast  or  genital  tract; 
pregnancy;  severe  depression.  Precautions:  When 
lactation  is  desired,  withhold  Norinyl  until  nursing 
needs  are  established.  Existing  uterine  fibroids  may 
increase  in  size.  In  metabolic  or  endocrine  disorders 


careful  clinical  preevaluation  is  indicated.  If  liver  or 
endocrine  function  tests  are  indicated,  withhold 
Norinyl  prior  to  tests.  Patients  with  a history  of  epi- 
lepsy, migraine  or  asthma  require  careful  observa- 
tion. Thus  far  no  deleterious  effect  on  pituitary, 
ovarian,  adrenal  or  uterine  function  has  been  noted; 
however,  long-range  possible  effect  on  these,  and 
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What  it  takes... 


the  Norinyl  2mg.  regimen  provides 


patient 
and  physician 
confidence 


Virtually  100%  effectiveness... Norethindrone,  an 
original  development  of  Syntex,  is  the  most  widely 
researched  progestational  agent  available  for  oral 
contraception.  No  pregnancies  have  been  reported 
when  the  agent  is  used  as  directed. 


fewest  possible 
side  effects 


Low  incidence  of  BTB  and  spotting,  nausea  and 
amenorrhea  to  minimize  side  effect  problems  and 
assure  maximum  patient  cooperation. 


no  confusion 
about  dosage 


An  unbreakable  “confusionproof”  package  that 
makes  it  easy  for  patients  to  adhere  to  the  prescribed 
dosage  schedule;  tablets  individually  sealed  and 
numbered  from  1 through  20; 
monthly  calendar  enables 
patient  to  keep  a record  of 
dosage  by  day  and  corre- 
sponding tablet  number. 


a well-informed 
patient 


An  informative  64-page 
purse-size  book  for  full  pa- 
tient understanding  and 
cooperation.  Available  in 
quantities  on  your  request. 


tablets 


(norethindrone  2 mg.  c mestrano!  ^/O.l  mg.) 

for  what  it  takes  to  see  her  through 


other  organs,  must  await  more  prolonged  observa- 
tion. Side  Effects:  Changes  in  the  menstrual  cycle, 
symptoms  resembling  early  pregnancy,  weight  gain, 
nausea,  headache,  dizziness,  nervousness  and  irri- 
tability. Dosage  and  Administration:  One  Norinyl  Tab- 
let orally  for  20  days,  commencing  on  day  5 through 
and  including  day  24  of  the  menstrual  cycle.  (Day  1 


is  the  first  day  of  menstrual  bleeding.)  Availability: 
Dispensers  of  20  and  60  tablets;  bottles  of  100. 


norethindrone  ■ — an  original  steroid  from 

SYNTEX  0 

LABORATORIES  INC. .PALO  ALTO,  CALIF. 
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When  doctors  talk  to  doctors... 


“Multivitamin  formulas?-— well  there's  Stuart 
Formula  and — ah,  some  others  that  came 
along  that  are  just  like  it,  more  or  less.” 


“Where  can  you  get  a decent  liquid  multivitamin 
that's  not  part  muscatel?— -Stuart  Formula  has 
a liquid.  I don’t  know  off-hand  who  else  puts 
one  out  that  is  as  complete.” 


“Why  don’t  you  try  prescribing  a physician's 
vitamin  formula — Stuart  Formula?  Once  his  nu- 
tritional status  is  improved,  he  won’t  need  all 
that  door-to-door  food-fad  nonsense.” 


“Drops  for  a child  his  age??  Put  him  on  Stuart 
Formula  liquid— my  kids  take  it  every  day.” 


Give  them  any  sample  you've  got,  but  first 
check  to  see  if  we  have  any  Stuart  Formula." 


“Take  him  off  the  yogurt!  Put  him  on  Stuart 
Formula — you  can  be  sure  it’s  complete.” 


“Why,  I can’t  see  where  this  is  any  better  than  “The  doctor  is  too  busy  today.  See  you  next 
Stuart  Formula,  even  if  the  capsule  is  three  trip.  But  could  you  leave  some  Stuart  Formula 

colors.”  for  us?" 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for 
dosage  flexibility. 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 


TM—TRADEMARK 
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New  EUTRQINI 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.12-3  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 


Rocky  Mountain  Medical  Journal 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most 
other  antihypertensive  therapy. 
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Prescribing 
information  for 

EUTRON 


INDICATIONS:  Eutron (pargyline hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  (4  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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Butazolidin  alka 

Each  capsule  contains: 

Butazolidin,  brand  of 
phenylbutazone  100  mg. 

dried  aluminum, 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 

in  painful 
shoulder 


Geigy 


Therapeutic  Effects 

The  acute  phase  of  subdeltoid  bursitis, 
tendinitis  and  associated  periarticular 
inflammation  usually  responds  promptly  and 
dramatically  to  phenylbutazone.  Pain  and 
tenderness  may  be  relieved  within  24-48 
hours  and  mobility  of  the  affected  arm 
quickly  restored.  Full  recovery  is  frequently 
achieved  within  7-10  days  so  that  therapy  is 
generally  of  short  duration.  Calcific  deposits 
are  not  specifically  affected  by  treatment, 
but  their  presence  does  not  appear  to  retard 
symptomatic  improvement. 

Phenylbutazone  has  not  replaced  physio- 
therapy, x-ray  treatment,  or  local  injections 
of  hydrocortisone  in  the  more  chronic  condi- 
tions, but  it  may  advantageously  be  com- 
bined with  these  measures. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile,  or  when  other  potent  chem- 
otherapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  con- 
traindicated in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination. 


including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made.  The 
drug  should  be  used  with  greater  care  in 
the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 
Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  reported 
but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplas- 
tic anemia  are  also  possible  side  effects. 
Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient 
hearing  loss  have  been  reported,  as  have 
hepatitis,  jaundice,  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 


reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage 

Initially,  give  400  mg.  daily  (one  capsule 
q.i.d),  reducing  this,  if  possible,  when  a 
favorable  therapeutic  effect  has  been 
obtained.  If  after  one  week  there  has  been 
no  response,  discontinue  the  drug.  Buta- 
zolidin alka  contains  antacids  and  an  anti- 
spasmodic  to  minimize  gastric  upset. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  adverse  reactions, 
and  contraindications  as  contained  in  the 
complete  prescribing  information. 

Also  available: 

Butazolidin® 

brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


BU  401  OP 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  D1CARB0SIL®  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitro1, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (It  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tti- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 
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DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (I 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cr anbury,  N.  J. 


TUBERCUUN.TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 

accurate-comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYAN  AM  ID  COMPANY,  Pearl  River,  New  York 
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DON  BAXTER,  INC. 

GLENDALE.  CALIFORNIA 


DEDICATED  LEADERSHIP  IN  FLUID  THERAPY 
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ISOLYTE  M,  Maintenance  with  5% 
Dextrose,  for  adults  and  older  children 
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ISOLYTE  P,  Pediatric  Maintenance,  for 
infants  and  younger  children 
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ISOLYTE  E,  Extracellular  Replacement  in 
Water.  For  replacement  of  intravascular, 
interstitial,  transcellular  losses  other 
than  gastric 
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ISOLYTE  E,  with  5%  Dextrose 
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ISOLYTE  G,  Gastric  Replacement  with 
10%  Dextrose 
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ISOLYTE  R,  Replacement  Solution,  with 
5%  Dextrose 
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Now  is  the  Yuletide  Season,  and  the 
officers,  members,  and  staff  of  the 

7le0ac)a  tate  lfllec)ical  Qsscciaticn 

would  like  to  wish  for  all  of  you: 

★ 

NO 

PATIENTS' 

UNEXPLAINABLE 
ILLS,  NO  TROUBLES 
LIKE  THALIDOMIDE  PILLS, 

A CHANCE  TO  USE  YOUR  FINEST 
SKILLS  — AND  BEST  OF  ALL  — NO 
UNPAID  BILLS!  NO  HOUSE  CALLS  IN  THE 

DEAD  OF  NIGHT,  NO  DAYS  WHEN  NOTHING  WILL 
GO  RIGHT,  MORE  PROGRESS  IN  THE  CANCER  FIGHT. 

MAY  ALL  YOUR  DEEDS  BE  FREE  FROM  CENSURE,  WITH  EACH  DAY 
BRINGING  NEW  ADVENTURE  . . . SOME  TIME  FOR  FAMILY  FUN,  AND  THEN, 

JUST  PEACE 
ON  EARTH, 

GOOD  WILL 
TOWARD  MEN! 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  success 
pleasant-tasting  cremomycin  can  answer 
the  call  for  help.  It  can  be  counted  on  tc 
consolidate  fluid  stools,  soothe  intestinal: 
inflammation,  inhibit  enteric  pathogens, 
and  detoxify  putrefactive  materials— usu- 
ally within  a few  hours. 


cremomycin  combines  the  bacteriostatic 
agents,  succinylsulfathiazole  and  neomy- 
cin, with  the  adsorbent  and  protective  de- 
mulcents, kaolin  and  pectin,  for  compre- 
hensive control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaolin- 
Withhold  if  diverticulosis  is  present  or  suspected. 
Precautions:  Sulfonamide:  Continued  use  requires, 
supplementary  administration  of  thiamine  and  vita-1 


1 


your  for 


Cremomycin 
can  provide  relief 


where  today’s  theory  is  tomorrow’s  therapy 


promptly  relieves  diarrheal  distress 

Cremomycin 

ANTIDIARRHEAL  ** 

Composition:  Each  30  cc.  contains  neomycin  sulfate 
300  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
succinylsulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
Gm.,  pectin  0.27  Gm. 

©MERCK  SHARP  &D0HME  vision  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


min  K.  Neomycin:  Patient  should  be  observed  for 
lew  infections  due  to  bacteria  or  fungi.  Side  Effects: 
iSulfonamide:  Sensitivity  reactions  may  occur  (e.g., 
ikin  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
cytosis with  a fatal  outcome  has  been  reported). 
Reduction  of  thiamine  output  in  the  feces  and  of 
/itamin  K synthesis  has  been  observed.  Neomycin: 
Mausea,  loose  stools  possible. 

3 efore  prescribing  or  administering,  read  product 
circular  with  package  or  available  on  request. 


When  you’ve 
got  a lot 
of  ground 
to  cover, 
better  ride 
Frontier... 
the  fast, 
friendly 
way  around 
the  West. 


Over  300  First  Class  flights  a day 
Is  64  cities  in  !1  slates 


FRONTIER 9JURUNES 


* \ 
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TRANC0-6ES1C 

CHLORMEZANOHE  m ASPIRIN 

100  mg.  300  mg. 


NON-NARCOTIC 
ANALGESIC, 
with  tranquilizing 
and  muscle  relaxant 
properties 


Because  pain  is  frequently  aggravated  and  perpetuated  by  both 
anxiety  and  muscular  tension,  the  combination  of  aspirin 
with  a well  tolerated  tranquilizer— muscle  relaxant  (Trancopal® 
(brand  of  chlormezanone) ) is  exceptionally  effective. 

TRANCOPAL  is  a “Tranquilaxant”  which  calms  anxiety  and  tension, 
relieves  muscle  spasm,  and  enhances  the  analgesic  effect  of  aspirin 
by  subduing  emotional  responses  to  pain. 


In  low  back  pain 

sciatica,  lumbago;  musculoskeletal  pain 
associated  with  strains  and  sprains 

In  tension  headache 

premenstrual  tension  and  dysmenorrhea 


I Side  effects  such  as  gastric  distress,  occasional  weakness,  sedation  or  dizziness  may  be  noted. 
Ordinarily,  these  may  be  reversed  by  a reduction  in  dosage  or  temporary  withdrawal  of  the 
drug.  TRANCO-GESIC  should  not  be  administered  to  persons  known  or  suspected  to  have  an 
idiosyncrasy  to  acetylsalicylic  acid. 

Dosage  for  adults  is  usually  2 tablets  three  or  four  times  daily,  the  suggested  dosage  for 
children  from  5 to  12  years  is  1 tablet  three  or  four  times  daily. 


Winthrop  Laboratories 


Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  llosone 

Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
llosone  are  especially  useful.  llosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  llosone. 


Contraindications:  llosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  llosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  llosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets,  llosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 


llosone 

Erythromycin  Estolate 


Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company, 
Indianapolis,  Indiana.  501200 
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Speaking  of 
Honor  Codes 


X his  week  we  read  and  hear  that  the  United 
States  Air  Force  Academy  has  adopted  changes 
designed  to  improve  their  Honor  Code. 

During  the  same  week  this  Fall  we  are  informed 
by  the  same  news  media  of  several  paradoxical 
developments.  First,  we  are 
now  told  that  two  years  ago 
through  the  efforts  of  Secre- 
tary-General U.  Thant  the 
North  Vietnamese  agreed  to 
peace  talks,  but  the  United  States  refused.  Our 
government  decided  not  to  tell  the  citizenry  of  this 
peace  overture.  The  administration  says  the  rea- 
son for  keeping  this  information  secret  was  that 
McNamara  decided  that  it  was  not  a genuine  offer. 
Other  observers  say  the  administration  decided 
that  the  pre-election  political  risks  of  such  talks 
were  too  great  to  take  the  chance. 

Also  this  week  we  find  out  that  the  marines 
were  in  action  in  the  Dominican  Republic  last 
summer  not  for  the  reasons  that  we  were  told  at 
the  time.  At  the  moment  our  diplomats  are  stymied 
in  the  Congress  for  Inter-American  Relations  now 
meeting  in  Rio  de  Janeiro  partly  because  of  these 
military  actions,  but  mostly  because  we  lied  about 
them  at  the  time. 

Thirdly,  we  learn  that  the  administration  fi- 
nanced and  made  a movie  about  the  89th  Congress, 
entitled  “The  Fighting  89th,”  which  glorifies  the 
actions  of  “the  Congress  that  couldn’t  wait.” 
Whether  this  is  proper  procedure  or  whether  gov- 
ernment financed  propaganda  should  be  used  for 
political  purposes  is  not  the  issue  of  this  discussion. 
The  point  at  the  moment  is  that  the  existence  of 
this  film  was  initially  flatly  denied  by  the  highest 
echelon  of  the  administration  on  direct  inquiry  by 
the  press.  Today,  several  months  later,  the  exis- 
tence of  the  film  is  admitted  without  explanation 
for  the  original  lie. 

The  same  news  media  that  carry  these  belated 
revelations  also  report  that  the  Air  Force  Acad- 
emy has  adopted  changes  to  improve  their  Honor 
Code.  Although  little  is  said  about  dishonesty  and 
deviousness  of  government,  recent  violations  of 
the  Honor  Code  by  these  young  men  filled  the 
news  for  days.  Although  the  nation  expects  the 


highest  integrity  from  the  young  men  of  its  service 
academies,  it  is  resigned  to  deception  and  deceit 
from  its  government  officials.  The  cadets  are  ex- 
pected to  maintain  the  highest  standards  of  honor 
during  their  schooling  so  that  after  graduation 
they  may  be  supervised,  directed,  and  even  com- 
manded, by  elected  and  appointed  government 
officials  whose  deceit  and  prevarication  we  com- 
placently accept  as  an  inevitable  part  of  govern- 
ment. 

Could  a father  who  lies  to  his  son  expect  to  de- 
velop integrity  in  the  child? 

WHAT  THIS  COUNTRY  NEEDS  IS  AN 
HONOR  CODE  FOR  GOVERNMENT! 


E 


veryone  talks  about  it,  but  no-one  does 
anything.  How  well  this  ancient  aphorism  applies 
to  “extremism.”  We  are  tired  of  hearing  the  word. 
We  are  bored  with  exploitation  of  its  emotional 
appeal.  Featuring  it,  millions  of  newspapers  have 
been  sold  and  hundreds  of 
commentators  have  attracted 
‘ Extremism ” audiences.  Everything  has  been 

blamed  on  “extremism”  from 
the  assassination  of  a Pres- 
ident to  the  criticisms  by  a congressman  of  the 
Administration’s  failure  to  investigate  a Washing- 
ton scandal.  Although  few  have  ever  bothered  to 
define  it,  every  American  is  assumed  to  be  op- 
posed to  it.  Although  there  are  many  different 
concepts  of  what  it  means,  every  political  activity 
is  now  analyzed  for  its  presence.  A President  was 
elected  by  a landslide  because  he  opposed  it  and 
promised  universal  goodwill  in  a “great  society” 
as  an  alternative,  without  even  revealing  the  blue- 
prints. 

But,  except  to  talk  about  it,  nobody  does  any- 
thing. In  fact,  most  people  have  not  even  taken 
the  first  step  toward  doing  something  about  it — 
namely,  to  find  out  why  it  exists.  Why  at  this  time 
in  our  history  is  “extremism”  alarmingly  prev- 
alent? Americans  are  basically  honest  and  kind 
and  have  been  intelligent  enough  to  manage  the 
most  democratic  society  in  the  world.  There  must 
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be  reasons  why  a substantial  segment  are  engaged 
in  activities  which  are  considered  to  be  “ex- 
tremist.” 

The  majority  acknowledge  that  there  are  rea- 
sons for  extreme  actions  of  negro  citizens  in  the 
Civil  Rights  issue.  Most  of  us  accept  that  many 
years  of  suppression  and  underprivilege  have  nat- 
urally resulted  in  extreme  expressions  of  resent- 
ment. For  this  “extremism”  we  recognize  a cause. 
Yet  many  Americans  do  not  wish  to  accept  that 
there  must  be  reasons  for  “extremism”  on  another 
front.  The  deep  concern  of  many  citizens  over  the 
inroads  of  communism  in  our  nation,  their  appre- 
hension of  the  trend  toward  socialism  of  our  cen- 
tral government,  or  their  fears  of  impending  fiscal 
insolvency  of  our  country,  are  unrecognized,  or 
are  disregarded,  as  causes  for  extreme  actions. 
There  are  always  reasons  for  “extremist”  activities 
— often  logical  ones.  Rough-shod  disregard  of  the 
reasons  aggravates  the  problem.  The  amount  of 
“extremism”  is  inversely  proportionate  to  the 
amount  of  consideration  given  its  cause.  In  our 
present  “one-party”  government  the  potential  for 
aggravation  is  great.  The  remark  of  the  defeated 
presidential  candidate  deserves  unemotional  de- 
liberation. “Extremism  in  defense  of  liberty  is  no 
vice!” 


J_  here  are  millions  of  unemployed  persons 
in  the  United  States.  This  fact  is  of  concern  to  the 
nation,  and  the  government  is  exploring  ways  to 
create  new  jobs.  A colleague  offers  a simple  solu- 
tion: Mothers  with  gainfully  employed  husbands 

and  children  under  four- 
teen years  old  should  not 
be  permitted  to  work  at 
a job. 

Although  during  World 
War  II  women  were  encouraged  to  work  in  indus- 
try, there  is  no  longer  a need  for  their  services. 
Today  in  the  usual  circumstance,  the  mother  has 


A Simple  Solution 


a job  so  that  her  family  can  have  a better  standard 
of  living.  Unfortunately,  through  advertising  and 
other  types  of  propaganda,  the  portrait  of  the 
standard  of  living  of  the  average  family  has  been 
greatly  exaggerated.  The  mother  works  so  that 
her  family  can  have  an  electric  kitchen,  a family 
room,  color  television,  a camper  or  other  recre- 
ational equipment  which  in  modern  America  have 
falsely  acquired  the  status  of  necessities. 

We  know  that  the  most  important  single  cause 
of  the  alarming  increase  in  juvenile  delinquency  in 
this  nation  is  the  loss  of  the  influence  of  the  home 
in  the  lives  of  our  children.  The  infant  and  the 
child  require  love,  security,  and  guidance  of  the 
mother,  a requirement  most  easily  realized  when 
the  mother  is  full-time  in  the  home.  The  husband 
needs  the  mother  at  home  to  create  an  environ- 
ment in  which  he  can  best  play  his  part  in  the 
rearing  of  the  children.  The  mother  serves  her 
young  children  better  by  being  at  home  than  by 
working  to  obtain  money  for  their  college  educa- 
tion. 

Therefore,  by  taking  these  mothers  out  of  in- 
dustry, two  of  the  most  serious  problems  of  our 
age  have  been  handled — unemployment  and  juve- 
nile delinquency!  To  the  industrialist  who  fears 
loss  of  market  for  his  products  when  this  group 
returns  to  the  home,  he  should  note  that  there  is 
no  reduction  in  the  number  of  people  employed 
and  therefore  no  reduction  in  potential  buying 
power.  To  the  skeptic  who  says  there  is  no  way  to 
get  these  mothers  out  of  industry,  may  he  remem- 
ber that  by  modern  brain-washing  technics  the 
citizenry  has  already  been  induced  to  retire  at  age 
65,  to  demand  old  age  security  from  the  govern- 
ment, to  expect  the  government  to  aid  in  the  loan 
on  their  house,  and  to  anticipate  government 
supervision  of  many  more  basic  functions  in  their 
daily  lives.  A measure  to  prevent  mothers  with 
employed  husbands  from  having  a job  would  seem 
a logical  part  of  the  plan  for  the  Great  Society. 
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In  the  course  of  courage* 


It  is  time  for  us  to  be  looking  to  next  July 
and  the  implementation  of  Medicare. 

These  thoughts  from  a recent  AM  A 
President  will  help  set  our  sights  and 
prepare  us  to  meet  the  challenge. 

It  is  a privilege,  a pleasure,  and  an  honor  for 
me  to  be  invited  to  this  95th  Annual  Session  of 
the  Colorado  Medical  Society,  and  to  bring  you 
the  greetings  of  your  other  two  hundred  thousand 
physician  members  of  the  American  Medical  As- 
sociation. The  warmth  of  your  hospitality  and 
every  consideration  for  the  comfort  of  Mrs.  Ward 
and  me  is  deeply  appreciated.  I wish  to  say  thanks 
to  your  retiring  set  of  officers  for  their  leadership 
and  their  counsel  during  the  past  year,  and  to 
congratulate  and  offer  my  best  wishes  to  your  new 
leader  in  assuming  the  heavy  duties  of  responsi- 
bility in  these  crucial  times.  Likewise,  I would  be 
remiss  if  I did  not  compliment  you  members  of 
the  House  of  Delegates  for  your  selection  of  your 
representatives  to  the  American  Medical  Associa- 
tion House  of  Delegates.  Drs.  Sawyer,  McClure, 
and  Hendryson  have  served  you  well  and  have 
brought  to  the  AMA  your  wishes  and  desires, 
and  I do  wish  to  pay  them  compliments  before 
you  at  this  time.  There  is  also  another  gentleman 
who  has  been  honored,  and  accolades  have  been 
heaped  upon  him  for  his  service  to  this  organiza- 
tion, and  I just  want  to  add  my  own  appreciation 
for  the  counsel  that  Harvey  Sethman  gave  me 
many  times  as  a young  neophyte  in  the  House  of 
Delegates  of  the  American  Medical  Association. 
Harvey  was  always  a soft  touch  to  give  freely  of 
the  knowledge  that  he  had  at  the  moment. 

Courage — our  heritage 

I have  chosen  a heading  for  my  discussion 
today,  “In  the  Course  of  Courage,”  and  I think 
that  up  to  this  point,  with  the  help  of  the  Women’s 

* Address  to  House  of  Delegates  at  95th  Annual  Session  of 
Colorado  Medical  Society,  Sept.  22,  1965.  The  author  is 
Immediate  Past  President,  American  Medical  Association. 


Donovan  Ward,  MD,  Dubuque,  Iowa 

Auxiliary,  with  the  help  of  COMP  AC,  and  Na- 
tional PAC,  and  all  the  other  state  PACs,  we 
have  followed  our  course  of  courage.  But  I must 
get  back  to  the  real  subject.  And  as  a native 
Iowan,  I never  cease  to  be  impressed  by  the 
grandeur  and  majesty  of  these  rugged  Colorado 
peaks  and  mountains,  which  perhaps  many  of 
you  take  for  granted.  I cannot  help  but  think 
that  the  pioneers  who  rolled  across  the  Great 
Plains  in  their  covered  wagons  were  equally  im- 
pressed. The  mountains  posed  a formidable  bar- 
rier to  these  independent,  adventurous,  coura- 
geous and  confident  Americans  on  their  journey 
to  the  West.  They  also  presented  them  a chal- 
lenge. It  was  a challenge  that  proved  to  be  too 
much  for  some  of  the  faint-hearted,  but  for  the 
determined  it  was  a challenge  courageously  ac- 
cepted and  eventually  met.  These  hardy  souls 
finally  found  the  way  where  others  said  there 
was  no  way.  And  I also  take  pride  in  my  fellow 
townsmen  who  met  the  recent  challenge  of  the 
mighty  Mississippi  River  that  flows  along  our 
eastern  border,  in  the  spring.  They  faced  the 
rising  flood  waters  with  a course  of  determination 
and  courage,  and  they  too  were  victorious. 

Our  challenge  today 

The  medical  profession  today  is  confronted  with 
an  equally  imposing  barrier  and  challenge.  The 
challenge  I refer  to  is  of  course  the  new  Medicare 
law,  which  has  been  described  as  the  biggest  piece 
of  social  welfare  done  in  the  history  of  this  coun- 
try. And  big  it  is!  It  is  almost  as  big  as  your 
towering  Pike’s  Peak.  This  law  will  touch  the 
lives  and  pay  checks  of  virtually  every  American. 
It  will  bring  about  profound  changes  in  the  rela- 
tionship between  millions  of  older  Americans  and 
the  sources  of  medical  care,  namely,  their  physi- 
cians and  hospitals. 

It  will  cost  four  and  one-half  billion  dollars 
per  year,  just  to  start.  It  will  require  the  services 
of  seven  to  eight  thousand  new  Federal  employees 
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to  administer  its  provisions.  It  will  result  in  steadi- 
ly rising  Social  Security  taxes  between  now  and 
1987  to  finance  it.  It  will  bring  about  a great  new 
influx  of  patients  into  the  nation’s  health  facilities, 
and  place  increased  demands  on  the  time  and 
energies  of  physicians  across  the  country.  But, 
most  significant  of  all,  it  will  usher  in  a new  era 
of  Government  participation  in  an  aspect  of 
national  life  in  which  the  Government  never  be- 
fore has  been  involved. 

Our  defeat  at  Dunkirk 

With  this  to  look  forward  to,  who  among  us 
can  deny  that  these  are  trying  times?  Our  news- 
papers, radio  and  television  stations,  and  other 
forms  of  communication  media,  consistently,  it 
seems,  inform  us  of  ever-increasing  problems  and 
troubles  in  our  cities,  in  our  country,  and  indeed 
in  the  world.  In  a leading  newspaper  I read  a wry 
comment  recently,  that  things  really  are  not  worse, 
it  only  appears  that  way  because  communica- 
tions are  better. 

More  seriously,  while  communications  have 
been  improved,  it  is  clear  that  profound  changes 
are  occurring  in  medicine  and  its  environment, 
especially  with  the  passage  of  the  Medicare  law 
and  other  Federal  legislation.  At  first  glance,  it 
would  appear  that  we  have  reason  to  have  heavy 
hearts;  but  upon  closer  examination,  it  becomes 
evident  that  we  have  even  greater  reason  to  have 
stout  hearts.  In  this  legislative  area,  medicine 
has  suffered  a defeat,  but  we  must  recognize  the 
defeat  as  a Dunkirk  and  not  a Waterloo.  Medicare 
was  one  battle  in  a long  war  which  began  many 
years  ago.  It  is  with  us  today  and  it  will  extend 
into  the  future.  This  war  will  continue  to  make 
increasing  demands  on  all  of  us,  individually  and 
collectively.  Though  we  already  have  done  much, 
obviously  we  have  not  done  enough.  Now  is  not 
the  time  for  us  to  drop  or  rest  our  oars.  We  must 
pull  them  hard,  with  added  determination  and 
force. 

Our  need  for  medical  organization 

Never  before  has  the  individual  physician  been 
more  needed  in  his  medical  organization,  and 
never  before  has  he  needed  it  more  than  he  does 
today.  It  is  essential  that  we  have  a greater  partic- 
ipation by  more  physicians  at  all  organizational 
levels,  supported  by  competent  and  dedicated 
staff.  Physicians  must  try  with  even  greater  effort 
now  to  be  complete,  effective  citizens,  concerned 
not  only  with  the  art  and  science  of  medicine,  but 
also  with  knowledge  of  its  socio-economic  and, 
of  course,  its  legislative  environment. 


In  regard  to  Medicare,  we  believe  it  was  unwise 
to  use  the  coercive  power  of  the  state  to  take  tax 
funds  from  many  citizens  who  are  in  need  and 
to  use  those  funds  to  provide  medical  care  to 
many  citizens  who  are  not  in  need.  We  felt  that 
such  a program,  if  enacted,  should  be  operated  at 
the  state  level.  We  thought  it  was  wrong  for  a 
young  taxpayer,  struggling  to  make  a home  for  a 
growing  family,  to  be  required  to  pay  the  medical 
expenses  of  a retired  millionaire.  It  did  not  seem 
reasonable  to  force  the  younger  person  to  pay 
taxes  for  forty  or  more  years  with  no  assurance 
that  he  ever  would  realize  the  benefits  comparable 
to  the  payments  he  made. 

Beyond  all  this — for  we  are  first  and  last  physi- 
cians— our  major  concern  was  that  the  adoption 
of  this  program  would  retard,  rather  than  pro- 
mote, the  science  and  art  of  medicine  and  the 
betterment  of  public  health.  However,  it  was  the 
medical  profession  against  the  fable  that  the  ends 
must  be  right. 

Anti-factual  propaganda 

Just  how  right  they  are  was  brought  home  to 
me  on  a related  subject  just  the  other  day,  in 
The  New  Republic,  of  all  places.  I read  a most 
interesting  article  by  one  of  the  New  York  Times’ 
economic  writers,  commenting  on  the  Administra- 
tion’s poverty  program.  He  points  out  that  one  of 
the  interesting  things  about  the  American  econ- 
omy and  the  private  and  free  enterprise  system  is 
that  no  one  will  believe  the  facts  about  it.  I might 
add  that  one  reason  for  this  is  the  anti-factual 
propaganda  we  are  fed. 

Disagreeing  with  the  Administration’s  argu- 
ments for  the  need  for  a poverty  program,  the 
writer  gives  these  facts,  and  I quote:  “During 
the  past  two  years  the  largest  growth  in  jobs  has 
been  among  the  Negroes,  the  unskilled,  and  the 
teenagers.  Jobs  have  increased  rapidly  in  the 
very  places  where  the  great  bogey,  automation, 
was  supposed  to  cause  trouble.  Manufacturing 
jobs  are  up,  clerical  jobs  are  up,  transport  jobs 
are  up.  Warehouse  jobs  are  up,  unskilled  jobs 
are  up.  By  the  test  of  income,  450,000  families 
moved  out  of  the  poverty  class  last  year,  and 
almost  none  of  them  touched  by  the  poverty 
program.  Thus  another  case  of  the  general  arising 
from  the  particular,  just  as  in  the  Administration’s 
successful  push  for  Medicare.” 

To  get  back  on  the  subject,  medicine’s  efforts 
are  in  the  past.  We  have  fought  a good  fight  and 
we  should  be  proud  of  the  way  we  battled  against 
such  great  and  powerful  adversaries.  Who  has 
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done  more  than  we  have  done?  We  need  not 
apologize  for  our  efforts  to  tell  our  story  to  the 
profession  and  to  the  public.  We  used  our  re- 
sources well,  and  to  advantage.  The  policy  posi- 
tions which  we  presented  were  in  the  best  inter- 
ests of  the  public  and  our  profession. 

But  now  the  law  debate  is  over  and  Congress 
has  made  a fundamental  policy  decision;  contrary 
to  the  wishes  of  the  majority  of  the  people,  it 
has  extended  Social  Security  to  cover  hospital 
care  for  the  nation’s  elderly.  At  the  same  time,  it 
has  offered  to  everyone  over  sixty-five  a Govern- 
ment program  to  help  them  meet  medical  ex- 
penses, with  premiums  to  be  shared  by  the  indi- 
viduals and  the  Treasury.  This  action  by  Con- 
gress, as  it  now  stands  on  the  statute  books,  is 
what  occupies  us  today. 

For  most  of  the  thirty  years  since  Social  Se- 
curity was  introduced  into  this  country,  it  has 
been  subject  to  public  debate  and  change.  But  in 
the  past,  the  changes  have  consisted  generally  of 
broadening  coverage  and  extended  benefits.  These 
changes  were  made  within  the  original  framework 
of  the  law.  Now  we  have  before  us  an  altogether 
new  program,  a program  which  merits  the 
thoughtful  attention  of  every  citizen. 

Necessity  for  public  understanding 

An  understanding  of  the  new  law  and  its  prob- 
able ramifications  is  limited  at  best  at  the  present 
time,  but  it  is  important  to  all,  whether  over 
sixty-five  or  not,  to  grasp  the  implications  of  the 
law’s  provisions  and  to  determine  how  they  or 
their  loved  ones  may  be  affected  now  and  in  the 
years  ahead.  Consideration  must  be  given  to  what 
the  law  actually  will  do  and  will  not  do  in  meeting 
the  health  care  needs  of  the  aged. 

There  are  a number  of  material  limitations  in 
its  provisions  which  no  one  can  afford  to  over- 
look. Some  of  these  limitations  will  have  a direct 
and  important  bearing  on  the  types  and  amounts 
of  health  insurance  coverage  that  older  people 
will  plan  to  carry  in  the  future.  Commercial  in- 
surance coverage  will  still  be  necessary  to  provide 
the  ultimate  protection  from  the  costs  of  illness. 
Individuals  also  must  be  prepared  to  make  cer- 
tain cash  payments  in  connection  with  their 
medical  benefits.  Such  payments  are  now  required 
under  the  law.  Of  course,  older  citizens  will  want 
to  know  the  procedures  of  paying  benefits  and 
making  claims.  These  procedures  will  be  covered 
by  various  regulations  now  being  written  in  Wash- 
ington. When  they  are  issued,  they  too  will  require 
careful  study  and  attention. 


The  public  understanding  of  these  many  details 
is  vital  in  the  interests  of  orderly  operation  of  the 
program  when  it  goes  into  effect  next  year.  Mis- 
conceptions and  false  notions  as  to  exactly  what 
is  in  the  Medicare  law  can  only  aggravate  the 
enormous  problems  which  it  is  bound  to  create 
for  Government  administrators  and  for  the  medi- 
cal profession.  I am  not  speaking  now  from  the 
standpoint  of  personal  convenience  or  the  work 
that  might  be  required  of  Federal  employees.  In 
my  mind  is,  as  I am  sure  it  is  in  yours,  the  over- 
riding desire  that  the  disruption  of  our  health 
care  system  be  held  to  a very  minimum  when 
this  program  goes  into  operation.  Make  no  mis- 
take about  it;  there  will  be  disruption.  Unprece- 
dented burdens  will  be  placed  upon  hospitals. 
Physicians  will  be  pressured  by  would-be  patients 
who  will  be  seeking  free  Government  benefits. 
Such  eventualities  are  unavoidable  under  the 
circumstances. 

Our  objective — the  highest  quality 
of  health  care 

But,  as  we  move  into  this  uncharted  experi- 
ence, we  must  hold  fast  to  our  one  all-important 
objective,  the  safeguarding  and  preservation  of 
our  health  care  system.  We  must  make  every 
effort  to  make  certain  that  Americans  of  all 
ages  will  continue  in  the  future,  as  they  have  in 
the  past,  to  receive  only  the  highest  quality  of 
health  care. 

It  is  this  historic  basic  principle  which  inspired 
the  American  Medical  Association  to  offer  its 
advice  and  guidance  to  the  Secretary  of  Health, 
Education,  and  Welfare,  in  the  development  of 
the  programs  under  the  law.  The  AMA  also 
offered  to  help  write  the  regulations  which  will 
govern  the  application  of  the  law’s  broad  provi- 
sions to  the  millions  of  individuals  affected.  Clear 
thinking  and  planning  are  going  to  be  required 
as  never  before  in  the  period  before  us.  Certainly 
this  offer  of  leadership  by  the  medical  profession 
comes  at  a most  timely  and  auspicious  moment 
for  all  concerned. 

Anticipated  confusion  and  bewilderness 

The  medical  profession,  in  its  honorable  tra- 
dition of  duty  and  service,  must  maintain  its  equi- 
librium and  continue  on  its  course,  a course  of 
courage.  Medicare  is  a complex  law.  It  repre- 
sents an  overwhelmingly  large  undertaking.  Time, 
a great  deal  more  time,  will  be  required  before 
the  public  and  physicians  can  hope  to  familiarize 
themselves  with  the  law  and  with  the  regulations 
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yet  to  come.  Overall,  I suspect  that  many  ques- 
tions will  arise,  many  problems  will  present  them- 
selves, as  this  new  law  moves  closer  to  the  active 
stage.  You  may  find  yourself  confused  by  the 
details,  bewildered  by  the  red  tape,  and  perhaps 
disappointed  on  occasions  by  the  limitations  that 
crop  up  where  none  was  anticipated.  This  seems 
to  be  an  inescapable  by-product  of  Government 
programs. 

Success  through  courage 

But  enough  of  this  subject  that  is  so  contro- 
versial and  that  I am  sure  fills  you  with  deep  and 
mixed  emotions,  just  as  it  does  me.  What  now 
shall  be  our  grand  strategy  as  a profession?  What 
now  shall  be  the  posture  of  the  American  Medical 
Association?  What  would  be  in  the  best  interests 
of  the  public  and  the  medical  profession  at  this 
time  in  our  history?  Let  us  remember  that  about 
180  million  Americans  are  not  covered  by  Medi- 
care and  will  be  cared  for  primarily  by  the  private 
sector  of  medicine,  without  Government  interven- 
tion. Only  a small  section  of  the  city  is  occupied. 
The  task  before  us  is  to  preserve  the  remainder 
of  the  city  and  to  demonstrate  the  difference 
between  Medicare  and  our  traditional  approach. 
In  these  trying  times,  let  us  remember  that  ir- 
responsible anger  and  frustration  will  not  bring 
success.  Let  ours  be  a course  of  courage.  This 
course  of  ours  demands  a sense  of  destiny,  con- 
sistent purpose,  and  direction.  It  requires  moti- 
vation, a feeling  of  concern,  and  confidence  in 
and  a desire  for  the  victory  of  our  convictions. 
Our  course  of  courage  summons  us  to  influence 
history  and  not  merely  to  be  weathervanes  that 
shift  with  the  wind. 

Particularly  appropriate  in  helping  us  deter- 
mine our  strategy  is  the  final  paragraph  of  the 
statement  by  the  AMA  Board  of  Trustees  earlier 
this  year.  It  reads  as  follows:  “The  Board  urges 
all  physicians,  and  especially  leaders  of  state  and 
county  medical  societies,  to  face  the  problems 
ahead  with  restraint,  clear  minds,  and  unity.” 
There  is  no  point  in  dwelling  on  what  might  have 
been,  for  you  know  as  well  as  I do  that  legisla- 
tion is  passed  or  rejected  by  the  party  or  group 
with  the  greatest  number  of  votes.  Our  profes- 


sion’s cause  in  Congress  lost  because  there  simply 
were  not  enough  votes.  A year  ago,  during  the 
1964  election,  we  and  those  who  were  with  us 
on  the  Medicare  issue  failed  to  elect  enough  Con- 
gressmen and  Senators  who  supported  our  posi- 
tion. The  1966  elections  now  are  only  about  a 
year  away.  The  idea  that  the  “outs”  automatically 
gain  Congressional  seats  in  an  off-year  national 
election  is  not  clearly  established.  They  must 
have  gained  seats  in  most  off-year  elections,  but 
they  did  so  because  the  party  and  their  backers 
were  sufficiently  concerned  about  winning. 

It  is  not  too  early  for  us  to  get  concerned  about 
winning.  Let  us  now  help  to  select  and  to  nomi- 
nate the  candidates  who  we  know  are  with  us  and 
those  who  we  know  can  win,  and  let’s  put  our 
time  and  especially  our  cash  behind  the  desire  and 
the  courage  to  win.  Ours  must  be  a course  of 
courage  in  the  next  twelve  months  or  so,  and 
the  candidates  we  support  must  follow  our  course 
of  courage. 

Future  of  medical  profession  at  stake 

There  will  be  problems  ahead,  and  the  going 
will  get  tough,  but  I recall  reading  somewhere 
that  when  the  going  gets  tough,  the  tough  get 
going.  Ladies  and  gentlemen,  never  before  in  the 
history  of  American  medicine  has  it  been  so  im- 
portant for  organized  medicine  and  for  individual 
physicians  to  get  going,  for  never  before  have  we 
been  confronted  with  potentially  such  a tough 
situation.  Let  us  then  redouble  our  efforts  to  pre- 
serve the  tradition  which  enabled  American  medi- 
cine to  reach  a pinnacle  of  excellence  unap- 
proached by  any  other  nation  in  the  history  of 
the  world;  for  not  only  is  the  health  of  millions 
of  Americans  at  stake,  but  indeed  the  future  of 
the  American  medical  profession  as  well. 

This  is  the  course  of  courage.  It  is  your  business 
to  rise  up  and  continue  the  liberties,  the  freedoms, 
and  the  free  enterprise  system.  I appeal  to  you 
again  to  bear  in  mind,  as  Lincoln  said,  that  “With 
you  and  not  with  politicians  or  office  seekers,  but 
with  you,  is  the  question,  shall  the  basic  philos- 
ophies of  our  government,  with  its  liberties,  be 
preserved  to  the  latest  generation?”  This  is  the 
course  of  courage.  • 


Write  to  your  “What  goes  on”  office,  1809  East  18th  Avenue,  Denver,  Colorado  80218, 
with  information  on  future  meetings,  or  if  you  wish  information  about  meetings. 
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Takayasu’s  disease  in  a negro  female 

Tom  E.  Carter,  Captain,  MC,  Denver0 


Occurrence  of  this  rare  disease  in  a Negro 
and  complete  postmortem  examination 
make  this  case  report  unique. 

In  1908,  Takayasu  described  retinal  arteriolar 
changes  that  have  since  been  associated  with  a 
disease  originally  described  by  Savory  in  1856. 
The  pathological  entity  resulting  from  occlusive 
disease  of  the  aorta  and  its  major  branches  in 
young  females  is  now  known  as  “pulseless  dis- 
ease,” “young  female  arteritis,”  or  “Takayasu’s 
disease.”  There  have  been  many  recent  reports  of 
cases  of  pulselessness,  but  complete  postmortem 
studies  are  rare.  In  addition,  many  of  these  reports 
include  cases  that  are  incompatible  with  the  diag- 
nosis of  Takayasu’s  disease,  as  will  be  pointed  out. 

The  great  majority  of  cases  described  have 
come  from  Japan  and  the  countries  about  the 
North  and  Baltic  Seas;  comparatively  few  instances 
have  been  reported  from  the  United  States.  Ap- 
parently, there  are  no  recorded  instances  of  this 
disease  in  Negroes.  This  disease  in  a Negro  and 
the  widespread  involvement  of  the  branches  of 
the  aorta  make  the  following  case  unusual. 

Case  report 

M.  E.  J.  (A-260-61),  a 25-year-old  mother  of  three 
from  rural  Virginia,  was  first  seen  at  the  Medical 
College  of  Virginia,  in  1952  for  intermittent,  dull, 
left  thigh  and  lower  abdominal  pain,  fever,  sweats 
and  chills,  and  cold  extremities.  Recent  therapy  for 
pelvic  inflammatory  disease  had  provided  no  relief 
of  symptoms,  which  were  made  worse  by  normal 
exercise  and  relieved  by  rest.  Aside  from  dizziness 
and  headaches  for  years,  the  patient  had  been  well. 
Evaluation  in  Neurology,  OB-GYN,  and  Orthopedic 
Clinics  established  no  diagnosis,  and  aspirin  was  pre- 
scribed with  symptomatic  improvement.  When  seen 
one  year  later  for  delivery  of  her  fourth  child,  the 
patient  was  found  to  have  a blood  pressure  of  140/90 
and  a diffusely  enlarged  thyroid  gland,  but  was  other- 
wise well. 

* Resident  in  Medicine,  Fitzsimons  General  Hospital,  Denver, 
Colorado.  A list  of  23  references  has  been  deleted  due  to 
space  limitations.  This  material  has  been  reviewed  by  the 
Office  of  the  Surgeon  General,  Department  of  the  Army,  and 
there  is  no  objection  to  its  presentation  and/or  publication. 
This  review  does  not  imply  any  indorsement  of  the  opinions 
advanced  or  any  recommendation  of  such  products  as  may 
be  named. 


The  patient  was  next  seen,  after  a lapse  of  one 
year,  in  the  Arthritis  Clinic  for  intermittent  pain  in 
the  anterior  left  thigh  which  radiated  to  the  pretibial 
area.  The  pain  subsided  as  the  day  progressed,  if 
she  avoided  stooping  and  lifting.  Aspirin  provided 
some  relief.  The  patient  limped  and  was  found  to 
have  limited  motion  and  muscular  spasm  about  the 
left  hip.  X-rays  disclosed  narrowing  of  the  joint 
space  with  bone  destruction  and  sclerosis.  Aspirin 
was  prescribed  for  “post-infectious  arthritis,”  with 
symptomatic  control,  but  objective  limitation  of  mo- 
tion progressed. 

Two  years  later,  the  patient  was  admitted  to  the 
hospital  because  of  weakness  in  her  left  arm,  follow- 
ing the  sudden  onset  of  headache  and  loss  of  con- 
sciousness. The  patient  had  nuchal  rigidity,  “retinitis,” 
lower  facial  weakness,  and  paralysis  of  the  left  arm 
and  leg.  Lumbar  puncture  was  normal;  ESR  was  41 
mm/ hr;  Wassermann  was  negative.  Serum  globulin 
was  elevated  to  3.9  gm.  per  cent  (total  protein,  6.9 
gm.  per  cent).  A reducing  substance  was  found  in 
the  urine,  with  normal  blood  sugars.  Percutaneous 
carotid  arteriograms  were  normal.  Improvement  fol- 
lowed, and  the  patient  was  discharged  with  left-sided 
sensory  deficit,  slight  spastic  weakness,  and  occipital 
headaches  and  dizziness. 

The  following  year,  the  patient  underwent  hyster- 
otomy for  termination  of  pregnancy.  The  blood  pres- 
sure was  180/110,  and  she  complained  of  dizziness, 
headaches,  and  spots  before  her  eyes.  She  had  grade 
III  hypertensive  retinopathy  and  cardiomegaly.  A 
harsh  blowing  systolic  left  parasternal  and  a low- 
pitched  diastolic  apical  murmur  were  heard.  A vas- 
cular bruit  was  present  in  the  epigastrium,  and  oscil- 
lometry disclosed  no  significant  pulses  in  the  legs. 
There  was  no  change  in  blood  chemistries  from 
previous  hospitalization,  and  a reducing  substance 
again  was  found  in  the  urine.  Serum  cholesterol  was 
194  mg.  per  cent.  Aortography  demonstrated  a filling 
defect  proximal  to  the  aortic  bifurcation.  At  lapa- 
rotomy, the  placement  of  an  aortic  prosthesis  was 
difficult  due  to  marked  peri-aortic  fibrosis.  Aside  from 
saphenous  thrombophlebitis,  the  postoperative  course 
was  unremarkable.  Sections  from  the  aortic  segment 
revealed  intimal  proliferation,  basophilic  degeneration 
and  fibrosis,  disruption  of  elastic  tissue  and  hyalini- 
zation  of  the  media,  and  fibrosis  of  the  adventitia. 
Round  cell  infiltration  and  giant  cells  were  numerous 
in  all  layers. 

Three  years  later,  the  patient  was  admitted  be- 
cause of  nausea  and  vomiting,  left  lower  quadrant 
pain,  and  watery,  foul-smelling  green  stools.  The 
left  radial  pulse  was  absent,  and  all  peripheral  pulses 
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were  weak.  A tender  pulsatile  mass  was  present  in 
the  left  lower  quadrant.  Hemoglobin  was  9.4  gm. 
per  cent,  with  a leukocytosis  of  14,850.  X-ray  of 
the  abdomen  disclosed  a “ground-glass”  appearance. 
The  patient  died  while  being  prepared  for  emergency 
laparotomy. 

Autopsy 

The  youthful  appearing,  lightly  pigmented,  Negro 
female  body  was  normal,  except  for  poorly  developed 
secondary  sex  characteristics  and  incisions  of  emer- 
gency laparotomy  and  open  cardiac  massage.  The 
liver,  pancreas,  spleen,  pituitary  and  adrenal  glands, 
ovaries,  intestines,  and  lungs  were  normal.  The  kid- 
neys were  symmetrically  contracted,  with  no  gross 
abnormality;  glomerular  and  tubular  epithelial  cells 
were  partly  lost,  and  the  remainder  appeared  shrunk- 
en with  pyknotic  nuclei,  and  red  blood  cells  were 
present  in  the  collecting  ducts.  The  right  cerebral 
hemisphere  was  one-fourth  smaller  than  the  left,  with 
softening  of  the  temporo-parietal  area,  and  cystic  de- 
generation obliterated  part  of  the  internal  capsule, 
putamen,  and  globus  pallidus.  The  cerebral  vascula- 
ture was  normal.  The  heart  was  enlarged  (300  gm., 
LV  1.5  cm.)  for  body  size.  There  were  ecchymoses 
over  the  surface  of  the  left  ventricle.  The  anatomy  of 
the  heart  and  valves  was  normal. 

The  aorta  and  its  branches  constituted  the  major 
pathology.  This  portion  of  the  vascular  system  was 
firmly  adherent  to  surrounding  structures  by  thick, 
glistening,  fibrous  tissue,  especially  marked  at  the 
arch  and  along  the  lower  thoracic  and  abdominal 
portions.  The  aorta  was  rigid,  and  all  layers  were 
thickened.  The  intima  was  a translucent,  pearly  white, 
roughened  in  a “tree-bark”  fashion;  in  certain  areas, 
it  was  formed  of  irregular  concentric  layers  (“onion 
skinning”),  which  separated  easily.  There  was  mini- 
mal lipid  deposition.  Except  for  the  left  coronary  ar- 
tery, all  orifices  of  the  aortic  arch  were  stenosed  by 
the  abnormal  intimal  thickening.  The  right  coronary 
artery  was  completely  occluded.  Beyond  the  stenosis, 
the  lumina  of  the  arteries  were  reduced  by  persist- 
ent intimal  thickening,  and  the  left  subclavian  artery 
was  occluded  by  an  antemortem  thrombus.  The  axil- 
lary arteries  were  firm  and  nodular.  The  orifices  of 
many  intercostal  branches  were  dilated,  some  con- 
taining thrombi,  with  persistent  adventitial  fibrosis. 
These  changes  involved  the  visceral  branches  also, 
and  the  arcuate  mesenteric  artery  was  strikingly  en- 
larged and  cord-like. 

The  renal  arteries  were  severely  affected,  with 
complete  occlusion  of  the  left  renal  artery  by  white 
fibrous  tissue  and  clotted  blood;  the  intima  of  the 
right  renal  artery  was  similarly  involved,  with  partial 
occlusion  by  organized  thrombus.  A fabric  prosthesis 
replaced  the  terminal  aorta,  from  2 cm.  below  the 
renal  arteries  to  include  the  first  4 cm.  of  the  common 
iliac  arteries.  At  the  junction  of  the  graft  with  the 
aorta  the  suture  line  was  disrupted,  and  a blood 
clot  extended  from  the  peri-aortic  area  through  the 
graft  into  the  right  common  iliac  artery.  The  anas- 
tomosis of  the  graft  with  the  left  common  iliac 


artery  was  broken,  and  the  latter  artery  was  throm- 
bosed. 

Microscopic  examination  of  samples  from  various 
parts  of  the  arterial  tree  revealed  diffuse  thickening, 
basophilic  degeneration,  intimal  fibrosis,  and  ag- 
gregates of  lymphocytes  and  plasma  cells  in  the  sub- 
intimal  region;  fragmentation  and  displacement  of  the 
elastica,  with  patchy  granuloma  and  “perivascular 
cuffing”  of  the  vasa  vasorum,  were  present  in  the 
media  (Figs.  1 to  4).  Nearly  all  muscular  arteries 


Fig.  1.  High-power  section  of  arcuate  mesenteric 
artery,  which  was  cord-like;  note  adventitial  infiltrate, 
medial  degeneration,  disruption  of  the  basement 
membrane,  and  intimal  proliferation. 

were  thickened,  with  varying  degrees  of  inflammatory 
cell  infiltration.  Acid-fast  organisms  and  sphirochetes 
were  not  found  in  sections  stained  for  these  orga- 
nisms. 

Discussion 

This  case  presents  diffuse  changes  in  a young 
Negro  female  due  to  arterial  occlusive  disease. 


Fig.  2.  Section  from  the  brachial  artery,  showing 
marked  intimal  proliferation,  with  disruption  of  the 
basement  membrane. 
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with  symptoms  referable  to  aspetic  joint  necrosis, 
cerebral  ischemia  and  infarction,  hypertension, 
and  retinitis.  Clinical  pathology  included  persist- 
ent elevation  of  the  ESR,  elevated  serum  glob- 
ulins, mild  anemia  with  moderate  leukocytosis, 
negative  Wassermann  reaction  (blood  and  cere- 
brospinal fluid),  normal  serum  cholesterol  and 
lipids,  and  an  unidentified  urinary  reducing  sub- 
stance. A multi-nodular  thyroid  goiter  was  present. 
The  patient  exsanguinated  from  a broken  aortic 
prosthesis  three  years  after  its  placement.  Many 
features  of  the  case  are  suggestive  of  Takayasu’s 
arteritis. 

Although  at  least  two  cases  of  occlusive  dis- 
ease of  the  branches  of  the  aortic  arch  were  re- 
ported before  1900,  the  association  of  diminished 
vision  relieved  by  rest  (“optic  claudication”),  ret- 
initis, and  peripheral  pulselessness  was  first  made 


Fig.  3.  Section  from  right  iliac  artery  distal  to  graft, 
Mason  Trichrome  stain,  showing  the  thickening  and 
disruption  of  the  basement  membrane,  fibrosis  of  the 
media,  and  organized  thrombus. 

in  1908  by  Dr.  Takayasu  and  associates,  and  this 
triad  was  thereafter  known  as  Takayasu’s  syn- 
drome. In  1939,  Griffin  reported  a case  of  “re- 
versed coarctation  of  the  aorta”  with  symptoms  of 
a brain  tumor,  and  since  then,  many  cases  with 
affected  blood  flow  in  the  vessels  from  the  aortic 
arch  have  been  reported  and  many  terms  applied 
to  the  ensuing  symptomatology.  For  this  reason, 
a brief  review  of  the  aortic  arch  syndrome  is  indi- 
cated. 

Ross  and  McKusick  reviewed  the  subject  exten- 
sively in  1955.  Occlusive  disease  of  the  aortic 
arch  and  its  branches  produces  uniform  symp- 
toms: headache  and  postural  vertigo,  dyspnea  on 
■exertion,  angina  pectoris  and  claudication  of  the 
arms  and  jaw,  loss  of  consciousness,  hemiparesis 


Fig.  4.  High-power  view  of  small  arteriole  in  peri- 
vascular connective  tissue;  note  the  marked  round 
cell  response,  and  degeneration  of  the  vascular  wall. 


or  hemiplegia,  convulsions,  and  episodic  diminu- 
tion in  vision.  Examination  may  reveal  flexion  of 
the  head,  cataracts,  retinal  atrophy  and  pigmenta- 
tion, atrophy  of  the  iris,  peri-papillary  rete- 
anastomosis,  necrosis  of  the  nasal  septum,  saddle 
nose  deformity,  vascular  bruits  and  hearing  loss, 
and  pulselessness.  Intellectual  function  may  be 
impaired.  None  of  these  symptoms  is  specific  of 
particular  etiologic  pathology  and  can  result  from 
such  divergent  conditions  as  aortic  arch  aneu- 
rysms, dissections,  thrombo-embolic  phenomena, 
syphilis,  vascular  inflammatory  disease  (poly- 
arteritis nodosa),  and  extra-vascular  tumors  pro- 
ducing extrinsic  pressure  on  these  vessels.  Thus, 
symptoms  and  signs  may  point  to  occlusive  disease 
of  the  aorta  and  its  branches,  but  precise  diag- 
nosis depends  on  acquiring  further  data.  Having 
done  this,  there  is  a small  group  of  cases  that  defy 
etiologic  identification  and  have  been  referred  to 
as  “young  female  arteritis,”  “pulseless  disease,” 
“sclerosing  aortitis,”  etc.,  meaning  simply  that 
vascular  occlusion  of  unknown  etiology  has  oc- 
curred. If  the  proper  pathologic  changes  are  found, 
these  may  be  called  Takayasu’s  arteritis,  thus  dis- 
tinguishing the  original  triad  of  Takayasu  from 
arteritis  due  to  documented  causes. 

The  pathological  changes  of  autopsied  cases  of 
Takayasu’s  arteritis  are  well  defined.  Rigidity  of 
the  vessels,  with  adhesions  to  surrounding  struc- 
tures, making  dissection  difficult,  is  common  in  all 
cases.  All  layers  of  the  arterial  wall  are  thickened, 
with  striking  absence  of  lipid  deposition.  Baso- 
philic degeneration,  fibrosis  and  proliferation,  and 
sub-intimal  foci  of  chronic  inflammatory  cells, 
predominantly  lymphocytes  and  plasma  cells,  con- 
stitute the  intimal  changes.  One  report  denies  the 
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presence  of  giant  cells,  but  the  case  is  more  con- 
sistent with  atheromatous  disease.  In  this  case, 
giant  cells  were  most  regularly  seen  about  foci  of 
necrosis  and  were  sparse  in  the  areas  of  active  in- 
flammation or  advanced  fibrosis,  indicating  that 
the  presence  of  giant  cells  is  a function  of  the 
progression  of  the  individual  lesion. 

Changes  in  the  media  include  patchy  hyaline 
degeneration  and  disruption  of  the  elastica,  fibro- 
sis, and  perivascular  inflammatory  cell  cuffing  of 
the  vasa  vasorum.  Some  of  the  latter  vessels  are 
occluded.  Many  reporters  feel  that  the  changes 
about  the  vasa  are  initial  and  primary,  producing 
microinfarctions  that  lead  to  the  other  changes. 

It  is  important  to  note  other  disease  at  times 
found  in  association  with  Takayasu’s  arteritis.  In 
three  cases,  tuberculosis  existed  concurrently  and 
the  granulomas  of  the  vessels  resemble  those  of 
tuberculous  etiology.  However,  with  the  possible 
exception  of  one  case,  no  acid-fast  organisms  have 
been  demonstrated  in  affected  tissues.  In  other  re- 
ported cases,  biological  false-positive  serological 
tests  for  syphilis  have  been  found  in  pathologically 
documented  Takayasu’s  arteritis.  Here,  the  point 
should  be  made  that  many  cases  reported  as 
Takayasu’s  arteritis  have  had  positive  serological 
tests  for  syphilis,  positive  LE  tests,  and  positive 
rheumatoid  factor  tests;  in  these  reports,  there  is 
insufficient  information  to  adequately  exclude 
these  disease  entities,  and  in  all  of  these  an 
arteritis  may  occur,  with  a clinical  picture  of 
Takayasu’s  syndrome.  The  term  Takayasu’s  arte- 
ritis should  be  reserved  as  a specific  pathological 
diagnosis  of  disease  of  the  arterial  system  produc- 
ing a nonspecific  syndrome.  When  a definite 
etiologic  diagnosis  can  be  established,  one  is  no 
longer  dealing  with  Takayasu’s  arteritis. 

Laboratory  values  are  characteristic  and  non- 
specific. An  elevated  ESR  is  a constant  finding; 
elevated  serum  globulin  with  normal  or  low  al- 
bumin is  common.  Mild  anemia  and  leukocytosis 
and  proteinuria  have  been  reported.  Total  cho- 
lesterol and  serum  phospholipids  are  in  the  normal 
range,  except  in  Bustamente’s  case  of  a 52-year- 
old  male  with  a past  history  of  Leriche’s  syn- 
drome. 

It  is  important  to  note  that,  rarely,  symptoms  of 
Takayasu’s  arteritis  may  not  be  the  classic  triad. 
Gibbons  and  King,  Ask-Upmark,  Ejrup,  Correa 
and  Araujo,  and  Damaraj  and  Ong  have  reported 
cases  with  calf  claudication  and  absence  of  pulses 
in  the  lower  extremities  as  late  features.  In  this 
report,  the  initial  symptoms  related  to  probable 


aseptic  (ischemic)  necrosis  of  the  left  hip  joint 
and  the  early  onset  of  hypertension,  most  likely 
due  to  the  “Goldblatt  kidney”  of  renal  artery 
stenosis,  are  very  unusual.  The  cerebral  ischemia 
and  absence  of  left  radial  pulse,  which  developed 
later  as  a consequence  of  progression  of  the  dis- 
ease at  the  aortic  arch,  are  more  typical. 

In  speculating  on  the  pathogenesis  of  this  dis- 
ease, the  following  observations  are  important.  In 
this  case,  the  reaction  of  the  intimal  surfaces  is 
less  marked  further  from  the  aorta,  regardless  of 
the  size  of  the  artery.  For  example,  the  renal 
arterioles,  which  are  anatomically  close  to  the 
aorta  due  to  the  manner  in  which  the  renal  arterial 
supply  is  subdivided,  are  more  severely  involved 
than  arterioles  of  comparable  size  in  the  muscula- 
ture of  the  arm. 

If  one  assumes  the  presence  of  a circulating 
antigen,  acting  as  an  irritant  to  the  intima,  the 
proliferation  of  the  intima  could  be  due  to  meta- 
plasia, the  antigen  being  ab-  or  adsorbed  on  the 
intimal  surface.  If  this  were  true,  the  intimal  sur- 
face area  is  seen  as  the  important  factor  in  deter- 
mining which  arterial  sites  are  diseased:  the  more 
intimal  surface  between  a particular  arterial  struc- 
ture— for  more  absorption  of  the  “circulating 
antigen” — the  less  likely  is  that  particular  por- 
tion to  be  diseased.  In  other  terms,  the  absorp- 
tion of  such  an  antigen  by  the  intimal  surfaces 
nearer  the  heart  reduces  the  concentration  of  the 
antigen  to  which  distal  intimal  sites  are  exposed 
and  “saves”  these  distal  sites  from  irritation. 
Further,  the  more  marked  disease  at  areas  of 
bifurcation,  where  turbulence  and  mechanical  in- 
jury are  greater,  fits  the  picture  by  increasing  the 
amount  of  exposure  to  the  “antigen,”  and  adding 
further  irritation  through  mechanical  stress.  As  to 
the  progression  of  symptoms,  obviously  this  de- 
pends to  a large  extent  on  the  “pre-disease”  struc- 
ture of  the  vascular  system.  In  the  presence  of  con- 
genital abnormalities,  smaller- than-usual  major 
vessels  and  the  presence  of  collateral  blood  supply 
will  largely  determine  initial  symptoms.  For  ex- 
ample, if  a patient  has  a small  carotid  artery  with 
poor  vertebral  circulation,  the  first  symptoms  are 
likely  to  be  due  to  reduced  cerebral  blood  flow. 
On  the  other  hand,  with  a normal  arch  and  great 
vessels,  an  anatomical  variant  elsewhere  might 
account  for  initial  symptoms. 

That  the  disease  is  of  the  allergic-hyperergic 
sort  is  supported  by  the  type  of  reaction  seen 
about  the  vasa  vasorum.  The  changes  of  the  other 
arterial  structures  may  be  due  entirely  to  ischemia. 
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secondary  to  occlusion  of  the  vasa.  Also,  the 
laboratory  findings  are  consistent  with  an  “in- 
flammatory” (allergic)  disease.  None  of  this  ex- 
plains the  predominance  of  this  disease  in  young 
females,  but  there  are  many  disease  states  having 
a sex  predominance  for  no  apparent  reason.  Fur- 
ther delineation  awaits  future  studies. 

Treatment  is  nonspecific.  The  prevention  of 
thrombosis  is  of  major  importance,  and  anticoagu- 
lants have  been  advocated  for  this  purpose.  Corti- 
sone and  its  analogues  also  seem  indicated  and 
have  given  good  results.  Other  measures  include 
mild  exercise  for  developing  collateral  circulation 
and  adequate  rest.  Vasodilators  may  be  dangerous, 
since  a significant  drop  in  blood  pressure  may 
seriously  impair  cerebral  circulation.  Further, 
these  drugs  would  not  be  effective  at  the  sites  of 
disease.  Surgical  replacement,  as  in  this  case,  has 
been  reported,  and  patients  may  have  excellent 
results.  As  exemplified  by  the  present  case,  how- 


ever, continued  vascular  disease  may  proceed 
and  offset  the  benefits  of  such  surgery. 

Prognosis  is  poor.  Life  expectancy  from  the 
time  of  diagnosis  varies  from  one  and  one-half 
to  fourteen  years;  this  patient  survived  just  over 
nine  years.  The  usual  cause  of  death  is  congestive 
heart  failure  due  to  intractable  hypertension,  but 
cerebral  infarction  also  accounts  for  some  deaths. 

Summary 

The  disease  entity  of  Takayasu’s  arteritis  has 
been  defined  and  a case  with  autopsy  findings  re- 
ported. The  clinical  and  pathological  findings  were 
correlated  and  a working  concept  of  pathogenesis 
offered.  Treatment  and  prognosis  were  briefly  con- 
sidered. • 
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Retinoblastoma 

A case  study  of  three  generations  of  retinoblastoma 

William  E.  Jackson,  MD,  and  John  Chenault  Long,  MD,  Denver* 


The  general  problems  of  retinoblastoma 
are  emphasized  by  a case  study. 

Retinoblastoma  is  a congenital,  highly  malig- 
nant tumor  which  originates  in  the  retina.  It  is  by 
far  the  most  common  intraocular  tumor  of  child- 
hood. Of  all  tumors  which  occur  within  the  eye  at 
any  age,  retinoblastoma  is  second  numerically 
only  to  malignant  melanoma  of  the  uveal  tract. 
The  frequency  of  retinoblastoma  has  been  various- 
ly estimated  as  one  for  each  20,000  to  35,000  live 
births. 

The  tumor  is  present  at  birth,  but  it  is  rarely 
recognized  then,  as  its  growth  may  be  delayed  for 
some  time.  It  is  usually  clinically  evident  before 
the  age  of  two  years,  but  in  many  cases  the  signs 
are  not  noticed  until  the  child  is  from  two  to  five 
years  old.  After  the  fifth  year  this  tumor  is  infre- 
quent, and  only  a few  cases  have  been  described 
in  adults. 

Involvement  of  both  eyes  is  observed  in  at  least 

* From  the  Division  of  Ophthalmology,  University  of  Colorado 
School  of  Medicine,  Denver. 


25  per  cent  of  cases.  In  centers  specializing  in 
treatment  of  this  disease  and  to  which  are  direct- 
ed the  more  desperate  cases,  the  incidence  of  bi- 
laterality may  reach  80  per  cent.  This  bilateral  in- 
volvement is  not  due  to  spread  from  one  eye  to  the 
other,  but  rather  results  from  the  growth  of  mul- 
tiple tumors  of  independent  origin  in  the  eyes.  Of- 
ten more  than  one  focus  of  origin  may  be  present 
in  one  or  both  eyes.  The  tumor  is  frequently  more 
advanced  in  growth  in  one  eye  than  in  the  other, 
and  there  may  be  an  interval  of  months,  or  even 
years,  before  the  tumor  becomes  clinically  evident 
in  the  less  involved  eye. 

The  hereditary  nature  of  retinoblastoma  has 
been  firmly  established.  Mutation  of  a gene  may 
result  in  a spontaneous  or  sporadic  case.  Once  this 
abnormal  gene  is  formed,  it  will  be  passed  along 
as  an  autosomal  dominant  gene  with  a high,  but 
incomplete,  penetrance  to  the  affected  individual’s 
offspring.  With  present  early  diagnosis  and  treat- 
ment, the  survival  rate  has  increased  so  that  about 
50  per  cent  of  individuals  with  retinoblastoma 
reach  maturity.  In  our  society,  it  is  possible  for 
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these  survivors  to  adjust  reasonably  well  to  their 
handicap  and  to  marry  and  reproduce.  Until  the 
recent  improvements  in  diagnosis  and  therapy, 
most  of  the  retinoblastoma  victims  died — and  the 
disastrous  genes  with  them.  Now,  unless  strong 
measures  are  taken  to  prevent  reproduction  by  re- 
tinoblastoma survivors,  it  is  gloomily  predicted 
that  ultimately  the  disease  will  become  common- 
place. 

A creamy  white  pupil  is  the  most  common  sign 
that  calls  attention  to  this  disease  (Fig.  1).  Pro- 


Fig.  1.  Infant  with  retinoblastoma  exhibiting  white 
pupillary  reflex. 


trusion  of  the  tumor  mass  into  the  vitreous  cavity 
causes  this  abnormal  reflection  of  light  from  the 
eye.  Other  conditions  may  produce  a similar  whit- 
ish pupillary  reflection  in  a child’s  eye  and  thus 
may  be  confused  with  retinoblastoma.  The  dif- 
ferential diagnosis  includes  retrolental  fibroplasia, 
persistent  hyperplastic  primary  vitreous,  congen- 
ital cataract,  retinal  dysplasia,  Coats’  disease, 
endophthalmitis,  and  larval  granuloma. 

Less  frequently,  the  first  sign  of  retinoblastoma 
may  be  a crossed  or  divergent  eye,  due  to  loss  of 
central  vision  from  tumor  involvement  of  the 
macula.  This  sign  affords  an  opportunity  for  early 
diagnosis  of  the  disease.  Even  though  this  tumor 
is  a rare  cause  of  divergent  or  convergent  strabis- 


mus, the  possibility  of  its  presence  warrants  im- 
mediate study  of  any  infant  who  develops  a deviat- 
ing eye. 

Retinoblastoma  may  kill  in  one  of  several  ways. 
It  may  spread  locally  into  the  orbit  or  invade  the 
optic  nerve  from  which  malignant  cells  gain  ac- 
cess to  the  subarachnoid  space  and  spread  to  the 
brain,  or  it  may  disseminate  itself  widely  by  the 
blood  stream.  Reese  reports  that,  in  the  fatal 
cases,  death  is  due  to  intracranial  extension  in  50 
per  cent,  to  generalized  metastasis  in  40  per  cent, 
and  to  invasion  of  the  mouth  and  nose  in  10  per 
cent.  Even  with  treatment,  the  mortality  is  often 
as  high  as  50  per  cent.  Rarely,  this  tumor  may 
spontaneously  regress. 

The  method  of  treatment  is  governed  by  ex- 
tent of  the  tumor.  Enucleation  is  indicated  in  the 
usual  advanced  unilateral  case  where  all  hope  of 
preservation  of  vision  of  the  eye  is  lost.  The  fel- 
low eye  must  be  examined  under  general  anesthe- 
sia with  the  pupil  widely  dilated.  If  both  eyes  are 
involved  with  tumor  so  far  advanced  that  there  is 
no  hope  of  salvage,  bilateral  enucleation  should 
be  performed.  Special  radiation  technics  and 
chemotherapy  are  used  when  there  is  less  involv- 
ment,  and  photocoagulation  is  occasionally  of 
value,  especially  when  combined  with  radiation 
and  chemotherapy. 

Prognosis  for  this  condition  has  improved  stead- 
ily since  the  late  1800’s.  The  early  recognition  and 
application  of  improved  surgical  technic  of  enu- 
cleation, including  generous  excision  of  the  optic 
nerve,  in  combination  with  irradiation  and  chemo- 
therapy has  resulted  in  the  survival  rates  climbing 
from  a formerly  poor  5 per  cent  to  90  per  cent 
in  a recent  limited  series. 

Case  report 

A fifteen-month-old  white  male  infant  was  seen  on 
September  17,  1964,  because  of  an  abnormal  pupil- 
lary reflex.  Diagnosis  of  retinoblastoma  had  been 
made  the  day  before  by  the  referring  ophthalmol- 
ogists.* When  the  child  was  eight  months  old,  the 
mother  thought  that  the  eyes  were  “not  right,”  and 
that  they  were  not  working  together,  but  examination 
by  the  family  physician  was  normal. 

The  left  eye  was  divergent,  and  the  pupil  was 
dilated  and  fixed,  with  a whitish-pink  light  reflex. 
Ophthalmoscopic  examination  in  the  office  after 
chloral  hydrate  sedation  revealed  a complete  funnel- 
shaped  retinal  detachment,  with  calcified  areas  ev- 
ident just  beneath  the  retina.  In  the  hospital,  under 
general  anesthesia,  the  findings  in  the  left  eye  were 
confirmed.  Careful  search  of  the  supposedly  normal 

* We  are  indebted  to  George  Garrison,  MD  and  Russell 
Boehlke,  MD,  Fort  Collins,  Colorado,  for  referring  this  case. 
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right  eye  showed  a small  slightly  elevated  retinal 
tumor  at  the  equator,  nearly  the  size  of  the  optic  disc 
in  diameter,  and  containing  several  chalky  granules 
of  calcification — a finding  pathognomonic  of  retino- 
blastoma. 

The  left  eye  was  enucleated  under  general  anes- 
thesia at  the  time  of  examination.  The  solitary  tumor 
in  the  remaining  eye  has  since  received  radiation 
therapy  by  special  technic  at  the  Columbia-Presby- 
terian  Medical  Center,  in  New  York  City,  with  re- 
sulting apparent  necrosis  of  the  tumor  and  no  ev- 
idence of  new  growth.  This  highly  favorable  response 
to  therapy  leads  to  hope  for  the  preservation  of  the 
eye  with  useful  vision. 

Family  history  is  revealing  in  that  the  patient’s 
father  had  both  eyes  removed  in  infancy  for  bilateral 
retinoblastoma.  These  eyes  are  preserved  at  the  Uni- 
versity of  Colorado  Ophthalmic  Pathology  Labora- 
tory, and  the  diagnosis  has  been  confirmed.  The  pa- 
tient’s paternal  grandmother  had  an  eye  enucleated 
fifty-five  years  ago  at  the  age  of  six  years,  for  what 
she  thinks  was  a “cataract.”  The  records  have  been 
lost,  but  in  view  of  the  subsequent  family  history 
and  the  fact  that  few  other  spontaneous  conditions 
require  enucleation  in  childhood,  we  believe  that  this 
was  a retinoblastoma.  The  family  history  is  otherwise 
unremarkable. 

Discussion 

Early  diagnosis  of  retinoblastoma  is  important 
for  preservation  of  life  and  possibly  of  useful  vi- 
sion. Unfortunately,  children  develop  retinoblas- 
toma early  in  life  and  therefore  are  not  usually 
seen  medically  until  the  condition  is  advanced.  A 
white  pupillary  reflex  (leukokoria)  in  a child  is 
a danger  sign  that  implies  serious  intraocular 
pathology,  sometimes  requiring  immediate  and 
energetic  treatment.  Also,  an  eye  that  is  either 
crossed  or  diverged  warrants  critical  study.  If  pre- 
liminary observation  leads  to  suspicion  that  this 
tumor  may  exist,  the  child  must  be  subjected  to 
a very  detailed  ophthalmoscopic  examination  at 
the  earliest  possible  time.  Young  children  are 
usually  uncooperative,  so  that  the  interior  of  the 
eye  cannot  be  adequately  examined  without  seda- 
tion or  general  anesthesia.  Both  pupils  must  be 
maximally  dilated  with  mydriatics  to  facilitate  in- 
spection. 


Retinoblastoma  survivors  should  be  advised 
against  having  children,  as  the  likelihood  of  their 
offspring  being  affected  will  be  high.  In  theory, 
the  incidence  should  be  40  to  45  per  cent,  but  in 
the  literature  there  has  been  some  variance  from 
this  figure.  Reese  reports  a dismal  series  of  18 
retinoblastoma  survivors  with  a total  of  30  chil- 
dren, 25  of  whom  had  retinoblastoma.  Recently 
another  facet  has  come  to  light.  Studies  of  chil- 
dren with  apparently  spontaneous  cases  of  tumor 
reveal  a higher  percentage  (2  to  3 per  cent)  of 
affected  siblings  than  would  be  expected.  It  has 
been  postulated  that  the  mutation  must  have  taken 
place  in  one  of  the  apparently  unaffected  parents. 

In  any  event,  it  is  of  paramount  importance  to 
thoroughly  examine  all  survivors’  children  and  all 
siblings  of  retinoblastoma  patients  under  ideal 
conditions  at  the  earliest  possible  time.  Children 
of  retinoblastoma  survivors  should  first  be  exam- 
ined before  the  age  of  one  month.  The  examina- 
tions should  be  repeated  at  intervals  of  three 
months  and  later  of  six  months,  until  the  age  of 
five  years.  This  same  long  follow-up  period 
should  also  be  observed  in  patients  with  apparent- 
ly successfully  treated  retinoblastoma,  as  latent  in- 
dependent tumor  foci  may  suddenly  start  to  grow. 

Summary 

A case  of  bilateral  retinoblastoma  in  an  infant 
of  fifteen  months  is  presented.  The  patient’s  fa- 
ther had  both  eyes  enucleated  for  the  same  hered- 
itary tumor  in  early  childhood.  The  patient’s  pa- 
ternal grandmother  lost  an  eye  at  the  age  of  six 
with  what  was  probably  a retinoblastoma.  In  all 
likelihood,  this  patient  represents  the  third  gen- 
eration of  disease  in  this  family.  The  salient  diag- 
nostic, hereditary,  and  treatment  considerations 
are  discussed.  • 
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Medicine  and  religion* ** 

Wm.  Carl  Bailey,  Ml),”  and  Bernard  T.  Daniels,  MD,t  Denver 


A pioneer  effort  was  launched  by  the  Ameri- 
can Medical  Association  in  1961  with  the  estab- 
lishment of  the  Department  of  Medicine  and  Re- 
ligion. As  activity  of  the  Department  has  in- 
creased, and  experience  has  mounted,  certain 
trends  are  beginning  to  appear,  as  are  strengths 
and  weaknesses.  The  scope  and  objectives  of  the 
Medicine  and  Religion  Program  are  still  poorly 
understood  by  most  physicians  and  a brief  sum- 
mary and  explanation  of  the  program  as  it  now 
exists  may  be  helpful. 

In  1961  the  AMA  Board  of  Trustees  created 
a committee  on  Medicine  and  Religion  composed 
primarily  of  physicians,  but  also  of  several  na- 
tionally prominent  clergymen  of  various  faiths. 
This  committee  was  charged  with  the  responsi- 
bility of  bringing  the  forces  of  medicine  and  re- 
ligion together,  based  on  the  premise  that  “whole 
man”  is  a physical,  mental,  emotional,  and  spir- 
itual being,  and  that  to  effectively  care  for  him 
the  understanding,  knowledge,  and  skills  of  all 
branches  of  medicine  and  religion  must  be 
brought  together.  To  meet  this  responsibility  the 
Committee  recommended  and  received  financial 
support  for  a strong  administrative  arm,  the  De- 
partment of  Medicine  and  Religion,  which  is 
headed  by  the  Reverend  Dr.  Paul  McCleave. 

Component  societies — heart  of  program 

In  this  new  venture,  a great  deal  of  effort  was 
expended  by  the  Department  in  gathering  infor- 
mation, organizing  pilot  programs,  and  attempt- 
ing to  determine  needs.  One  of  the  most  impor- 
tant first  tasks  has  been  the  establishment  of  or- 
ganizational machinery  for  the  program’s  develop- 
ment. State  society  committees  on  Medicine  and 
Religion  have  now  been  formed  in  each  state. 
These  committees  have,  in  turn,  assisted  county 
or  component  societies  to  organize  their  own  com- 
mittees. The  latter  local  groups  constitute  the  real 
heart  of  the  program,  for  it  is  here  that  direct 

* This  article  first  appeared  in  the  August  1965  issue  of 
the  Denver  Medical  Bulletin. 

**  Chairman,  Denver,  Medical  Society  Committee  on  Medi- 
cine and  Religion. 

t Chairman,  Colorado  Medical  Society  Committee  on  Medi- 
cine and  Religion. 


contact  between  practicing  physicians  and  clergy 
must  be  made. 

The  organizational  structure  of  the  program, 
therefore,  follows  already  existing  lines.  This 
natural  outgrowth  has  several  advantages,  in 
avoiding  duplication  of  organizational  effort,  and 
in  facilitating  the  ready  exchange  of  information, 
ideas  and  evaluation  of  results  through  long  estab- 
lished and  effective  routes  of  communication. 

Medicine — the  common  denominator 

Direction  of  the  program  both  at  national  and 
local  levels  is  under  medical  rather  than  primar- 
ily religious  leadership  for  several  reasons.  Cer- 
tain broad  generalizations  may  be  made  about 
the  significance  of  religion  in  the  lives  of  patients, 
whether  atheist,  agnostic  or  devout  believer.  The 
great  diversity,  however,  of  faiths  and  shades  of 
religious  belief  among  individual  patients  (and 
doctors)  presents  a bewildering  contrast  to  the 
relatively  uniformly  accepted  body  of  scientific 
knowledge  and  medical  practice.  Therefore,  in 
this  interdisciplinary  effort,  medicine  appears  to 
be  the  common  denominator.  Medical  leadership 
has  the  advantage  that  it  can  cross  lines  of  re- 
ligious conviction  without  the  encumbrance  of 
particular  denominational  thrust. 

While  the  doctor  must  continue  his  primary 
role  as  the  provider  of  medical  care  in  the  his- 
toric tradition,  the  major  purpose  of  this  program 
is  to  bring  doctors  to  accept  that  portion  of  re- 
sponsibility for  the  patient’s  spiritual  needs  which 
is  also  their  legitimate  concern.  This  can  best  be 
done  by  doctors  themselves  within  a medical 
framework. 

Interest  in  importance  of  religion 

With  the  goals  of  the  program  in  mind,  it  is 
worthwhile  to  examine  the  means  by  which  it  is 
hoped  to  achieve  them  and  some  of  the  problems 
being  confronted.  One  of  the  first  and  most  easily 
predicted  difficulties  has  been  that  of  the  selec- 
tion of  committee  personnel.  The  uncharted  areas 
into  which  the  program  must  move  make  sub- 
stantial demands  on  committeemen,  requiring 
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hard  work,  imagination,  straight-thinking  and 
charity.  To  be  effective,  the  committee  member 
need  not  profess  any  particular  religious  faith,  but 
he  must  have  a lively  interest  in  the  importance 
of  religion  (and  of  non-religion)  in  health  and 
disease.  He  must  have  adequate  time  to  devote 
to  the  committee,  personal  conviction,  and  yet 
be  capable  of  necessary  clinical  detachment. 

Developing  committees  composed  of  physicians 
who  meet  these  requirements  has  taken  time  and 
effort.  It  has,  on  occasion,  been  tempting  to  con- 
sider partially  staffing  committees  with  members 
of  the  clergy.  Carefully  selected  clergymen  with  a 
clear  understanding  of  the  purpose  of  the  pro- 
gram have,  in  fact,  on  occasion,  lent  great  strength 
and  increased  effectiveness  when  brought  into 
such  committees.  However,  a non-sectarian  at- 
mosphere must  be  maintained  if  the  program  is  to 
be  effective  and  it  is  understandably  more  diffi- 
cult for  the  clergyman  to  divest  himself  of  his  de- 
nominational viewpoint  than  for  his  medical  coun- 
terpart to  do  so.  Too  great  reliance  on  the  clergy 
has,  therefore,  to  be  avoided. 

Role  of  laymen 

The  question  has  been  properly  put:  Why  have 
an  organizational  program  when  the  matter  is 
really  an  individual  one?  The  answer  is  not  diffi- 
cult. It  is  quite  true  that  the  best  committee  is  a 
committee  of  two — one  doctor  and  one  clergyman, 
working  together  for  one  patient.  But  unless  . . . 
the  two  professions  can  meet  as  a group  and  dis- 
cuss their  mutual  problems  more  frankly  than  in 
the  past,  there  is  scant  likelihood  of  improving  the 
relationship  between  one  doctor  and  one  clergy- 
man over  that  which  now  exists.  The  need  ap- 
pears to  be  for  dialogue  between  physicians  and 
clergy,  not  only  as  individuals,  but  as  organized 
groups. 

It  is  easy  to  talk  enthusiastically  about  the 
need  of  a program  such  as  this.  Interest  in  the 
“whole  man”  has  been  rekindled  by  studies  in 
psychology  and  psychosomatic  medicine.  There 
has  been  a renewal  of  religious  interest  in  all 
spheres  of  activity,  both  in  and  out  of  science 
and  the  professions.  This  has  been  particularly 
evident  in  Europe.  On  all  sides  there  is  talk  of 
ecumenicity,  new  appreciations  of  the  common 
origins  of  Judeo-Christian  theology,  and  a keener 
and  more  sophisticated  interest  in  those  religions 
which  are  not  so  familiar  to  us  in  America.  The 
role  of  the  dedicated  layman  has  recently  achieved 
new  respect  and  recognition  and  there  are  few  oc- 


cupations which  so  readily  lend  themselves  to 
the  lay  ministry  as  does  medicine.  Within  the 
areas  of  medicine,  psychology  and  the  social 
sciences,  there  is  growing  awareness  of  the  im- 
portance of  religion  even  among  professionals 
who  may  themselves  be  non- religious.  Among 
theologians  very  exciting  things  are  happening. 
Basic  theological  concepts  are  being  re-evaluated 
and  profound  efforts  are  being  made  to  bring  re- 
ligion to  direct  confrontation  with  the  problems 
of  space-age  society. 

Problems  of  physicians  and  clergy 

All  of  these  factors  make  it  easy  to  obtain  ac- 
ceptance of  the  concept  that  “something  should 
be  done”  to  promote  cooperation  between  medi- 
cine and  religion  for  the  benefit  of  the  sick  in  a 
manner  and  degree  never  previously  considered. 

But  obviously  little  will  be  accomplished  if 
the  discussion  collapses  in  a morass  of  high- 
sounding,  but  empty,  oratory  and  thought  does 
not  produce  the  fruit  of  purposeful  activity.  Our 
purpose  must  be  to  bring  the  concept  to  the  pa- 
tient at  the  most  effectual  human  level. 

The  average  physician  knows  extraordinarily 
little  about  the  place  that  religion  truly  occupies 
in  the  life  of  his  individual  patient.  The  same  may 
often  be  said  of  the  minister  or  rabbi.  Tactful  and 
skillful  “history  taking”  and  the  knowledge  of 
how  that  patient’s  religious  “set”  affects  his 
pathology  (and  the  converse)  frequently  are  the 
marks  that  distinguish  the  amateur  from  the  pro- 
fessional in  either  profession.  The  clergy  is  often 
appalled  by  the  callous,  if  innocent,  indifference 
exhibited  by  the  doctor  towards  his  patient’s  spir- 
itual needs,  let  alone  the  lack  of  a working  knowl- 
edge of  the  basic  tenets  of  that  patient’s  specific 
religion.  On  the  other  hand,  how  many  physi- 
cians have  been  indescribably  annoyed  by  inept 
religious  ministry,  by  a lack  of  medical  sophisti- 
cation on  the  part  of  the  clergy  which  may  ex- 
ceed that  of  the  patient,  and  even  possibly  by 
conduct  which  he  may  find  questionable  by  stan- 
dards of  medical  ethics?  These  general  statements 
barely  serve  to  indicate  the  number  and  depth  of 
the  problems  which  face  physicians  and  clergy 
in  their  joint  efforts  to  provide  better  care  for 
sick  people. 

The  purpose  of  the  Department  of  Medicine 
and  Religion  is  to  stimulate  dialogue  which,  it  is 
hoped,  will  meet  and  help  solve  some  of  these 
problems.  At  a practical  level  the  organization  of 
programs  which  will  do  this  has  met  difficulties. 
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Both  physicians  and  clergy  face  enormous  de- 
mands on  their  time  in  the  form  of  various  orga- 
nizational meetings,  not  to  mention  those  made  on 
them  in  the  actual  practice  of  their  professions. 
There  are  considerations  also  in  arranging  meet- 
ings of  the  two  professions  for  formal  or  informal 
discussion.  The  size  of  the  community  may  have 
a bearing.  The  smaller  rural  communities  of  a 
dozen  or  less  physicians  and  a comparable  num- 
ber of  clergy  have  found  it  easy  to  meet  and  to 
discuss  problems  of  the  community,  individual 
patients  in  whom  there  is  common  interest  or  con- 
cern, as  well  as  to  enlighten  each  other  about 
specific  medical  and  theological  applications.  The 
heart  of  the  matter,  of  course,  lies  in  individuals 
of  each  profession  coming  to  know,  respect  and 
understand  their  opposite  members  so  that  they 
may  meet  at  the  bedside  as  colleagues  and  con- 
sultants. 

Establishing  a friendly  relationship 

The  mutual  education  of  large  segments  of 
each  profession  and  the  establishing  of  comfort- 
able and  friendly  working  relationships  between 
doctors  and  clergy  presents  vastly  more  complex 
problems  in  large  urban  areas.  In  these  commu- 
nities the  chances  are  slight  that  the  physician 
and  clergyman  mutually  involved  with  a given 
patient  will  even  be  acquainted,  let  alone  have  a 
firm,  cordial  working  relationship  with  each  other. 
In  this  connection,  although  their  role  is  not  yet 
fully  developed,  the  professional  hospital  chap- 
lains have  helped  fill  a great  need.  By  virtue  of 
special  training  they  are  often  remarkably  con- 
versant with  medical  practice,  have  a sophisticated 
appreciation  of  the  intricacies  of  the  inter-rela- 
tionship of  disease  and  religious  belief,  and  in 
many  cases  have  developed  a clinical  point  of  view 
which,  far  from  rendering  them  a sterile  influence, 
makes  it  possible  for  them  to  minister  to  many  of 
the  sick  in  situations  where  a more  parochial  ap- 
proach would  be  highly  ineffectual.  They  are 
usually  well  known  to  the  staff  physician  and  by 
their  credentials  and  on  the  strength  of  past  per- 
formance are  frequently  welcome  consultants. 
But,  the  assumption  that  such  highly  skilled  pro- 
fessionals can  fulfill  the  entire  need  of  either  the 
patient,  or  that  of  the  program  of  the  Department 
of  Medicine  and  Religion,  is  invalid.  However 
skillful,  the  hospital  chaplain  cannot  take  the 
place  of  the  personal  religious  leader,  even  aside 
from  denominational  or  faith  differences.  In  ad- 
dition, there  are  relatively  few  such  chaplains 


available  and,  even  if  their  number  were  adequate, 
the  need  to  better  educate  the  leaders  of  the  re- 
ligious community  about  the  effects  of  illness  con- 
tinues to  be  a serious  one.  Hospital  patients  go 
on  to  become  not  only  out-patients  in  doctor’s 
offices,  but  members  of  congregations. 

In  the  education  process,  considerable  thought 
has  been  given  to  the  type  of  program  vehicle 
which  will  be  most  interesting  and  fruitful.  For- 
mats vary  with  the  size  of  the  community  and 
the  resources  available.  It  appears  that  a useful 
size  working  group  can  often  best  be  attained 
through  the  utilization  of  the  sub-committee  com- 
prised of  the  hospital  staff,  which  brings  clergy 
and  doctors  together  in  a pattern  of  common  in- 
terest, both  geographically  and  professionally. 
Every  effort  must  be  made  to  use  all  of  the  tal- 
ent and  other  resources  available  in  the  commu- 
nity in  informed  discussion,  lectures,  seminars, 
and  workshops.  A highly  effective  discussion  tech- 
nic, widely  used,  and  applicable  to  a group  of  any 
size,  is  that  of  the  clinico-pathological  conference. 
This  is  an  excellent,  proven  technique  with  which 
both  physicians  and  clergy  are  comfortable,  and 
which  lends  itself  beautifully  to  the  discipline  of 
reducing  theory  to  practical  application. 

Recognition  of  mutual  concern 

Whatever  the  circumstances,  the  size  of  the 
community,  the  talent  available,  or  the  organiza- 
tional machinery,  the  sole  aim  of  the  Department 
of  Medicine  and  Religion  is  to  improve  patient 
care.  The  concept  of  the  wholeness  of  man  far 
antedates  modem  medicine,  as  any  student  of 
medical  history  is  fully  aware.  This  renewed  inter- 
est in  the  unique  inter-relationship  of  physical 
and  spiritual  health  is,  in  fact,  nothing  more  than 
a manifestation  of  acceptance  by  modern  physi- 
cians of  a basic  characteristic  of  the  human  crea- 
ture. The  “New”  element  is  that  it  is  being  em- 
phasized and  developed  by  organized  medicine. 
The  results  of  the  program  will  exceed  our  expec- 
tations if  the  momentum  of  its  inception  can  be 
continued  by  its  medical  leadership,  if  it  can  be 
kept  patient-centered,  and  if  it  can  maintain  the 
historical  values  of  medicine  and  avoid  the  quag- 
mire of  denominational  dispute. 

The  spiritual  health  of  every  man  profoundly 
affects  his  physical  and  mental  well-being.  Phy- 
sicians and  clergymen  have  much  to  gain  for  then- 
patients  and  parishioners  and  nothing  to  lose  by 
recognizing  their  mutual  concerns  and  working 
together.  • 
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Evolution  and  cancer* 


A philosophic , but  thought-provoking 
brief  discussion 

Everything  that  cannot  be  verified  by  the 
rigorous  test  of  quantitative  measurement  is  only 
folklore  to  the  scientist.  He  explains  all  phenom- 
ena of  life  to  the  creative  power  of  nature.  He  at- 
tributes the  reason  the  male  bird  sings  to  his  de- 
sire to  impress  the  female — but  that  does  not  ex- 
plain why  the  female  should  be  pleased  at  hear- 
ing the  notes.  Life  is  subject  to  the  laws  of  the 
physical  universe.  Harmony  between  these  laws 
suggests  that  there  was  a pre-established  relation 
which  united  all  the  simultaneous  organic  proc- 
esses. It  is  difficult  to  explain  why  electrons  have 
a certain  spin,  or  why  atoms  are  in  a particular 
arrangement  and  variety  of  particles.  Life  exhibits 
a characteristic  type  of  energy  peculiar  to  itself 
and  is  not  to  be  explained  by  any  of  these  laws. 

The  scientist,  in  his  search  for  the  secret  of 
life,  has  gone  through  the  entire  range  of  living 
entities  from  humans  to  viruses  without  finding 
the  reason  why  life  exists,  and  he  is  now  concen- 
trating on  chemicals  as  the  first  form  of  life.  Vi- 
ruses are  structurally  similar  to  proteins  and  nu- 
cleic acids  and,  since  they  require  living  tissue  for 
reproduction,  are  supposed  to  be  an  early  step  in 
the  creative  process  of  life.  As  life  is  thus  sup- 
posed to  have  power  which  renews  itself,  it  is 
thought  to  be  something  produced  by  a lucky  com- 
bination and  blend  of  material  elements.  This  type 
creative  process  of  development  is  presumed  to 
have  produced  humans,  and  the  development  of 
the  theory  of  evolution  is  considered  the  crowning 
achievement. 

This  concept  of  the  creative  power  of  life  has 
one  great  defect  which  actually  destroys  the  whole 
theory.  This  is  the  belief  that  cancer  is  caused  by 
a virus  becoming  integrated  in  the  genetic  ap- 
paratus of  a cell  and  thereafter  being  reproduced 
by  the  cell  as  one  of  its  own  family.  As  evolution 
is  thought  to  be  the  result  of  adaptation  and 

* From  the  Research  Foundation,  Inc.,  4601  Nichols  Avenue, 
S.W.,  Washington,  D.  C. 


Henry  G.  Hadley,  MD,  Washington,  D.  C. 

natural  selection,  it  has  completely  failed  in  pro- 
ducing anything  of  an  ordering  process  to  deal 
with  cancer.  The  theory  that  cancer  is  a random 
change  affecting  any  living  cell  of  the  body,  seems 
to  postulate  that  cancer  is  a somatic  mutation 
which  is  something  without  a biological  counter- 
part. As  cancer  has  existed  apparently  as  long  as 
man,  being  found  in  the  bones  discovered  in 
Egyptian  tombs,  it  would  not  have  occurred  if 
evolution  had  this  ordering,  adapting,  and  select- 
ing power  which  is  ascribed  to  it.  If  the  creative 
power  credited  to  evolution  had  been  true,  it 
would  have  arrived  at  some  degree  of  victory  over 
the  cancer  process.  As  cancer  now  is  attacking 
all  tissues  and  appears  to  be  increasing,  it  is  clear 
that  evolution,  in  its  concept  of  life  as  a creative 
force,  has  failed  dismally  in  meeting  this  subver- 
sion of  life’s  cellular  processes.  The  virus  theory 
of  cancer  does  not  specifically  explain  the  disease, 
and  if  the  theory  were  true,  it  should  have  pro- 
duced some  ordering  process  which,  by  adaption 
or  selection,  would  exhibit  a tendency  to  either 
lessen  or  modify  the  rapidly  increasing  occurrence 
of  the  disease.  A potent  creative  force  that  pro- 
duces the  senses  of  sight,  hearing,  smell,  taste,  and 
pleasure  should  have  been  able  to  demonstrate 
some  evidence  of  conquering  the  insidious  force 
of  cancer  which  now  attacks  every  different  part 
of  the  human  body. 

The  suggestion  has  been  made  that  some  prop- 
erty or  function  of  an  incomplete  virus  could  pro- 
duce neoplastic  growth,  or  that  an  absent  in- 
gredient might  cause  the  uncontrolled  cell  multi- 
plication. The  failure  of  tumor  production  is  as- 
sumed to  be  due  to  an  ability  to  enter  the  cell 
rather  than  a failure  to  multiply.2 

Bacterial  agents  are  thought  by  most  reseachers 
to  have  been  eliminated  as  a cause  of  human  can- 
cer, but  possibly  such  an  opinion  is  erroneous. 
While  the  injection  of  bacteria  into  animals  does 
not  result  in  the  production  of  cancer,  other  than 
might  be  assumed  to  arise  by  chance,  if  such  in- 
jections are  combined  with  carcinogenic  agents  a 
(Continued  on  page  88) 
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Cora  starch  granulomatous  peritonitis 

Philip  M.  Howard,  MD,  and  John  Gary  Maxwell,  MD,°  Salt  Lake  City 


Modified  corn  starch  implantation  at  the 
time  of  surgery  comprises  a subtle  but 
dangerous  hazard.  Findings  at  the  time  of 
a “ second  look”  three  weeks  after 
laparatomy  comprise  an  impressive  grim 
reminder. 

The  purpose  of  this  paper  is  to  re-emphasize  the 
dangers  of  the  use  of  corn  starch  as  a surgical 
glove  powder.  The  modern  surgeon  is  aware  of 
the  dangers  of  talc  implantation  during  surgery, 
but  little  has  been  written  about  disastrous  effects 
that  may  result  from  starch  implantation  into  the 
tissues.  Talcum  (hydrous  magnesium  silicate) 
was  in  universal  use  as  a surgical  glove  powder 
until  Antopol,1  Seelig2  and  Fienberg3  emphasized 
the  dangers  of  talc  implantation  during  surgery 
and  the  resulting  sinus  tract  formation  of  fistulae 
and  intra-abdominal  adhesions. 

Lee  and  Lehman4  in  1947  treated  corn  starch 
to  prevent  gelatinization  during  autoclaving  and 
introduced  this  in  the  form  of  Bio-Sorb  as  the 
ideal  surgical  dusting  powder.  Postlethwait5  in 
1949  found  1 to  2 mm.  nodules  studded  through- 
out the  peritoneum  in  two  out  of  twelve  dogs 
when  one  gram  of  corn  starch  was  used.  These 
findings  were  minimal  as  compared  to  the  reaction 
from  similar  amounts  of  talc  used  in  like  experi- 
ments. Seelig  previously  demonstrated  that  mag- 
nesium oxide  causes  foreign  body  granulomata, 
and  Bio-Sorb  and  other  starch  derivative  dusting 
powders  as  used  at  the  present  time  for  glove 
powders  contain  2 per  cent  magnesium  oxide  to 
prevent  clumping.  He  warned  of  the  dangers  of 
this  new  powder. 

By  1953  the  modified  corn  starch  was  in  general 
use  in  the  majority  of  surgical  centers,  and  in 
1956  McAdams6  reported  the  first  two  cases  of 
granulomatous  peritonitis  due  to  corn  starch  im- 
plantation. Several  other  cases  have  been  added  to 
this  list,  and  in  1962  Lehman  and  Wilder7  report- 

* Dr.  Howard  is  a member  of  the  Senior  Surgical  Staff, 
Holy  Cross  Hospital,  and  Associate  Clinical  Professor  of 
Surgery,  University  of  Utah,  College  of  Medicine. 

Dr.  Maxwell  is  a Resident  in  Surgery,  University  of  Utah 
College  of  Medicine. 


ed  six  cases  of  corn  starch  granulomatous  perito- 
nitis, proved  by  laparotomy. 

We  wish  to  report  our  case  of  corn  starch 
granulomatous  peritonitis  and  to  stress  the  dis- 
astrous foreign  body  reaction  which  resulted. 

Case  report 

Mr.  F.  O.,  a 47-year-old  white  male  copper  work- 
er, was  admitted  to  Holy  Cross  Hospital  on  June  25, 
1964,  for  surgical  treatment  of  an  intractable  duo- 


Fig.  1.  Photomicrograph  of  omental  tissue  showing 
severity  of  the  inflammatory  and  fibrous  reaction 
distributed  through  fat.  Granulomatous  lesions  are 
visible.  35 X magnification.  H and  E Stain. 

denal  ulcer,  from  which  the  patient  had  suffered 
periodically  for  fourteen  years.  X-rays  revealed  a 
deformed  duodenal  cap  and  ulcer-crater  which  pene- 
trated posteriorly  into  the  pancreas.  No  other  item 
in  the  past  history  was  pertinent  to  the  problem.  The 
patient  was  taken  to  surgery  and  the  preoperative 
diagnosis  confirmed.  A modified  Finney  pyloro- 
plasty and  truncal  vagotomy  was  performed.  General 
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abdominal  exploration  was  negative,  except  for  the 
duodenal  ulcer,  and  the  surgical  procedure  pro- 
gressed without  incident.  The  postoperative  recovery 
was  uneventful  and  the  wound  healed  per  primam. 
The  patient  was  discharged  from  the  hospital  July  4, 
1964,  eight  days  following  surgery. 

On  July  10,  1964,  the  patient  suffered  from  an 
acute  abdominal  episode  associated  with  abdominal 
pain,  nausea  and  muscle-guarding,  which  was  con- 
fined principally  to  the  right  half  of  the  abdomen.  He 
was  readmitted  to  the  hospital.  The  bowel  sounds 
were  normal  and  a scout-film  of  the  abdomen  showed 
no  free  air  or  other  abnormal  findings.  Laboratory 
data  were  not  diagnostic.  The  abdominal  findings 
and  complaints  subsided  and  the  patient  was  dis- 
charged July  13,  1964.  He  was  seen  daily  and  the 


Fig.  2.  Moderate  enlargement  demonstrates  typical 
granulomatous  and  fibrous  areas  with  foreign  body 
giant  cells  containing  starch  granules.  100x  magni- 
fication. H and  E Stain. 

vague  abdominal  pains  continued,  associated  with 
low-grade  fever  and  an  occasional  bout  of  vomiting. 
His  course  was  downhill,  with  severe  weight-loss, 
fatigue,  abdominal  pains  and  vomiting. 

A third  hospital  admission  was  necessary  July  15, 
1964.  A flat  film  of  the  abdomen  taken  at  this  time 
revealed  distention  of  the  stomach  with  air  and  a 
fluid  level.  Complete  gastric-outlet  obstruction  was 
demonstrated  by  an  upper  gastrointestinal  series.  The 
stomach  was  decompressed  with  naso-gastric  suction 
and  the  fluids  and  electrolytes  restored  to  normal. 
The  patient  was  taken  back  to  surgery  July  18,  1964, 
three  weeks  following  the  original  surgery. 

A preoperative  diagnosis  of  anastomotic  leak  of 


Fig.  3.  High  power  magnification  enlarges  a foreign 
body  giant  cell  and  a starch  granule  within  its 
cytoplasm. 


the  pyloroplasty  with  inflammatory  obstruction  of 
the  outlet  of  the  stomach  was  made.  The  abdomen 
was  entered  through  the  previous  scar  and  a most 
unusual  thickness  of  the  tissues  was  encountered, 
with  non-suppurative  inflammation.  The  abdominal 
wall  was  approximately  three  to  four  inches  in 
thickness  with  what  could  be  described  as  woody 
induration,  mostly  in  the  deeper  layers  of  the  wound. 

The  abdominal  cavity  was  entered  with  much 
difficulty.  The  omentum  had  undergone  a similar  re- 
action— hemorrhagic,  covered  with  spotty  areas  of 
fibrin,  and  approximately  one  to  two  inches  thick. 
This  omental  reaction  involved  principally  the  right 
side  of  the  abdominal  cavity,  including  the  region 
of  the  second  portion  of  the  duodenum.  The  pre- 
viously performed  pyloroplasty  admitted  two  fingers 
and  was  patent,  and  the  obstruction  of  the  duodenum 
undoubtedly  was  due  to  the  inflammatory  reaction  in 
the  omental  tissues  over  the  second  portion  of  the 
duodenum,  distal  to  the  pyloroplasty.  Most  of  the 
thickened  and  inflamed  omentum  was  removed. 
However,  the  inflammatory  reaction  was  so  great  in 
the  region  of  the  second  portion  of  the  duodenum 
that  it  was  thought  better  surgical  judgment  to  per- 
form a gastroenterostomy  to  bypass  the  inflammatory 
reaction  producing  obstruction.  Following  this  pro- 
cedure, the  patient  made  a rapid  postoperative  re- 
covery, but  appetite  and  weight-gain  were  slow  to 
return.  He  gradually  gained  strength  and  resumed  a 
normal  diet  pattern  without  distress.  He  was  able  to 
return  to  work  September  28,  1964,  three  months 
following  the  original  procedure. 
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Fig.  4.  High  power  photomicrograph  same  as  Fig.  3 
illuminated  with  transmitted  polarized  light  strikingly 
illustrates  granule. 


PATHOLOGY : The  specimen  of  omentum  weighed 
218  grams.  The  gross  pathologic  specimen  showed 
fat  and  granulation  tissue  resembling  a foreign  body 
reaction.  Microscopic  findings  were  as  indicated  by 
the  illustrations. 

Discussion 

Following  review  of  the  literature,  it  is  apparent 
that  modified  corn  starch  used  as  a dusting 
powder  is  not  without  danger.  This  fact  is  not 
generally  known  and  appreciated  by  the  majority 
of  our  surgical  colleagues. 

Recent  introduction  of  pre-powdered  surgical 
gloves  has  emphasized  to  us  the  importance  of 
removing  all  visible  powder  from  the  outer  surface 
of  rubber  gloves  prior  to  any  surgical  procedure. 
This  can  best  be  done  by  vigorous  wiping  with  a 
damp  sponge  or  laparotomy  pad  over  the  entire 
gloved  hand,  including  between  the  fingers.  This 


method  is  superior  to  washing  the  gloved  hand  in 
a wash-basin. 

The  symptoms  and  findings  of  com  starch 
granulomatous  peritonitis  are  all  similar,  and  may 
be  summarized  as  the  signs  of  an  acute  surgical 
abdomen  occurring  three  to  four  weeks  after 
laparotomy.  All  of  the  reported  cases  had  elevated 
temperature,  nausea,  vomiting,  abdominal  pain 
and  physical  signs  of  acute  peritonitis.  The  findings 
at  surgery  were  intra-abdominal  serous  fluid,  mul- 
tiple abdominal  adhesions,  millet-seed-sized  stud- 
dings  of  the  peritoneum  and  mesentery,  associ- 
ated with  granulomatous  inflammation  and  thick- 
ening of  the  omentum.  The  microscopic  examina- 
tion revealed  granulomatous  inflammation  with 
foreign  body  giant  cells  and  carbohydrate  foreign 
material,  demonstrated  either  with  iodine  stain  or 
polarized  light  visualization.  The  serous  fluid  from 
the  abdominal  cavity  was  negative  for  bacteria, 
acid-fast  bacilli  and  tumor  cells. 

Conclusion 

One  concludes  that  modified  com  starch  acts  as 
a foreign  body  in  tissues  and  that  the  starch  par- 
ticles stimulate  severe  reaction,  with  signs  of  a 
chemical  type  of  peritonitis. 

We  have  presented  another  case  of  com  starch 
peritonitis  in  which  the  signs  and  symptoms  were 
characteristic.  One  should  be  alert  to  suspect  this 
syndrome.  It  is  surprising  to  us  that  this  chemical 
peritonitis  does  not  occur  more  frequently.  Pos- 
sibly it  causes  some  of  the  prolonged  and  painful 
postoperative  recoveries  following  abdominal 
surgery  where  there  is  no  return  for  a “second 
look.”  • 
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Following  are  revised  rules  adopted  by  the  Griev- 
ance Committee  governing  matters  within  its  jurisdic- 
tion. These  rules  were  approved  by  the  Judicial  Coun- 
cil on  September  19,  1965  and  under  the  By-Laws  of 
the  Society  become  binding  upon  its  members  ten 
days  after  the  date  of  this  publication. 

Rules  of  Grievance  Committee  of  the 
Colorado  Medical  Society 

1.  Purposes  of  Committee: 

The  purposes  of  the  Grievance  Committee  are  to 
prevent  or  resolve  misunderstandings,  to  clarify  and 
adjust  differences  between  physician  and  patient,  as 
well  as  between  physicians,  and  to  assist  in  maintain- 
ing the  high  levels  of  professional  deportment  estab- 
lished by  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association.  In  the  upholding  and 
advancement  of  professional  ethics,  it  acts  as  the  So- 
ciety’s “grand  jury,”  and,  fuctioning  like  a grand  jury 
in  the  State’s  judicial  system,  it  serves  as  a medium 
not  only  of  “bringing  to  trial  persons  accused  of 
offenses  upon  just  grounds”  but  also  of  protecting 
physicians  against  unfounded  accusations.  Inherent 
in  these  purposes  is  the  necessity  for  consistency  and 
absolute  impartiality. 

2.  Duties: 

In  the  furtherance  of  these  purposes  and  in  ac- 
cordance with  authority  delegated  by  the  Constitution 
and  By-Laws  of  the  Society: 

(a)  The  Committee  shall  receive  and  investigate 
complaints  against  physicians  and  may,  on  its  own 
motion  when  it  deems  cause  to  do  so  exists,  carry  on 
investigations  concerning  the  professional  conduct 
and  ethical  deportment  of  any  physician. 

(b)  If  after  inquiry  and  investigation,  the  Commit- 
tee deems  that  sufficient  and  just  grounds  exist  for 
charging  a physician  with  unprofessional  conduct,  it 
shall  initiate  and  prosecute  such  charges.  In  its  discre- 
tion and  judgment  and  depending  on  the  nature  of 
the  offense  or  offenses  charged,  the  Committee  may 
initially  file  such  charges  with  the  Board  of  Censors 
of  the  component  society  of  which  the  physician  is 
a member,  with  the  Judicial  Council  of  the  Colorado 
Medical  Society  or  with  the  Colorado  State  Board  of 
Medical  Examiners,  and  may  at  any  stage  cause  to 
be  commenced  and  prosecuted  criminal  proceedings 
against  such  physician. 


(c)  In  lieu  of  initially  making  its  own  investiga- 
tion of  or  otherwise  acting  upon  a complaint  received 
by  it,  the  Committee  may,  in  its  discretion  and  de- 
pending upon  the  nature  thereof,  refer  such  com- 
plaint to  the  Grievance  Committee  or  to  the  Board 
of  Censors  of  the  component  society  with  jurisdic- 
tion, subject  to  the  provisions  of  Rule  5(i). 

(d)  In  carrying  out  its  “grand  jury”  functions,  the 
Committee  shall  have  the  power  and  authority  to 
summon  members  of  the  Society  to  appear  before  it, 
whether  the  member  be  summoned  as  a party  direct- 
ly involved  in  a complaint  or  inquiry  or  be  summoned 
as  a witness  in  a matter  involving  other  members  of 
the  Society.  In  case  any  member  shall  fail  to  re- 
spond to  such  summons,  the  Committee  may  cite 
such  member  before  the  Judicial  Council  for  con- 
tempt. 

(e)  The  Committee  shall  from  time  to  time  pre- 
pare, for  issuance  to  the  entire  membership  of  the 
Society,  bulletins  on  ethical  deportment,  including 
information  and  advice  with  respect  to  such  practices 
and  conduct  as  its  experience  indicates  should  be  of 
concern  to  physicians.  It  may  also  require  periodic 
reports  from  Boards  of  Censors  of  component  so- 
cieties. 

(f)  The  Grievance  Committee  is  not  a judicial 
body  and  a physician  summoned  before  the  Commit- 
tee is  not  on  trial.  Accordingly,  the  Committee  has 
no  authority  to  discipline  a physician.  In  furtherance 
of  its  purposes  as  above  expressed,  however,  it  may 
counsel  with  physicians  and  express  its  considered 
advice  to  them  on  matters  pertaining  to  their  profes- 
sional conduct,  and  may  act  as  a mediator  to  rectify 
or  resolve  misunderstandings  and  to  effect  the  amic- 
able settlement  of  differences,  whether  between  a 
physician  and  his  patient  or  between  physicians. 

3.  Standards  of  Conduct: 

The  then  current  edition  of  the  Principles  of  Medi- 
cal Ethics  of  the  American  Medical  Association,  as 
interpreted  nationally  by  the  Judicial  Council  of  the 
American  Medical  Association  and  for  Colorado  by 
the  Judicial  Council  of  the  Colorado  Medical  Society, 
shall  be  the  standard  by  which  all  professional  con- 
duct and  ethical  deportment  shall  be  evaluated. 

4.  Organization  of  Committee: 

The  Committee  shall  at  its  first  meeting  following 
each  Annual  Session  of  the  Colorado  Medical  Society, 
elect  a Chairman,  a Vice  Chairman,  a Secretary  and 
an  Assistant  Secretary  from  among  its  members.  The 
Secretary  and  the  Assistant  Secretary  shall  always  be 
Committee  members  from  Denver  or  an  adjacent 
county.  In  the  event  of  the  Chairman’s  absence,  or 
inability  to  act  the  Vice  Chairman  shall  preside  at 
meetings  of  the  Committee  and  in  the  event  of  the 
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Chairman’s  disqualification  in  a particular  case,  the 
Vice  Chairman  shall  assume  all  functions  of  the 
Chairman  with  respect  to  that  matter.  Likewise,  in 
the  event  of  the  Secretary’s  absence,  disqualification 
or  inability  to  act,  the  Assistant  Secretary  shall  serve 
as  secretary  at  meetings  of  the  Committee  and  shall 
otherwise  assume  the  functions  of  the  Secretary 
with  respect  to  all  matters  arising  during  the  period 
of  such  absence  or  inability  or  with  respect  to  the 
matter  in  connection  with  which  the  Secretary  is  dis- 
qualified. With  the  approval  of  the  Chairman,  the 
Secretary  may  assign  such  duties  to  the  Assistant 
Secretary  as  shall  from  time  to  time  be  deemed 
necessary  or  advisable. 

5.  General  Procedure: 

(a)  The  Committee  will  receive  complaints  either 
verbally  or  in  writing  from  any  person,  whether  or 
not  he  or  she  be  a physician,  a member  of  the  So- 
ciety, an  employee  of  the  Society,  a patient  of  a 
physician,  or  any  other  person  (lay  or  professional), 
association  or  corporation.  A verbal  complaint,  how- 
ever, will  be  accepted  only  if  supported  by  agreement 
to  present  it  in  person  before  the  Committee. 

(b)  The  Secretary  of  the  Committee  shall  ac- 
knowledge receipt  of  all  complaints,  either  verbally 
or  in  writing  as  the  circumstances  of  each  case  indi- 
cate to  be  advisable.  The  Secretary  shall  also,  in  con- 
sultation with  the  Chairman,  arrange  for  meetings  of 
the  Committee  with  such  frequency  as  may  be  neces- 
sary to  complete  the  investigation  of,  and  action 
upon,  each  complaint  with  reasonable  promptness,  or 
as  may  be  necessary  for  the  proper  and  expeditious 
handling  of  investigations  undertaken  by  the  Com- 
mittee on  its  own  motion.  He  shall  notify  each  person 
whom  the  Committee  wishes  to  interview  at  a sched- 
uled meeting,  as  to  the  time  and  place  of  such  meet- 
ing. In  the  case  of  investigation  of  a complaint,  the 
notification  to  the  physician  involved  shall  advise  him 
of  the  name  of  the  complainant  and  the  nature  and 
substance  of  the  complaint.  The  Secretary  shall  at 
all  times  keep  the  Chairman  informed  concerning 
the  progress  of  investigations  conducted  otherwise 
than  at  meetings  of  the  Committee. 

(c)  Consideration  of  and  action  upon  a complaint 
may  be  based  upon  information  obtained  through 
written  statements  or  reports  submitted  to  the  Com- 
mittee and/or  through  statements  verbally  made  to 
the  Committee  by  persons  appearing  at  a regular  or 
special  meeting  of  the  Committee.  Upon  receipt  of  a 
complaint,  however,  a preliminary  investigation,  or 
at  any  time  thereafter  a supplemental  investigation, 
may  be  made  by  assignment  (1)  to  one  or  more 
members  of  the  Committee,  (2)  to  an  appropriate 
board  or  a committee  of  a component  society,  (3)  to 
one  or  more  members  of  the  Colorado  Medical  Soci- 
ety selected  for  this  specific  purpose  or  (4)  when  the 
circumstances  require  and  the  necessary  funds  are 
available,  to  a paid  investigator  retained  for  this  spe- 
cific purpose.  Any  such  assignment  to  make  a prelim- 
inary investigation,  other  than  an  assignment  to  a paid 
investigator,  may  be  made  by  a subcommittee  ap- 
pointed by  the  Chairman  for  the  purpose  of  re- 


viewing complaints  as  received  and  determining  the 
investigative  procedure  to  be  followed  with  respect 
to  a particular  complaint.  Any  person  or  persons  to 
whom  such  an  assignment  is  made  shall  promptly 
report  his  or  their  findings  to  this  Committee  in 
writing  or  in  person  and  in  all  instances  shall  be  sub- 
ject to  the  same  rules  as  to  confidence  and  secrecy 
as  are  imposed  upon  members  of  this  Committee. 
Similar  assignments  may  be  made  to  expedite  any 
investigation  initiated  by  this  Committee  on  its  own 
motion. 

(d)  If  in  any  case  in  which  a preliminary  investi- 
gation has  been  made  and  reported  upon  as  provided 
by  the  foregoing  subsection  (c),  any  disinterested 
member  of  the  Committee  believes  that  charges  seek- 
ing disciplinary  action  by  a judicial  body  are  indi- 
cated, the  Committee  shall  consider  the  matter 
formally  in  meeting  before  any  further  action  is 
taken. 

(e)  If  during  the  course  of  the  Committee’s  con- 
sideration of  a complaint  it  appears  that  both  the 
complainant  and  the  complainee  are  willing  to  accept 
the  advice  of  the  Committee  for  reconciliation  of  the 
differences  or  misunderstandings  leading  to  the  com- 
plaint and  if  from  the  inquiry  or  investigation  as  then 
made  no  disciplinary  action  is  indicated,  the  advice 
and  suggestions  of  the  Committee  shall  be  submitted 
in  writing  to  the  complainant  and  to  the  complainee, 
over  the  signature  of  the  Chairman  or  the  Secretary, 
in  final  disposition  of  the  complaint. 

(f)  If  the  complaint  relates  to  the  fee  charged  by 
a member  of  the  Society  and  if  the  Committee  is  un- 
able to  effect  an  amicable  settlement  of  the  dispute 
between  the  complainant  and  the  member  as  to  the 
amount  of  the  fee,  the  Committee,  after  investigation 
of  the  nature  and  extent  of  the  services  rendered, 
shall  determine  the  amount  which  it  deems  fair  and 
proper.  If  the  Committee  determines  that  the  fee 
charged  by  the  member  was  excessive  and  the  mem- 
ber does  not  agree  to  accept  a lesser  amount  as  fixed 
by  the  Committee,  just  grounds  for  the  prosecution, 
before  the  Judicial  Council,  of  charges  of  unprofes- 
sional conduct  against  such  member  shall  be  deemed 
to  exist. 

(g)  In  any  case  in  which  a complaint  has  not  been 
disposed  of  by  conciliation  or  settlement  as  provided 
by  the  foregoing  subsections  (e)  and  (f),  the  Secre- 
tary shall,  as  soon  as  practicable  after  the  Committee 
has  completed  its  investigation  of  the  case  and  ar- 
rived at  its  conclusions,  notify  both  the  complainant 
and  the  complainee  of  the  conclusions  of  the  Com- 
mittee. In  the  event  the  Committee  finds  that  the 
complaint  was  lacking  in  merit  or  justified  no  action 
against  the  physician,  the  notification  to  the  com- 
plainant shall  briefly  explain  the  reasons  for  the  Com- 
mittee’s conclusions.  The  dismissal  of  a complaint 
shall  be  subject  to  review  by  the  Judicial  Council  of 
the  Society  only  in  its  sole  discretion  and  then  only 
in  such  manner  as  it  may  determine  for  the  particular 
case. 

(h)  Whenever  the  Committee  determines  to  file 
charges  against  a member  of  the  Society  either  with 
the  Board  of  Censors  of  a component  society  or  with 
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the  Judicial  Council  of  the  Colorado  Medical  Society, 
the  charges  shall  be  reduced  to  writing  and  filed  over 
the  signature  of  two  officers  of  the  Committee  and 
over  the  typed  signatures  of  all  other  members  of 
the  Committee  who  have  taken  part  in  the  proceed- 
ings. 

(i)  If  a complaint  is  referred  to  the  Grievance 
Committee  or  to  the  Board  of  Censors  of  a com- 
ponent society,  as  provided  by  Rule  2(c),  such 
Committee  or  Board  may  either: 

(1)  Re-refer  the  complaint  to  the  Grievance  Com- 
mittee of  this  Society  with  findings  or  recom- 
mendations, whereupon  this  Committee  shall 
take  such  further  proceedings  as  it  deems  neces- 
sary for  the  proper  consideration  of  and  action 
on  the  complaint,  or 

(2)  Proceed  with  the  disposition  of  the  complaint  as 
though  such  complaint  had  initially  been  made 
to  or  filed  with  such  Committee  or  Board  of  the 
component  society,  reporting  fully  its  action  to 
this  Committee,  provided,  however,  that  if 
either  the  complainant  or  the  complainee  makes 
timely  objection  to  such  determination  of  the 
matter  at  the  component  society  level,  the  local 
committee  or  board  shall  re-refer  the  complaint 
to  this  Committee  for  handling.  Any  final  de- 
termination of  a complaint  at  the  component 
society  level  shall  be  subject  to  appeal  to  the 
Judicial  Council  of  this  Society  as  provided  by 
the  By-Laws  of  this  Society  and  the  rules  of  the 
Judicial  Council. 

(j)  A majority  of  the  members  of  the  Committee 
shall  constitute  a quorum  for  the  holding  of  any 
regular  or  special  meeting;  all  actions  and  decisions 
of  the  Committee  at  any  such  meeting  shall  be  de- 
termined by  a majority  vote  of  the  members  in  at- 
tendance at  that  meeting. 

(k)  The  Committee  shall  respect  the  confidential 
nature  of  any  complaint  and  of  information  devel- 
oped by  any  investigation  made  by  or  for  the  Com- 
mittee to  the  end  that  no  disclosure  thereof  shall  be 
made  except  to  the  extent  necessary  in  connection 
with  its  investigation  or  in  the  course  of  its  prose- 
cution of  charges  arising  from  such  complaint  or  in- 
vestigation. A complainant  should  be  advised  that  if 
any  form  of  prosecution  results,  the  Committee  will 
expect  the  complainant  to  appear  as  a witness. 

(l)  When  the  complaint  is  originated  by  the 
patient  of  a member  of  this  Society  and  concerns 
either  treatment  or  fees,  the  Secretary  shall  seek  from 
the  complainant  a written  authorization  granting  the 
Committee  or  its  representatives  access  to  the  com- 
plainants’s medical  records  in  the  member’s  office  or 
in  any  hospital  or  institution  where  the  complainant 
received  treatment.  If  the  complainant  fails  or  re- 
fuses to  execute  and  deliver  such  authorization  form, 
the  Committee  may  terminate  the  investigation  and 
dismiss  the  complaint. 

(m)  Whenever  the  Committee  determines  that 
contemplated  actions  of  the  Committee  require  use 
of  certified  shorthand  reporters,  telegraph  or  long 
distance  telephone  service,  travel  expense,  or  other 


matters  involving  Colorado  Medical  Society  finances, 
aside  from  routine  services  of  the  Executive  Office, 
the  Committee  shall  notify  the  Board  of  Trustees  of 
the  Society  through  its  Executive  Secretary,  and  fur- 
nish an  estimate  of  the  financial  requirements  of  the 
contemplated  action. 

6.  Attendance  at  Meetings: 

Professional  and  Technical  Assistance: 

(a)  A complainant  shall  be  invited  to  appear  in 
person  before  the  Committee  and  shall  be  privileged 
to  present  information  or  witnesses  in  substantiation 
of  the  complaint.  In  its  discretion  and  upon  advising 
the  complainant  of  its  intended  action,  the  Committee 
may  dismiss  a complaint  if  the  complainant  is  un- 
willing to  appear  personally  before  the  Committee. 

(b)  As  provided  by  Rule  2(d),  the  Committee 
may  summon  the  physician  involved  to  appear  in 
person  before  it;  although  not  so  summoned,  the 
physician  shall  be  privileged  to  appear  in  person  and 
to  present  information  or  witnesses  in  support  of  his 
position  with  respect  to  the  complaint. 

(c)  Except  as  provided  for  in  these  Rules  and 
except  as  otherwise  determined  by  the  Committee  in 
its  discretion  in  a particular  case,  no  person  other 
than  elected  members  of  the  Committee  and  any  per- 
son then  being  interviewed  will  be  admitted  to  any 
proceedings  at  which  a complaint  is  being  considered. 

(d)  The  Committee  may  request  professional  or 
technical  assistance  from  the  Society’s  retained  attor- 
ney or  from  any  executive  employee  of  the  Society, 
including  attendance  during  any  part  of  the  Commit- 
tee’s proceedings  except  its  executive  sessions.  Should 
it  become  necessary  in  the  opinion  of  the  Committee 
to  take  verbatim  statements  in  any  case,  the  Commit- 
tee may  obtain  the  services  of  a certified  shorthand 
reporter,  subject  to  the  provisions  of  Rule  5(m). 

(e)  In  the  event  the  Committee  determines  that 
it  should  file  and  prosecute  charges  against  a physi- 
cian before  any  judicial  body,  the  Committee  shall, 
before  filing  such  charges,  consult  with  the  retained 
attorney  of  the  Society  with  respect  to  the  formula- 
tion and  filing  of  the  charges. 

(f)  Any  person  retained  or  employed  by  the  So- 
ciety who  through  the  operation  of  these  rules  ac- 
quires information  relating  to  a complaint  or  inves- 
tigation pending  before  the  Committee  shall  be  sub- 
ject to  the  same  rules  as  to  confidence  and  secrecy 
as  are  imposed  upon  members  of  the  Committee. 

7.  Records  and  Reports: 

In  connection  with  each  complaint  filed  with  it,  the 
Committee  shall  preserve  a record  consisting  of  the 
names  of  the  complainant  and  the  complainee,  the 
general  nature  of  the  complaint  and  the  Committee’s 
disposition  of  it.  The  Chairman  of  the  Committee 
shall  submit  semi-annual  reports  to  the  House  of 
Delegates  but  no  identification  of  complainants  or 
complainees  or  information  of  confidential  nature 
shall  be  included  in  such  reports. 

Revised  by  Grievance  Committee,  1965 
Revision  approved  by  Judicial 
Council,  September  19,  1965 
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Abstract  of  Minutes* 

House  of  Delegates  of 
Colorado  Medical  Society 

95th  Annual  Session 
September  19-22,  1965 

The  House  held  three  meetings  at  its  95th  Annual 
Session.  Speaker  Walter  Herold  and  Vice  Speaker 
Marvin  Johnson  alternated  in  presiding.  At  the  first 
meeting,  all  reports  published  in  the  Handbook  and 
all  supplementary  reports  and  Resolutions  which  had 
been  mimeographed  after  publication  of  the  Hand- 
book, as  well  as  verbal  reports  introduced  on  the 
floor  of  the  House,  were  referred  to  appropriate 
Reference  Committees. 

FIRST  MEETING 
Sunday,  September  19,  1965 

The  House  was  called  to  order  at  2:36  p.m.  Dr. 
B.  T.  Daniels,  chairman  of  the  Committee  on  Med- 
icine and  Religion,  pronounced  the  invocation  and 
President  Samuel  B.  Childs  led  the  House  in  the 
Pledge  of  Allegiance.  Signed  attendance  slips  of  Dele- 
gates or  Substitute  Alternate  seated  by  the  Creden- 
tials Committee  were  handed  to  the  Secretary.  These 
slips  constituted  the  initial  roll  call  of  the  House  and 
indicated  that  a quorum  was  present.  By  the  end  of 
the  first  meeting  104  out  of  a possible  108  delegates 
were  seated.  (See  detailed  roll  call  at  the  end  of 
these  minutes.)  The  House  adopted  the  report  of 
the  Committee  on  Constitution,  By-Laws  and  Cre- 
dentials. 

The  House  welcomed  Oliver  K.  Neiss,  MD,  Major 
General,  U.  S.  Air  Force  retired,  as  an  Honorary 
Member  of  the  Society. 

* Condensed  from  the  detailed  transactions  and  minutes  kept 
by  certified  shorthand  reports  and  from  tape  recordings  of 
the  House  meetings.  All  documents  and  definitive  reports 
referred  to  herein  were  distributed  to  all  Delegates  and 
Alternates  who  attended,  and  were  subsequently  supplied 
by  mail  to  the  Presidents  and  Secretaries  (and  Executive 
Secretaries  of  those  societies  having  this  office)  of  all  com- 
ponent societies.  Such  documents  together  with  this  abstract 
compose  the  complete  minutes  of  the  House. 

Speaker  Herold  addressed  the  House  briefly.  Min- 
utes of  the  Midwinter  Clinical  Session  were  approved 
as  published  in  the  May,  1965,  issue  of  the  Rocky 
Mountain  Medical  Journal.  The  House  received  a 
verbal  report  from  President  Childs.  In  addition  to 
the  receipt  of  the  published  reports,  the  following 
actions  were  taken: 

Dr.  Childs  on  behalf  of  the  Board  of  Trustees,  sub- 
mitted two  nominations  for  the  Society’s  Certificate 
of  Service,  each  of  which  were  confirmed.  They 
were  Judge  Mitchel  B.  Johns,  “Leader  in  Moderniz- 
ing Insanity  Laws”  and  William  Wiley  Jones,  “Dis- 
tinguished Motivator  of  Library  Excellence.”  Dr. 
Herman  Roth,  chairman  of  the  Judicial  Council, 
acting  on  behalf  of  the  Council,  nominated  Mr. 
Harvey  T.  Sethman  to  Honorary  Membership  in  the 
Society.  The  nomination  was  approved  by  voice 
vote. 

Dr.  Paul  Hildebrand,  President-elect,  presented 


the  nominations  for  new  members  of  the  Society’s 
Administrative  Councils.  These  nominations  were 
placed  on  file. 

The  House  received  a supplementary  report  from 
Drs.  Kenneth  C.  Sawyer  and  Harlan  E.  McClure, 
AMA  Delegates,  concerning  major  actions  of  the 
AMA  in  regard  to  Medicare  and  the  Heart,  Cancer 
and  Stroke  Legislation. 

Dr.  Irvin  E.  Hendryson,  newly  elected  member  of 
the  AMA  Board  of  Trustees,  was  introduced  and 
elaborated  on  the  remarks  of  Dr.  McClure. 

While  the  House  stood  in  silent  respect,  Dr. 
Bradford  Murphey,  Historian,  read  the  names  of 
members  of  the  Colorado  Medical  Society  who  had 
died  since  the  last  Annual  Session. 

Mr.  Harvey  T.  Sethman  presented  a special  ad- 
dress to  the  House  on  the  occasion  of  his  retirement 
as  Executive  Secretary.  Vice  Speaker  Johnson  re- 
ferred Mr.  Sethman’s  comments  to  a reference  com- 
mittee as  well  as  to  the  Editor  of  the  Rocky  Moun- 
tain Medical  Journal  for  publication. 

The  House  received  the  verbal  report  of  the  Blue 
Shield  Advisory  Committee  from  Dr.  William  B. 
Condon,  the  committee’s  chairman. 

The  following  resolution  concerning  Dr.  Irvin  E. 
Hendryson  was  adopted  by  the  House  by  a unani- 
mous standing  ovation: 

Whereas,  Colorado  has  not  had  an  AMA 
Trustee  within  most  of  our  memories,  and 

Whereas,  Our  new  AMA  Trustee  has  cer- 
tainly earned  his  new  honor  and  his  added  respon- 
sibility, 

Be  It  Resolved,  That  Dr.  Irvin  E.  Hendryson 
be  given  our  heartiest  congratulations,  as  shown 
by  a standing  ovation,  by  the  House  of  Delegates 
of  the  Colorado  Medical  Society,  and  that  it  so  be 
made  of  record  in  the  House  proceedings. 

The  House  received  the  report  of  the  Judicial 
Council  and  Grievance  Committee  in  Executive 
Session. 

SECOND  MEETING 
Tuesday,  September  21 , 1965 

The  House  was  called  to  order  at  2:15  p.m.  and 
Dr.  Gibson  verified  attendance  slips  and  indicated 
that  a quorum  was  present.  (See  detailed  roll  call  at 
the  end  of  these  minutes.)  Reading  of  the  con- 
densed minutes  of  the  first  meeting  was  dispensed 
with  upon  motion. 

Dr.  Herman  Roth  presented  an  additional  report 
of  the  Judicial  Council  placing  in  nomination  for 
Honorary  Membership  the  name  of  Mr.  James 
Grafton  Rogers.  The  nomination  was  approved. 

President  Childs  announced  the  winner  of  the 
annual  Robins  Award,  Dr.  V.  V.  Anderson,  in  rec- 
ognition of  his  outstanding  community  service.  Dr. 
Anderson  was  called  to  the  platform  to  receive  the 
award  while  the  House  stood  in  his  honor. 

Reports  of  all  reference  committees  had  been  mim- 
eographed and  distributed  to  each  member  of  the 
House. 

President  Childs  presented  50-year  club  mem- 
bership pins  to:  Drs.  Theodore  E.  Beyer,  Robert  C. 
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Cook,  Harry  Gauss,  George  H.  Gillen,  Edwin  W. 
Perrott,  John  E.  Struthers,  George  Bancroft,  James 
Orr,  and  Thomas  E.  Atkinson. 

DEFINITIVE  ACTIONS 

Reference  Committee  on  Board  of 
Trustees  and  Executive  Office 

Approved  the  miscellaneous  actions  of  the  Board 
of  Trustees  as  published  in  the  Handbook. 

Recommended  that  an  ad  hoc  committee  be  ap- 
pointed to  study  the  problem  of  attendance,  finances, 
and  program  of  the  Midwinter  Clinical  Session,  and 
indicated  the  chairman  of  the  reference  committee 
would  be  happy  to  meet  with  such  committee  to  dis- 
cuss the  matter  further.  It  was  the  feeling  of  the 
committee  that  the  professional  programs  of  the 
Midwinter  Clinical  Session  as  now  constituted  left 
something  to  be  desired  and  that  these  programs 
should  be  upgraded  and  attempts  made  to  attract 
speakers  and  an  audience  from  throughout  the 
nation. 

Recorded  that  no  charge  should  be  made  to  mem- 
bers of  the  Colorado  Medical  Society  for  a single 
copy  of  the  Relative  Value  Schedule  for  each  mem- 
ber, but  that  charges  for  additional  copies  shall  be 
determined  by  the  Board  of  Trustees. 

Approved  a move  to  reduce  the  size  of  the  Soci- 
ety’s delegation  to  the  AMA  Conventions  and  com- 
mended the  Board  of  Trustees  for  its  ever  present 
desire  to  control  the  cost  and  expenses  of  the  Soci- 
ety. Approved  the  appointment  of  Mr.  Lawrence  M. 
Wood  of  Denver  as  Assistant  General  Counsel  to 
the  Society  to  replace  Mr.  Peter  Nordlund,  general 
counsel,  when  he  desires  to  retire. 

Approved  selection  of  an  investment  banking 
house  as  investment  counselor  to  the  Society  and 
commended  the  Board  for  this  action. 

Approved  donation  of  available  income  of  the 
Colorado  Medical  Foundation  for  the  fiscal  year 
just  ended  to  the  Denver  Medical  Library  endow- 
ment fund  and  directed  that  as  other  income  of  the 
Foundation  becomes  available  this  year,  it  be  donated 
to  the  Colorado  Health  Careers  Council  if  that 
Council  has  obtained  its  expected  tax  exemption 
from  the  Internal  Revenue  Service. 

Approved  the  new  Society  budget  as  published, 
noting  the  Society’s  excellent  financial  condition  as 
shown  by  the  Annual  Audit. 

Approved  re-establishment  and  activation  of  a 
Committee  on  Venereal  Disease  under  the  Council 
on  Public  Health. 

Approved  the  report  of  the  Foundation  Advocate 
as  printed  in  the  Handbook. 

Approved  the  printed  report  of  the  Executive 
Secretary  and  his  supplementary  report,  applauding 
the  efficient  work  of  the  full-time  staff. 

Reference  Committee  on  Legislation  and 
Public  Relations 

Approved  the  report  of  the  Council  on  Govern- 
mental Relations  and  noted  the  indebtedness  of  the 
Society  to  the  members  of  this  Council  for  the  many 


hours  they  have  devoted  to  problems  which  were  at 
times  quixotic  and  vexatious.  Specifically  noted  the 
efforts  of  Mr.  Richard  Banta  as  the  Society’s  legis- 
lative counselor  and  recommended  that  legislative 
counsel  be  continued  as  a number  of  years  may  be 
required  to  reach  maximum  effectiveness. 

Approved  a report  of  the  Welfare  Department 
Affairs  Committee  noting  a consensus  of  the  Coun- 
cil on  Medical  Service  and  the  Council  on  Govern- 
mental Relations  that  physicians  should  charge  the 
usual  and  customary  fees  for  their  service  under 
any  governmental  medical  care  program  rather  than 
deal  with  any  government  program  on  a less-than- 
normal  basis. 

Approved  Society  support  of  S.  2162  which 
authorizes  the  Administrator  of  General  Services  “to 
research,  design,  develop,  construct,  and  test  fully 
operational  passenger  motor  vehicles  in  prototype 
quantities,  embodying  such  safety  features  and 
technical  approaches  as  the  Administrator  shall  from 
time  to  time  deem  necessary”;  and  requested  that 
notice  of  such  support  be  forwarded  to  our  Con- 
gressmen, the  President  of  the  United  States,  and 
presidents  of  major  motor  car  companies. 

Commended  the  Campaign  Central  Committee 
for  persistence  in  the  face  of  adversity. 

Approved  Resolution  #5  introduced  by  the 
Council  on  Public  Health  which  urges  the  Colorado 
Legislature  to  revise  (1)  all  traffic  laws  to  conform 
to  the  Uniform  Vehicle  Code;  (2)  form  and  pass 
laws  to  require  increased  driver  responsibility  in  both 
his  person  (referring  to  physical  fitness  and  sobriety) 
and  his  financial  responsibility  to  all  other  Colorado 
citizens;  and  (3)  create  laws  that  will  require  (a) 
all  automobiles  to  pass  stricter  tests  for  automotive 
performance,  namely  removing  all  substandard, 
antiquated  cars  from  the  highways  (but  not  including 
well  kept  antique  automobiles),  and  (b)  better 
safety  equipment  on  all  automobiles  (namely  seat 
belts,  shoulder  straps,  and  energy  absorbing  bump- 
ers) as  they  develop;  altered  the  second  resolve  of 
Resolution  #5  urging  the  Legislature  to  (1)  require 
that  the  Colorado  State  Purchasing  and  Engineering 
Departments  examine  all  vehicles  offered  for  purchase 
to  the  State’s  departments  and  purchase  only  ve- 
hicles meeting  safety  features  of  the  Federal  Govern- 
ment and  (2)  further  the  development  of  better  ve- 
hicle safety  and  health  features  (namely  basic  safety 
engineering,  safety  equipment,  and  anti-smog  devices. 
This  resolution  will  be  delivered  to  the  Colorado 
Legislature  and  the  Colorado  Bar  Association  for 
fulfillment. 

Approved  Resolution  #7  calling  for  all  county 
coroners  to  be  licensed  physicians  and  in  so  doing 
noted  that  implementation  of  this  resolution  would 
require  a statutory  change  in  the  requirements  for 
the  office  of  coroner.  Further  noted  that  such  legisla- 
tion could  be  burdensome  for  physicians  in  areas  of 
low  population  density  and  for  this  reason  urged 
consideration  of  a central  medical  examiner’s  office 
to  provide  pathological  and  toxicological  facilities 
for  physician  coroners. 
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Approved  Resolution  # 8 as  amended  on  “Medi- 
care” introduced  by  the  Arapahoe  County  Medical 
Society  calling  for  a continuing  publicity  campaign 
to  educate  the  public  to  the  benefits  of  your  doctor- 
patient  relationship  as  it  has  existed  over  the  years. 
It  was  urged  that  existing  State  Society  organizational 
structure  be  used  for  representation  of  the  compo- 
nent societies  in  an  official  role  in  the  implementation 
of  Medicare  and  that  constructive  approaches  be 
studied  for  application  to  further  anticipated  health 
legislation. 

Amended  and  approved  Resolution  #9  of  the 
Boulder  County  Medical  Society  dealing  with  financ- 
ing of  medical  care.  This  resolution  provides  that 
the  concept  of  fee  for  service  to  be  a guiding  princi- 
ple for  the  Colorado  Medical  Society  and  all  its 
members  and  urged  representatives  of  the  Colorado 
Medical  Society  on  Blue  Cross  and  Blue  Shield 
Boards  to  study  and  implement  this  principle  to  the 
coverage  of  all  physicians’  fees  as  soon  as  possible. 

Approved  Resolution  #11  “Inclusion  of  certain 
specialties  in  Medicare”  introduced  by  the  Clear 
Creek  Valley  Medical  Society.  The  resolution  op- 
poses inclusion  of  anesthesiologists,  radiologists, 
pathologists  and  physiatrists  under  the  hospital  por- 
tion of  the  Medicare  law.  In  passing  this  resolution, 
a statement  by  Dr.  Vernon  Bolton  was  appended  to 
the  report.  This  statement  indicated  that  the  Colo- 
rado Radiological  Society  and  the  Colorado  Society 
of  Clinical  Pathologists  are  actively  and  jointly  en- 
gaged in  a study  of  the  problems  created  for  these 
specialties  by  the  Medicare  law.  It  solicits  the  support 
and  sympathy  of  the  Colorado  Medical  Society  and 
its  members  in  efforts  to  devise  workable  solutions 
satisfactory  to  patient,  hospital,  and  physician. 

Reference  Committee  on  Professional  Relations 

Recommended  that  treatment  of  patients  under 
the  Crippled  Children’s  section  of  the  Division  of 
Maternal  and  Child  Health  of  the  Colorado  Depart- 
ment of  Public  Health  be  conducted  in  accordance 
with  the  “free  choice  of  physician”  as  defined  and 
passed  by  the  Judicial  Council  of  our  Society  in 
May,  1957.  Also  recommended  that  the  Council  on 
Medical  Service  continue  to  explore  the  problems 
of  a workable  solution  to  the  problem  of  physician 
referral  under  the  Crippled  Children’s  program  and 
to  refer  the  problem  to  the  AMA  if  necessary  to 
find  a workable  solution. 

Recommended  approval  of  the  Report  of  the 
Council  on  Professional  Relations  which  asked  for 
re-emphasizing  some  of  the  minor  ethical  points  in 
the  relations  of  our  Society  with  para-medical  groups. 

Amended  and  approved  Resolution  #1  intro- 
duced by  Morgan  County  Medical  Society  dealing 
with  qualifications  of  physicians.  The  resolution 
stated  unalterable  opposition  to  the  use  of  specialty 
board  certification  as  well  as  the  lack  of  board  certifi- 
cation as  the  only  criteria  for  judging  a physician’s 
competence  to  perform  certain  procedures  or  care 
for  certain  medical  conditions.  The  resolution  further 
stated  that  the  Medical  Society  would  do  everything 
in  its  power  to  obtain  the  adoption  of  these  principles 
by  every  hospital  credentials  committee  as  is  cur- 


rently recommended  by  the  Joint  Commission  on 
Accreditation  and  also  that  the  Society  do  everything 
in  its  power  to  insure  that  all  health  insurance  plans, 
compensation  insurance  plans,  government  agencies, 
prepayment  plans,  and  union  or  industry  sponsored 
health  care  plans  accept  the  decisions  of  hospital 
credentials  committees  as  to  the  competence  of 
physicians  to  do  procedures  and  care  for  patients  as 
covered  by  these  programs. 

Reference  Committee  on  Insurance  and 
Prepayment  Plans 

Approved  a Relative  Value  Scale  and  recommend- 
ed that  the  Council  on  Medical  Service  create  a 
committee  to  continue  the  work  of  the  Ad  Hoc 
Committee  on  Relative  Value  Scale  with  the  re- 
sponsibility of  reviewing  and  revising  as  indicated  the 
Relative  Value  Scale.  The  new  committee  to  be 
formed  by  the  Council  on  Medical  Service  will  ini- 
tially include  those  members  of  the  Ad  Hoc  Com- 
mittee as  shall  be  willing  to  serve  and  also  include 
representatives  of  all  subspecialties  listed  below  and 
all  such  other  doctors  as  the  Council  on  Medical 
Service  shall  see  fit  to  include  maintaining  representa- 
tive balance;  general  surgery,  obstetrics  and  gyne- 
cology, orthopedics,  ophthalmology,  urology,  colon 
and  rectal  surgery,  neurological  surgery,  dermatolo- 
gy, otolaryngology,  thoracic  and  cardiovascular 
surgery,  plastic  surgery,  pediatrics,  psychiatry,  physi- 
cal medicine,  allergy,  cardiology,  hematology,  gas- 
troenterology, neurology,  pulmonary  diseases,  renal 
diseases,  endocrinology  and  rheumatology.  One  of 
the  functions  of  this  new  committee  will  be  to  advise 
or  negotiate  with  any  third  party  or  parties  regarding 
the  reasonable  and  proper  conversion  factors — the 
conversion  factor  being  determined  by  the  committee 
after  statistical  study  of  fees  in  that  geographical 
area. 

Disapproved  Resolution  #12  “Usual  and  customary 
fees”  introduced  by  the  Denver  Medical  Society  with 
the  statement  that  although  agreeing  in  principle 
with  the  resolution,  no  action  was  recorded  because 
the  subject  was  covered  in  the  Welfare  Department 
Affairs  Committee  report. 

Reference  Committee  on  Scientific  Work 

Approved  and  strongly  urged  expansion  of  the 
Cancer  Committee  to  the  role  of  cancer  coordination 
in  addition  to  its  responsibilities  in  relationship  to 
the  Rocky  Mountain  Cancer  Conference  in  the  hope 
that  this  will  eliminate  overlapping  activity  by  the 
many  organizations  working  in  the  cancer  field. 

Noted  with  appreciation  the  great  amount  of  work 
that  has  gone  into  the  preceptorship  program,  and 
approved  Resolution  #2  introduced  by  the  North- 
western Colorado  Medical  Society  which  endorses 
the  preceptorship  program  which  arose  through  the 
combined  efforts  of  the  Colorado  Academy  of 
General  Practice,  the  Rural  Health  Committee  of  the 
Medical  Society,  the  Council  on  Medical  Education 
and  the  University  of  Colorado  Medical  School  and 
encourages  physicians  throughout  the  state  to  par- 
ticipate whenever  possible. 
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Approved  recommendation  of  the  Midwinter 
Clinical  Session  Committee  that  the  Stag  Smoker  be 
abandoned  at  the  forthcoming  Midwinter  Clinical 
Session  and  that  in  its  stead  a two-hour  cocktail 
party  with  music  and  hors  d’oeuvres  be  offered  to 
which  wives  will  be  invited.  Following  the  Midwinter 
Session  this  March,  it  is  suggested  that  this  substitute 
program  be  reviewed  carefully  and  that  the  Stag 
Smoker  be  reinstated  if  it  be  the  desire  of  the  ma- 
jority of  the  House. 

Recommended  the  reactivation  of  the  Quackery 
Committee  with  people  who  have  the  time  and  in- 
terest to  pursue  the  matter,  perhaps  in  cooperation 
with  the  Grievance  Committee  wherever  this  might 
be  desirable.  Disapproved  joint  membership  of  the 
Committee  with  the  Governor’s  Commission  on 
Cancer  Quackery,  since  it  was  felt  that  the  interest 
of  the  Commission  was  too  narrow. 

Recommended  official  recognition  of  the  long  and 
valuable  service  given  by  Dr.  George  P.  Lingenfelter 
to  the  Rocky  Mountain  Medical  Conference  and 
directed  a letter  of  commendation  be  sent  to  Dr. 
Lingenfelter  for  his  herculean  efforts  in  this  field. 

Approved  Resolution  # 6 “Educational  Forums” 
introduced  by  the  Council  on  Governmental  Rela- 
tions which  urged  that  appropriate  Councils  of  the 
Society  be  charged  with  the  responsibility  of  devising 
and  presenting  educational  forums  for  discussion  of 
the  relationship  between  organized  medicine  and 
government  at  appropriate  meetings  of  the  Society 
on  an  annual  or  bi-annual  basis  and  that  these  same 
Councils  be  encouraged  and  invited  by  component 
societies  to  present  such  forums  at  their  local  meet- 
ings. A special  note  was  made  of  the  fact  that  the 
Midwinter  Clinical  Session  Committee  has  already 
set  up  such  a forum  concerning  the  impact  of  Medi- 
care legislation  for  the  Midwinter  Clinical  Session 
next  March. 

Reference  Committee  on  Public  Health 

Indicated  that  the  Joint  Commission  on  Accredita- 
tion is  insisting  that  transfusion  committees  be  set  up 
in  all  hospitals  who  hope  to  retain  their  accreditation 
or  obtain  accreditation  in  the  future.  It  was  felt  that 
the  Society  should  communicate  with  all  component 
societies  so  that  the  officers  and  members  of  those 
societies  can  carry  this  information  to  all  hospitals 
interested  in  accreditation.  It  was  also  felt  that  trans- 
fusion committees  should  ever  be  alert  to  Blood 
Bank  control  as  this  is  a phase  of  medical  care  that 
could  easily  be  taken  over  by  governmental  control. 

Re-emphasized  the  fact  that  addiction  is  a medical 
problem  and  not  essentially  a social  problem. 

Urged  consideration  by  the  Woman’s  Auxiliary  of 
a project  to  provide  bumper  safety  stickers  reading 
“fasten  your  safety  belts.” 

Recommended  the  earliest  possible  immunization 
against  measles  considering  it  one  of  the  dread  dis- 
eases of  early  childhood  and  urged  that  immuniza- 
tion against  measles  should  be  done  in  very  early 
childhood  and  that  children  should  receive  measles 
immunization  long  before  the  pre-school  examina- 
tion; the  time  of  the  pre-school  examination  could  be 


used  as  the  second  attempt  to  obtain  measles  im- 
munization. 

Agreed  in  principle  with  a recommendation  that 
county  health  department  consider  whether  or  not 
it  would  be  wise  to  require  periodic  stool  cultures  on 
all  food  handlers  because  of  a recent  outbreak  of 
salmonellosis.  It  was  felt,  however,  that  this  would 
involve  a manpower  problem  and  that  laboratory 
facilities  of  the  state  are  not  capable  of  executing 
such  a program. 

Complimented  the  state  health  department  and  the 
individual  departments  of  the  state  on  the  adroit  and 
meaningful  way  in  which  they  handled  the  recent 
encephalitis  problem. 

Expressed  doubt  of  doing  routine  pap  smears  on 
all  women  over  20,  primarily  because  of  the  man- 
power shortage  among  qualified  cytologists. 

Urged  each  component  society  to  notify  the  in- 
dividual hospital  staffs  to  perform  Rh  and  blood  typ- 
ing and  Coombs  tests  on  pregnant  patients  where 
possible  prior  to  delivery.  Where  this  has  not  been 
done,  the  test  should  be  performed  on  cord  blood 
and  maternal  blood  at  the  time  of  delivery. 

Urged  component  medical  societies  to  play  vital 
roles  in  providing  leadership  and  direction  at  the 
local  level  to  carry  out  the  following  general  prin- 
ciples: 

1.  That  every  effort  be  made  to  transfer  the  re- 
sponsibility for  the  care  of  mentally  ill  patients  from 
State  level  back  to  the  community  level. 

2.  That  the  major  tool  for  eventually  caring  for 
all  public  sector  mental  health  problems  should  be 
the  development  of  “community  mental  health  cen- 
ters” at  the  community  and  regional  level. 

3.  That  regional  boards  (with  representation  from 
the  medical  profession)  assume  the  primary  re- 
sponsibility for  assessing  the  mental  health  needs  in 
their  area  and  for  determining  how  these  needs  might 
best  be  met  at  the  local  level. 

4.  That  eventually  our  goal  should  be  to  get  the 
State  out  of  the  business  of  rendering  direct  care  to 
psychiatric  patients. 

Expressed  the  hope  that  more  interest  can  be  ob- 
tained in  the  Occupational  Health  Committee  prior 
to  the  Midwinter  Clinical  Session. 

Asked  for  additional  information  concerning  a 
survey  of  residents  of  this  state  who  are  suffering 
obstructive  respiratory  diseases. 

Urged  support  of  the  National  Rural  Health  Con- 
ference to  be  held  in  Colorado  Springs,  March  18-19, 
1966. 

Commended  the  Weekly  Health  Column  Commit- 
tee members  for  their  untiring  support  of  this  very 
worthwhile  activity. 

Recommended  that  further  study  of  the  medical 
implications  of  “Project  Headstart”  be  analyzed  by 
the  School  Health  Committee  of  the  Society  and  that 
this  committee  after  complete  study  give  a report  and 
recommendation  at  the  Midwinter  Clinical  Session. 

Reference  Committee  on  Miscellaneous  Business 

Approved  the  printed  report  of  the  Historian  and 
urged  that  each  physician  in  the  state  send  material 
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for  the  Society’s  historical  archives  to  the  Executive 
Office. 

Amended  and  approved  Resolution  #14  entitled 
“Administrative  Paper  Work”  submitted  by  the  Mor- 
gan County  Medical  Society  to  read  as  follows: 

Whereas,  We  as  practicing  physicians  feel  that 
our  primary  function  is  the  direct  care  of  the  sick; 
and 

Whereas,  We  find  that  we  are  spending  increas- 
ingly more  amount  of  time  filling  out  various  forms 
and  affidavits  incidental  to  the  hospitalization  of 
our  patients;  and 

Whereas,  This  administrative  paper  work  in- 
volved in  hospitalization  plan  fostered  by  or  ad- 
ministered through  governmental  agencies  is  great- 
er in  amount  than  in  those  plans  not  so  fostered 
or  administered;  and 

Whereas,  These  forms  could  be  filled  out  by  a 
hospital  employee  taking  the  information  from  the 
medical  chart;  and 

Whereas,  We  are  facing  new  possibilities  of 
more  federal  government  intervention,  and  there- 
fore much  increase  in  paper  work;  therefore 

Be  It  Resolved , That  information  demanded  by 
the  administrating  agency  of  these  acts  be  ob- 
tained from  the  standard  hospital  records  as  is 
presently  done  by  the  hospitals  of  Colorado  for 
private  patients,  and  not  from  the  attending  physi- 
cian. 

Reference  Committee  on  Constitution, 

By-Laws  and  Credentials 

Disapproved  the  Constitutional  amendment  which 
appeared  on  page  52  of  the  Handbook  to  amend 
Article  IV,  Section  2,  replacing  the  word  “physicians” 
with  the  words  “Doctors  of  Medicine.” 

Disapproved  Resolution  #4  as  printed  on  pages 
56  and  57  of  the  Handbook  which  called  for  a By- 
Law  amendment  to  Section  7 (a)  of  Chapter  XII  to 
add  the  words  “For  the  purposes  of  this  Section,  the 
word  ‘physician’  shall  mean  a person  who  has  been 
graduated  by  an  approved  medical  college  as  defined 
by  the  Medical  Practice  Act  of  the  State  of  Colo- 
rado.” 

Approved  the  By-Law  amendments  as  set  forth 
in  the  mimeographed  Supplemental  Report  “B”  of 
the  Board  of  Trustees  as  follows: 

Proposed  revision  of  Chapter  VIII  of  the  By-Laws: 

AMEND  Section  1 of  Chapter  VIII  by  striking  the  words 
“Governmental  Relations”  and  substituting  therefor  the 
word  “Legislation,”  by  striking  the  word  “Professional”  and 
substituting  therefor  the  word  “Interprofessional,”  and  by 
rearranging  the  list  of  titles  of  Administrative  Councils  in 
alphabetical  order. 

AMEND  Section  3 of  Chapter  VIII  by  striking  the  first 
sentence  after  the  title  and  substituting  therefor  the  follow- 
ing words: 

"Each  Council  named  in  Section  1 of  this  Chapter  shall 
create,  instruct,  and  supervise  such  committees  as  may  be 
needed  to  carry  out  specific  functions  within  the  jurisdic- 
tion of  the  Council  and  shall,  subject  to  approval  of  the 
President,  select  and  appoint  the  members  of  all  such 
committees,  which  may  include  members  from  the  general 
public  as  well  as  from  the  membership  of  the  Society.”, 
and  by  striking  the  last  sentence  of  Section  3 and  sub- 
stituting therefor  the  following:  “Subject  to  advices  of 
the  House  of  Delegates  and  the  Board  of  Trustees  the 
term  of  office  of  each  committee  so  established  shall  be  at 
the  pleasure  of  the  Council  creating  it.” 


AMEND  Section  5 of  Chapter  VIII  by  striking  all  of  the 
section  below  its  title  and  substituting  the  following  wording: 

The  Council  on  Medical  Service,  subject  to  advices  from 
the  House  of  Delegates  and  the  Board  of  Trustees,  shall 
determine  and  promote  the  policies  of,  and  shall  represent, 
the  Society  with  regard  to  all  aspects  of,  and  facilities  for 
the  delivery  of,  medical  service  other  than  those  solely 
preventive  medical  services  provided  by  governmental  or 
voluntary  public  health  agencies:  provided,  that  this 
Council  shall  refer  to  the  Council  on  Legislation,  with 
recommendations,  all  proposed  public  legislation  and  pro- 
posed rules  and  regulations  of  governmental  agencies  for 
implementation  of  existing  laws. 

AMEND  Section  6 of  Chapter  VIII  by  striking  all  of  the 
section  below  its  title  and  substituting  the  following  wording: 

The  Council  on  Public  Health  shall  continually  investi- 
gate means  for  the  betterment  of  public  health  and  pre- 
ventive medicine  and  shall,  subject  to  advices  from  the 
House  of  Delegates  and  the  Board  of  Trustees,  determine 
and  promote  the  policies  of,  and  shall  represent,  the  Society 
with  regard  to  preventive  medicine;  provided,  that  this 
Council  shall  refer  to  the  Council  on  Legislation,  with 
recommendations,  all  proposed  public  legislation  and  pro- 
posed rules  and  regulations  of  governmental  agencies  for 
implementation  of  existing  laws,  and  provided,  further, 
that  this  Council  shall  refer  to  the  Council  on  Medical  Service, 
with  recommendations,  matters  relating  to  all  aspects  of, 
and  facilities  for  the  delivery  of,  medical  service  other 
than  solely  preventive  medical  services. 

AMEND  Section  7 of  Chapter  VIII  by  striking  the  second 
sentence  of  the  Section  and  substituting  therefor  the  follow- 
ing sentence: 

Subject  to  advices  from  the  House  of  Delegates  and 
the  Board  of  Trustees,  this  Council  shall  also  determine 
and  promote  the  policies  of,  and  shall  represent,  the  So- 
ciety with  regard  to  all  matters  pertaining  to  medical 
libraries  and  undergraduate,  graduate  and  postgraduate 
education  of  physicians  except  publication  of  the  Society’s 
Official  Journal;  provided,  that  this  Council  shall  refer  to 
the  Council  on  Legislation,  with  recommendations,  all 
proposed  public  legislation  and  proposed  rules  and  regula- 
tions of  governmental  agencies  for  implementation  of 
existing  laws. 

AMEND  Section  8 of  Chapter  VIII  by  striking  the  entire 
Section  and  substituting  therefor  the  following: 

Section  8.  Council  on  Legislation.  The  Council  on  Legis- 
lation shall  represent  the  Society  in  its  relations  with  all 
federal,  state  and  local  legislative  bodies  and  shall,  subject 
to  advices  from  the  House  of  Delegates  and  the  Board  of 
Trustees,  determine  and  promote  the  policies  of  the  Society 
with  regard  to  (1)  all  proposed  or  pending  public  legisla- 
tion and  (2)  the  formulation  of  rules  and  regulations  of 
governmental  agencies  for  implementation  of  existing  laws. 
This  Council  may  seek  advice  and  assistance  from  other 
Administrative  Councils  of  the  Society  in  arriving  at  such 
policy  determinations. 

AMEND  Section  9 of  Chapter  VII  as  follows: 

1.  Strike  the  word  “Professional”  wherever  it  appears  in 
the  title  of  the  Council  on  Professional  Relations  and 
substitute  therefor  the  word  “Interprofessional.” 

2.  Strike  Subsection  (a)  of  Section  9 and  substitute 
therefor  the  following:  "(a)  The  Council  on  Interprofes- 
sional Relations  shall,  subject  to  advices  from  the  House 
of  Delegates  and  the  Board  of  Trustees,  determine  and 
promote  the  policies  of,  and  shall  represent,  the  Society 
in  its  relations  with  the  organizations  of  other  learned 
professions,  and  with  professional  or  quasi-professional 
organizations  which  are  auxiliary  or  ancillary  to  the  medi- 
cal profession;  provided,  that  this  Council  shall  refer  to 
the  Council  on  Legislation,  with  recommendations,  all  pro- 
posed public  legislation  and  proposed  rules  and  regulations 
of  governmental  agencies  for  implementation  of  existing 
laws,  and  provided,  further,  that  this  Council  shall  refer 
to  the  Council  on  Medical  Service,  with  recommendations, 
matters  relating  to  all  aspects  of,  and  facilities  for  the  de- 
livery of,  medical  service  other  than  solely  preventive 
medical  services  and  similarly  to  the  Council  on  Public 
Health  matters  relating  to  solely  preventive  medical 
services.” 

AMEND  Section  10  of  Chapter  VIII  by  striking  from  the 
second  line  of  that  section  the  words  “and  the  Advisory 
Committee.” 

AMEND  Chapter  VIII  further,  following  adoption  of  the 
above  amendments,  by  rearranging  Sections  5 to  9,  in- 
clusive, and  renumbering  them  to  place  these  sections  in 
alphabetical  order  by  titles  of  Administrative  Councils. 

Proposed  amendment  to  the  Society’s  Constitution  to  reduce 
the  size  of  the  Advisory  Committee  to  the  Board  of  Trustees, 
currently  consisting  of  the  chairmen  and  vice  chairmen  of 
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the  five  Administrative  Councils  plus  the  President,  Presi- 
dent-elect and  Vice  President. 

AMEND  Article  VII  of  the  Constitution,  Section  3,  by 
striking  from  the  twelfth  line  of  that  Section  the  words  “and 
vice  chairmen”  and  by  striking  from  the  thirteenth  and 
fourteenth  lines  of  that  section  the  words  “President,  Presi- 
dent-elect and  Vice  President”  and  substituting  therefor  the 
words  “President  and  President-elect.” 

THIRD  MEETING 
Wednesday,  September  22,  1965 

The  House  reconvened  at  11:30  a.m.  and  65 
delegates  including  substitute  alternate  were  seated 
(see  detailed  roll  call  at  the  end  of  these  minutes). 
Many  others  attended,  this  being  a joint  session  of 
the  House  and  a General  Meeting.  On  motion,  the 
House  dispensed  with  reading  of  minutes  of  its 
second  meeting.  Dr.  Paul  Hildebrand  presented  the 
annual  Presidential  Address.  His  complete  address 
appeared  in  the  November  issue  of  the  Rocky  Moun- 
tain Medical  Journal,  page  31,  et  seq.  Speaker 
Herold  introduced  Dr.  Donovan  Ward,  Past-Presi- 
dent of  the  AMA,  who  addressed  the  joint  session. 
His  complete  address  appears  in  the  December  issue 
of  the  Rocky  Mountain  Medical  Journal. 

Following  these  addresses,  the  first  order  of  busi- 
ness was  the  election  of  Officers.  The  Speaker  pre- 
sented the  report  of  the  Nominating  Committee 
which  appears  on  page  48  of  the  Handbook.  There 
were  no  new  nominations  from  the  floor  for  any  of 
the  offices  to  be  filled  and  the  following  names  pro- 
posed by  the  Nominating  Committee  were  elected  by 
acclamation: 

President-elect:  Myron  C.  Waddell,  Denver 

Vice  President:  Walter  C.  Herold,  Colorado 
Springs 

Treasurer  (3  years):  William  A.  Day,  Colorado 
Springs 

Trustee  (3  years) : J.  Robert  Spencer,  Denver 

Judicial  Councilors  (3  years):  District  No.  2, 
John  Simon,  Englewood;  District  No.  8,  Herman  W. 
Roth,  Monte  Vista  and  District  No.  9,  Scott  A.  Gale, 
Pueblo 

Grievance  Committeemen  (3  years):  James  A. 
Henderson,  Denver;  Edward  E.  Tennant,  Sterling; 
Robert  J.  Bliss,  Fort  Collins;  H.  Harper  Kerr, 
Pueblo;  Joel  R.  Husted,  Boulder;  and  John  A. 
McDonough,  Ordway 

Delegate  to  the  AMA  to  fill  the  vacancy  created 
by  the  resignation  of  I.  E.  Hendryson  for  the  period 
beginning  September  22  and  ending  December  31, 
1965:  Gatewood  C.  Milligan,  Englewood 

AMA  Delegate  for  a two-year  term,  January  1, 
1966  to  December  31,  1967:  Harlan  E.  McClure, 
Lamar 

Alternate  for  the  same  period:  Vernon  L.  Bolton, 
Colorado  Springs 

AMA  Delegate  for  a two-year  term,  January  1, 
1966  to  December  31,  1967:  Gatewood  C.  Milligan, 
Englewood 

Alternate  for  that  same  period:  Ray  G.  Witham, 
Craig 

Alternate  Delegate  to  Dr.  Kenneth  Sawyer  for  a 
term  beginning  September  22,  1965  and  ending 
December  31,  1965,  to  fill  the  vacancy  created  by 


the  resignation  of  Dr.  Milligan:  Dr.  Vernon  L. 
Bolton,  Colorado  Springs* 

Speaker  of  the  House  of  Delegates:  Marvin  E. 
Johnson,  Denver 

Vice  Speaker  of  the  House  of  Delegates:  M.  L. 
Gibson,  Aurora 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Bradford  Murphey,  Denver 
The  nominations  by  President-elect  Hildebrand 
for  membership  on  the  Administrative  Councils 
were  reread.  There  were  no  nominations  from  the 
floor  and  the  nominees  proposed  by  Dr.  Hildebrand 
were  then  elected  by  acclamation. 

Supplemental  Reference  Committee  Reports 

Reference  Committee  on  Miscellaneous  Business 

Reworded  the  printed  Resolution  #3  entitled 
“Death  Certificates”  introduced  by  the  Denver  Med- 
ical Society  to  read  as  follows: 

Whereas,  Representatives  of  this  Society  have 
met  with  the  Denver  Metropolitan  Funeral  Direc- 
tors Association  and  agree  that  funeral  directors 
are  having  many  problems,  some  of  which  are 
related  to  the  medical  profession;  and 

Whereas,  Funeral  directors  are  having  to  work 
under  inadequate  and  antiquated  laws  relating  to 
death  certificates;  therefore 

Be  It  Resolved,  That  the  Colorado  Medical  So- 
ciety work  with  funeral  directors  through  their 
appropriate  organization  in  the  study  and  solution 
to  these  problems  and  aid  them  when  possible. 

Reference  Committee  on  Professional  Relations 

Referred  the  resolution  presented  by  Dr.  Michael 
P.  Ryan  of  Clear  Creek  Valley  Medical  Society  to 
the  Board  of  Trustees  for  study. 

The  House  was  adjourned  sine  die  and  new  officers 
were  installed. 

HOUSE  OF  DELEGATES  ROLL  CALL 
ANNUAL  SESSION.  SEPTEMBER  19-22,  1965 


Component 


Society 

Delegates 

Alternates 

Adams  County- 

Esposito, S.P.(l)  (2)  (3) 

Curran,  Thomas 

Aurora 

Gibson,  Matthew(l)  (2) 
(3) 

Balstad,  Paul 

Arapahoe 

Bortz,  Alan  (1) 

Grund,  Walter  (1)  (2) 
(3) 

Fraser,  Charles  (1)  (2) 
Stewart,  John  (1)  (3) 
Wood,  John  M.  (1)  (2) 

Hughes,  Clarence 
(2)  (3) 

Jobe,  William 

Carver,  Robert 
Dumm,  James  (2) 
Brittain,  Robert 

Boulder 

Kahn,  Kenneth  ( 1 ) (2) 
McCurdy,  Robert  S.  (2) 
McFarland,  Robert  B. 
(1)  (2) 

Takahashi,  William 
(1)  (2)  (3) 

Yost,  Byron  (1)  (2) 

Gillett,  Warren 
Wolfe,  Roy 

Gordon,  Leon 

Strenge,  Henry 

Wherry,  Harry 

* Through  an  inadvertence,  the  Nominating  Committee  did 
not  report  to  the  House  its  nomination  of  Dr.  Robert  E. 
McCurdy  of  Denver  to  serve  as  Alternate  Delegate  to  Dr. 
Kenneth  C.  Sawyer  for  a term  beginning  January  1,  1966 
through  December  31,  1966.  At  a meeting  of  the  Board  of 
Trustees  held  on  October  23,  1965,  the  Board  appointed  Dr. 
McCurdy  to  fulfill  the  intention  of  the  Nominating  Commit- 
tee. 


for  December,  1965 
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Component 


Society 

Delegates 

Alternates 

Chaffee 

Mehos,  William  (1)  (3) 

Clear  Creek 

Campbell.  B.  E. 

Dean,  Carlton  (1) 

Valley 

(1)  (2)  (3) 

Carpenter.  David 

Doyle,  John  (1) 

(2)  (3) 

Durham,  Morgan  (2)  (3) 

Collier,  Douglas 

Herrmann,  Richard 

Markham,  Allen 
(1)  (2)  (3) 

Maruyama,  Herbert 
(2) 

White,  Barry 

Ryan,  Michael  (1)  (2) 
(3) 

Smith,  Martin 

Sontag,  Stanley  (1)  (2) 

Ansley,  Robert 

Walker,  H.  B.  (1)  (2) 
(3) 

Hollister,  E.  E. 

Delta 

Bennett,  Robert  (1) 

(2)  (3) 

Hick,  L.  L. 

Denver 

Amesse,  John  (1)  (2) 
(3) 

Lasater,  Gene 

Ashe,  S.  M.  (1)  (2)  (3) 

Sunderland,  Karl 

Atkins,  Dale  (1) 

Hines,  William 

Berris,  Robert 

Waggener,  H.  U. 

Bosworth,  Robert  (1) 
(2)  (3) 

Chisholm,  R.  Neil 

Boyd,  Harry  (1) 

Perkins,  James  (1) 
(2) 

Bramley,  Howard  (1) 
(2)  (3) 

Maresh,  George 

Buchtel,  Henry  (1) 

(2)  (3) 

Longwell,  Freeman 

Condon,  William  (1) 

Sides,  Leroy  (2) 

(3) 

Covode,  William  (1) 

(2)  (3) 

Cullen,  Richard 

Curfman,  George  (1) 

(2)  (3) 

Twombly,  G.  C. 

Eckhout,  Gifford  (1) 

(2) 

Coppinger,  William 

Eisele,  C.  Wesley 

Demong,  Charles 

Elliott,  Robert  (1)  (2) 

Cleere,  Roy 

Frangos,  Pete 

Maresh,  Gerald 

Freed,  Charles  (1) 

Bennett,  Willis 

Garcia,  F.  A.  (1)  (2) 

Strain,  James 

Gromer,  Terry  (1)  (2) 

Franz,  Elmer 

Grow,  John 

Kaplan,  Max  (1) 

Hamilton,  Paul  (1) 

Livingston,  W.  H. 
(2)  (3) 

Harvey,  Robert 

Virtue,  Robert 

Hinds,  E.  A.  (3) 

Duman,  Louis 

Holmes,  Joseph  (1)  (2) 

Wierman,  W.  H. 

Hughes,  Harry  (1)  (2) 

Blandford,  Sidney 

Isbell,  N.  Paul  (1)  (2) 

Alexander,  M.  M. 

Kauvar,  Abraham 

Donovan,  Edward 
(1)  (2) 

Kovarik,  Joseph  (1) 

(2)  (3) 

Flax,  Leo 

Liggett,  William  (1) 

(2)  (3) 

Appelbaum,  Jerry 

Lipscomb,  William  (1) 
(2)  (3) 

Bouslog,  John 

Lubchenco,  A.  E. 

Phelps,  McKinnie 
(1)  (2)  (3) 

McClintock,  Homer  (2) 

Hoch,  Peter 

McCurdy,  Robert  (1) 
(2)  (3) 

Nelson,  John  M. 

Meiklejohn,  Gordon 
(1) 

McAfee,  John  (2) 

Mitchell,  Roger 

Fisher,  H.  Calvin 
(1) 

Philpott,  James  (1)  (2) 

Ogura,  George  I. 

Prevedel,  Arthur 

Butterfield,  Joseph 
(1)  (2)  (3) 

Rettberg,  William  (1) 

Clarke,  J.  Philip 

(2) 

(1)  (2)  (3) 

Rothenberg,  Herbert 

Anderson,  Cyrus 

Smyth,  Charley  (1)  (2) 

Kurland,  Stanley 

Stanfield,  Clyde  (1) 

(2)  (3) 

Grogan,  John 

Stonington,  Oliver 

Badger,  E.  Bruce 
(2)  (3) 

Taylor,  E.  Stewart 

Amer,  Jules 

Toll,  Henry  (1)  (2)  (3) 

Lewis,  Henry 

Tyner,  George  (1)  (2) 

(3) 

Glassburn,  Alba  ( 1 ) 

Eastern 

Straub,  John  (1)  (2)  (3) 

Keefe,  Jerome 

El  Paso 

Bolton,  Vernon  (1) 

(2)  (3) 

Worlton,  J.  T. 

Dillon,  Robert 

Lovell,  Kenneth 
(1)  (2)  (3) 

Liddle,  Edward  (1) 

(2)  (3) 

Winternitz,  David 

Lindeman,  G.  M.  (2) 

Blakely,  M.  W.  (I) 

McWilliams,  John  (1) 

Pennington, 

(2)  (3) 

Charles 

Meatheringham,  R.  E. 
(1)  (2) 

Williams,  L.  L. 

Paap,  Jack  (1)  (2)  (3) 

Arnold,  Chadwick 

Stone,  William  (1) 

(2)  (3) 

Beadles,  Robert 

Fremont 

Vincent,  Jack  (1)  (2) 
(3) 

Wyatt,  Kon  Jr. 

Garfield 

Mueller,  Edward  (1) 

(2) 

Hendrick,  Harry 

Huerfano 

Larnme,  James  (1)  (2) 

Merritt,  William 

Lake 

Stanley,  George  (1) 

(2)  (3) 

Elzi  Richard 

La  Plata 

Murray,  F.  M.  (1)  (2) 

Bedford,  Alfred 

Larimer 

Hansen,  Richard  (1) 

(2)  (3) 

Abbey,  William 

Henson,  Stanley  (1)  (2) 

Arndt,  Donald 

Sundquist,  Glenn 

Robertson,  Ian 

Las  Animas 

Donnelly,  James 

Vialpando,  A.  B. 

(2)  (3) 

Mesa 

Crumbaker,  Victor 
(1)  (2)  (3) 

Rigg,  James  Jr. 

Huskey,  Harlan  (I) 

(2)  (3) 

Troy,  Richard 

Ziegel,  Henry  (1)  (2) 
(3) 

Linnemeyer,  R.  F. 

Montelores 

Merritt,  E.  G. 

Gardner,  Vincent 
(2)  (3) 

Montrose 

Peters,  John 

Spangler,  Edward 
Balderston,  George 
(2)* 

Morgan 

Mellinger,  William 
(1)  (2)  (3) 

Woodward,  J.  Paul 

Northeast 

Ludwick,  Robert  (1) 
(2)  (3) 

Mackey,  Jack 

Manganaro,  Carl  (1) 

(2)  (3) 

Brehm,  Gill 

Northwestern 

France,  David  (1)  (3) 

Crawford,  M.  L. 

Otero 

Sisson,  William  (1) 

McDonough,  John 

Prowers 

Likes,  Edwin  (1)  (2) 
(3) 

Blease,  E.  B. 

Pueblo 

Bramer,  Clifford 

King,  William 

Farabaugh,  Leonard 
(1)  (2) 

Beckwith,  Richard 

Farley,  John  (1)  (2) 

Vickery,  Don  (1) 
(2) 

Hensen,  J.  P.  (1)  (2) 
(3) 

Schilling,  Robert 

Miller,  William  (1)  (2) 
(3) 

Ingram,  William 

Swartz,  Carl  (1)  (2)  (3) 

Demshki,  Andrew 

San  Luis 

Anderson,  V.  V.  (1) 

(2)  (3) 

Cassidy,  Charles 

Bunch,  Littleton  (1) 

Davis,  George 

Washington- 

Yuma 

Davie,  V.  V.  (1) 

Waski,  A.  T. 

Weld 

Allely,  Donald  (2)  (3) 

Wolach,  Bernerd 

Bechtel,  Martin  (1) 

(2)  (3) 

Shore,  Roy 

Kadlub,  Edwin  (1)  (2) 

Mangum,  William 

Zuidema,  Jacob  (1) 

(2)  (3) 

Smith,  Hubbard 

* Indicates  appointed  substitute  Alternate  in  absence  of  both 
elected  Delegate  and  Alternate. 
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Colorado’s  President-elect 

Myron  C.  Waddell,  MD,  specialist  in  Obstetrics 
and  Gynecology  in  Denver,  was  chosen  President- 
elect of  the  Colorado 
Medical  Society  at  its 
95th  Annual  Session  in 
Colorado  Springs  in 
September. 

Dr.  Waddell  was  born 
in  Danbury,  Iowa,  and 
moved  with  his  par- 
ents to  Nebraska  where 
he  attended  public 
schools.  He  received 
his  AB  from  Nebraska 
Wesleyan  at  Lincoln; 

MS  from  St.  Louis 
University,  and  his 
MD  from  Duke  Uni- 
versity at  Durham,  N.C. 

He  has  always  had  an  interest  in  teaching  and 
served  as  Assistant  Professor  of  Anatomy  at  George 
Washington  University,  Washington,  D.  C.  Private 
practice  of  medicine  held  much  more  interest,  how- 
ever, and  he  entered  private  practice  in  Denver, 
interrupted  only  by  service  in  AUS  during  World 
War  II. 

He  is  Chief  of  Ob-Gyn  at  Presbyterian  Hospital, 
and  his  interest  in  teaching  has  been  partially  ful- 
filled by  his  development  of  a resident  training  pro- 
gram there.  He  has  served  on  numerous  committees 
of  the  Colorado  Medical  Society.  He  was  chairman 
of  the  Committee  that  founded  Colorado  Health 
Careers  Council,  consisting  of  representatives  of  25 
allied  medical  organizations.  He  was  also  chairman 
of  the  Committee  instrumental  in  establishing  the 
“What  goes  on”  publication  for  the  13  Western 
States,  and  the  founding  of  Senior  Day  for  the  Senior 
class  of  the  University  of  Colorado  School  of  Med- 
icine. 

Dr.  Waddell  is  a Fellow  of  the  American  College 
of  Ob-Gyn  and  Past  President  of  the  Colorado 
Ob-Gyn  Society.  He  is  a member  of  the  Board  of 
Trustees,  Nebraska  Wesleyan  College  and  has  served 
on  the  Board  of  Directors  of  Laradon  Hall  for 
Exceptional  Children  for  17  years. 


Dr.  Waddell’s  daughter,  Dorothy  Jo,  is  in  her 
third  year  residency  at  Stanford  Hospital  in  internal 
medicine,  and  his  son,  Mark,  is  in  second  year  pre- 
medic at  Duke  University.  His  wife,  Margaret,  is 
very  active  in  Medical  Society  Auxiliary  and  the 
Warren  Methodist  Church  of  Denver,  where  Dr. 
Waddell  serves  on  the  Board  of  Trustees. 

Dr.  Waddell  will  be  installed  as  President  of  the 
Colorado  Medical  Society  just  before  adjournment 
of  the  Society’s  96th  Annual  Session  next  September 
in  Colorado  Springs. 


Herschel  L.  Douglas,  MD,  Lovington,  left  re- 
cently for  Viet  Nam  for  a two  months’  assignment 
to  care  for  civilians  injured  in  the  war.  He  volun- 
teered his  services  through  the  Project  Viet-Nam 
program  which  has  AMA  backing. 

* * * 

Stuart  Adler,  MD,  Albuquerque,  has  been  made 
an  honorary  lifetime  member  of  the  New  Mexico 
Society  for  Crippled  Children  and  Adults  in  ap- 
preciation for  his  many  years  of  work  and  interest 
in  the  organization. 

* * * 

Hugh  Woodward,  MD,  Albuquerque,  served  as 
Chairman,  Health  Services,  on  the  Community  Sur- 
vey Committee  which  has  completed  a comprehen- 
sive report  on  Recreation,  Health  and  Welfare  needs 
of  the  city  of  Albuquerque. 

* * * 

John  M.  Casebolt,  MD,  Albuquerque,  has  been 
elected  an  Associate  Fellow  of  the  American  College 
of  Allergists. 

* * * 

O.  Douglas  Johnson,  MD,  Albuquerque,  is  the 
new  president  of  the  Bernalillo  County  Cancer  So- 
ciety. Eugene  A.  Castiglia,  MD,  was  elected  medical 
advisor  of  the  county  group. 


We  are  your 
local  distributors 
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and  Eastman  X-ray 
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Nevada  Installs  Joseph  M.  George,  Jr.,  MD 


Pictured,  left  to  right,  are:  William  M.  Tappan,  MD, 
Reno,  President-elect;  Joseph  M.  George,  Jr.,  MD, 
President;  and  John  M.  Read,  MD,  Elko,  Immediate 
Past  President. 

The  Nevada  State  Medical  Association,  in  its  62nd 
Annual  Meeting  held  in  Elko,  Nevada,  October  13- 
16,  1965,  installed  Joseph  M.  George,  Jr.,  MD  of 
Las  Vegas,  as  President  for  the  coming  year.  Dr. 
George  came  to  Nevada  to  practice  medicine  di- 
rectly following  his  honorable  discharge  from  the 
U.  S.  Air  Force  where  he  served  as  flight  surgeon 
for  more  than  three  years. 

Born  in  Sudlersville,  Maryland,  May  20,  1913,  he 
received  his  medical  education  at  the  University  of 
Maryland,  class  of  1938. 

Dr.  George  is  a past  president  of  the  Clark  County 
Medical  Society  and  of  the  Nevada  Chapter  of  the 
American  Academy  of  General  Practice.  He  has  also 
been  active  as  department  surgeon  for  the  Veterans 
of  Foreign  Wars. 

He  and  his  wife,  Dorothy,  have  five  children. 

* * * 

Clare  W.  Woodbury,  MD,  Las  Vegas,  was  selected 
as  “Physician  of  the  Year”  and  received  the  A.  H. 
Robins  Company,  Inc.  1965  Physician  Award  for 
Community  Service  at  the  banquet  held  in  Elko, 
October  15. 

* * * 

The  Nevada  State  Medical  Association  will  meet 
in  conjunction  with  the  American  Medical  Associa- 
tion Clinical  Meeting  in  Las  Vegas,  November  28, 
29  and  30,  1966. 


Minutes  of  the  House  of  Delegates 
Utah  State  Medical  Association 


71st  Annual  Meeting,  Salt  Lake  City,  Utah, 
September  14-15,  1965 

FIRST  SESSION 
September  14,  1965 

The  Seventy-First  Annual  Meeting  of  the  House 
of  Delegates  of  the  Utah  State  Medical  Association 
was  called  to  order  at  9:00  a.m.,  September  14, 
1965,  in  the  Empire  Room,  Hotel  Utah,  Salt  Lake 
City,  Utah,  by  Speaker  R.  N.  Hirst,  MD.  He  stated 
that  a quorum  was  reported  and  the  meeting  was 
official. 

The  invocation  was  given  by  Dr.  Jerrold  C.  Smith. 

Minutes  of  the  Interim  Session,  held  March  31, 
1965,  were  approved  as  published  in  the  June  issue 
of  the  Rocky  Mountain  Medical  Journal. 

Report  of  President — Dr.  Stanley  R.  Child 

The  year  1964-65  has  been  an  important  year  for 
your  Association.  Your  officers  and  members  of  the 
Board  of  Trustees  have  faithfully  attended  all  meet- 
ings with  fruitful  discussion  of  all  problems  present- 
ed. The  major  medical  state  event  was  the  meeting 
of  the  Utah  State  Legislature  in  1965.  Your  Associa- 
tion was  successful  in  influencing  the  passage  of  the 
Medical  Examiner  Act,  amendments  to  the  Nursing 
Practice  Act,  an  acceptable  law  for  mandatory  PKU 
testing  of  the  newborn,  and  an  acceptable  Battered 
Child  Law. 

The  major  national  medical  event  has  been  the 
passage  of  the  Medicare  Act  of  1965  and  the  in- 
clusion of  all  physicians  under  Social  Security  over 
the  profession’s  objection.  The  foremost  impending 
problem  is  the  enactment  of  this  act  and  its  pro- 
visions. Each  physician  will  be  forced  to  consider 
what  is  called  participation  or  non-participation  with 
a different  definition  being  given  by  different  people. 

The  major  state  medical  problem  remains  the 
problem  of  the  welfare  patient  and  his  care  under  the 
limitations  offered  by  the  Utah  State  Department  of 
Welfare.  There  is  a real  crisis  with  relationships  be- 
tween the  physician  and  the  Welfare  Department  in 
Weber  County.  How  this  problem  is  solved  will  prob- 
ably determine  relationships  throughout  the  state.  It 
was  quite  noticeable  that  the  Department  of  Welfare 
had  a sizeable,  residual  sum  of  money  to  return  to 
the  General  Fund  at  the  close  of  the  last  biennium, 
particularly  after  their  plea  of  poverty  of  funds  and 
the  severe  restrictions  placed  on  medical  services.  We 
could  probably  live  with  an  honest  80  per  cent  fee 
for  medical  services  for  the  time  being  if  all  the  other 
exemptions  and  limitations  could  be  removed.  The 
insistence  that  all  welfare  patients  must  be  treated  in 
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the  private  physician’s  office  is  also  unreasonable  if 
other  satisfactory  arrangements  can  be  made  for  the 
care  of  these  people.  Our  greatest  problem  still  seems 
to  be  Government  professing  to  assume  the  care  of 
certain  groups  of  people  and  then  not  fully  assuming 
this  responsibility.  Each  physician  is  his  own  free 
agent  to  accept  or  reject  any  welfare  patient,  but  we 
must  remain  firm  upon  our  principle  of  not  denying 
emergency  or  needed  care  to  anyone  until  this  prob- 
lem can  be  solved. 

Another  important  current  event  is  the  present 
study  of  state  departments  and  their  functions  by 
both  the  Little  Hoover  Commission  and  the  Legisla- 
tive Council.  Either  one  or  both  could  bring  about 
important  changes  in  the  State  Health  and  Welfare 
Departments  that  could  affect  the  practice  of  medi- 
cine. We  have  asked  our  attorney,  Mr.  John  Snow, 
to  give  a preliminary  sketch  of  costs  and  problems 
involved  in  undertaking  a revision  of  the  Medical 
Practice  Act  of  the  State  of  Utah.  This  is  particularly 
timely  at  the  moment  with  the  impending  revision  of 
the  Utah  State  Constitution.  I would  recommend  that 
the  Board  of  Trustees  follow  through  with  this  prob- 
lem as  it  will  take  considerable  work  and  time  to 
accomplish. 

The  impending  contract  revisions  of  Blue  Shield 
are  of  great  concern  to  all  Utah  physicians  and  de- 
mand careful  attention.  Your  State  Association  has 
taken  no  position  on  the  proposed  income  limitation 
removal  other  than  to  request  that  this  be  brought 
before  the  annual  meetings  for  discussion.  I have  per- 
sonally expressed  my  objections  to  such  an  action. 

The  opening  of  the  University  of  Utah  Medical 
Center  has  been  an  event  welcomed  by  all  this  sum- 
mer and  adds  greatly  to  our  medical  community. 

Dr.  G.  D.  Carlyle  Thompson  of  the  Utah  State 
Department  of  Health  has  been  most  helpful  and 
cooperative  at  all  times. 

The  members  of  the  Industrial  Commission  have 
all  expressed  their  willingness  to  consider  an  in- 
creased fee  schedule  for  industrial-medical  problems 
but  state  their  problem  is  with  the  self-insurers  who 
fight  any  increased  schedule.  I don’t  think  we  could 
ever  get  the  self-insurers  to  agree  on  an  increased 
schedule  and  believe  we  should  keep  working  with 
the  commission  as  we  have  in  the  past  to  improve 
the  existing  schedule.  It  is  now  at  about  an  80  to  85 
per  cent  level.  Harold  C.  Jenkins,  MD,  has  been  re- 
cently appointed  medical  advisor  to  the  Industrial 
Commission  to  help  with  its  problems. 

For  some  reason  the  system  of  councils  established 
by  a recent  revision  of  the  Constitution  and  By-Laws 
of  our  Association  has  proved  unworkable.  This  bears 
re-investigation  and  study.  Perhaps  we  are  still  too 
small  in  membership  for  this  system.  We  still  have 
less  than  1,000  members  in  the  State  Association.  We 
have  been  waiting  several  years  for  the  time  when  we 
would  pass  1,000  and  be  entitled  to  another  delegate 
to  the  AMA. 

Dr.  Robert  Mohr  and  Dr.  Richard  Iverson’s 
Mental  Health  Committee  are  to  be  commended  for 
a tremendous  job  this  past  year. 

With  the  invasion  of  mail-order  laboratories  into 


our  State,  it  is  advisable  to  remind  our  physicians  to 
adhere  to  the  policy  of  having  their  laboratory  work 
done  in  physician-supervised  laboratories. 

Consideration  should  be  seriously  given  to  adding 
a voluntary  non-deductible  donation  to  our  annual 
statement  of  dues  for  the  Utah  Medical  Political  Ac- 
tion Committee. 

The  status  of  Medicare  in  its  provisions  and  regula- 
tions is  still  quite  up  in  the  air.  We  as  a State  Associa- 
tion have  not  received,  as  yet,  any  solid  information 
as  to  how  this  is  going  to  be  administered,  and  who 
the  fiscal  agents  will  be.  There  has  been  information 
now  filtering  down  on  some  of  the  programs  to  the 
Welfare  Commission,  particularly  on  those  areas 
that  are  dealing  with  the  indigent,  and  we  have  asked 
Mr.  Holbrook  of  the  State  Welfare  Commission  to 
come  and  talk  to  us  on  some  of  this  information  he 
may  be  receiving  now  from  Washington. 

The  AMA  has  been  under  pressure  from  a group 
that  was  organized  stemming  mainly  from  the  Los 
Angeles  County  Medical  Society  and  other  large 
county  societies  to  call  a special  session  of  the  House 
of  Delegates.  It  has  been  called  for  October  2 and  3 
and  I imagine  their  special  business  will  be  the  Medi- 
care Act. 

The  Blue  Shield  plan  and  other  insurance  carriers 
are  deeply  involved  in  this,  hoping  to  be  the  fiscal 
agents  or  intermediary  in  this  particular  program. 
Tonight  Mr.  Hersey  is  having  a meeting  for  the  Blue 
Shield  directors  and  certain  other  physician  members 
of  your  association  to  hear  Mr.  Castellucci,  executive 
vice-president  of  Blue  Shield  nationally,  and  who  has 
some  recent  information. 

At  the  moment  we  can’t  give  you  any  solid  facts 
on  what  is  going  to  happen  on  the  administrative  as- 
pect of  Medicare.  We  are  waiting  for  it;  it  is  very 
fluid  and  will  be  developing  rapidly. 

Within  our  State,  the  Little  Hoover  Commission  will 
probably  be  considering  the  organization  and  struc- 
ture of  the  Health  Department  and  of  the  Welfare  De- 
partment sometime  this  coming  month.  We  as  a State 
Association  should  be  very  concerned  about  this  be- 
cause on  these  matters  we  must  see  that  the  recom- 
mendations come  out  that  would  require  medical 
leadership  or  professional  public  health  leadership 
in  these  particular  areas  rather  than  have  them  set  up 
on  a political  basis.  There  would  even  be  considera- 
tion of  joining  health  and  welfare  together  as  it  is 
nationally.  I personally  hope  that  this  won’t  happen. 
If  any  of  you  have  any  influence  on  legislators,  on 
the  Little  Hoover  Commission,  or  have  any  thoughts 
on  this  matter,  I think  you  should  have  this  informa- 
tion made  known  to  your  own  committee  which  is 
headed  by  Dr.  John  Waldo. 

May  I close  by  expressing  my  thanks  to  all  of  the 
officers  and  committees  who  have  served  so  diligently 
this  past  year.  I am  especially  grateful  to  Mr.  Harold 
Bowman,  our  able  executive  secretary,  and  his  staff 
for  a job  well  done.  I am  especially  happy  to  wel- 
come Dr.  L.  V.  Broadbent  of  Cedar  City  to  my  posi- 
tion. He  has  extensive  experience  and  knowledge  of 
the  affairs  of  your  State  Association,  and  will  be  an 
excellent  and  capable  leader.  I have  been  honored  to 
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be  allowed  to  serve  the  State  Association  this  past 
year  and  pledge  my  continuing  support  in  the  future. 

Report  of  Secretary — Dr.  Russell  M.  Nelson 

One  or  two  innovations  have  been  incorporated  into  this 
year’s  meeting.  First  of  all,  we  have  fifteen  speakers  on  our 
program  from  our  own  membership  in  the  Utah  State  Medi- 
cal Association.  These  have  been  chosen,  as  you  know,  from 
abstracts  submitted  by  many  members  of  our  association.  We 
hope  this  will  encourage  participation  by  our  own  member- 
ship. After  all,  this  is  our  meeting  and  we  should  be  able 
to  provide  a forum  for  much  of  the  good  work  that  is  going 
on  here  among  our  own  colleagues.  The  second  thing  is  that 
the  abstracts  of  these  papers  will  be  published  in  a later  issue 
of  the  Rocky  Mountain  Medical  Journal  for  your  interest. 
We  hope  that  if  you  have  any  recommendations  for  improve- 
ments of  the  meetings  for  the  coming  years  that  you  will 
feel  free  to  contact  any  members  of  the  Program  Committee. 

Report  of  Executive  Secretary — Harold  Bowman 

I have  no  addition  to  the  Executive  Secretary’s  report  as 
is  printed  in  the  Handbook,  except  to  supplement  Dr.  Child’s 
remarks  with  respect  to  what  is  going  on  with  Medicare. 

The  AMA  has  a task  force  working  with  President  John- 
son and  with  the  Department  of  Health,  Education  and 
Welfare.  So  far  they  have  been  successful  in  having  amended 
the  bill  pertaining  to  heart,  stroke  and  cancer.  Some  twenty 
amendments  have  been  accepted  from  this  task  force. 

A meeting  has  been  called  of  the  State  executives  and 
State  officials  in  Chicago  on  October  1,  just  prior  to  the 
special  meeting  of  the  House  of  Delegates.  It  is  planned  that 
your  new  president  and  president-elect  will  attend  this 
meeting. 

I would  also  like  to  welcome  to  our  midst  Mr.  Harvey 
Sethman,  the  Dean  of  Executive  Secretaries,  who  is  retiring 
this  year  after  thirty-six  years  as  executive  secretary.  I think 
Harvey  might  have  a word  for  us,  and  would  like  to  ask  him 
to  come  forward. 

Report  of  Mr.  Harvey  T.  Sethman,  Executive 
Secretary,  Colorado  Medical  Society 

Thank  you  Harold,  Mr.  President,  and  Mr.  Speaker.  This  is 
officially  my  last  appearance  before  you  as  Executive  Secre- 
tary of  the  Colorado  Medical  Society,  and  Managing  Editor  of 
our  mutual  Rocky  Mountain  Medical  Journal.  I am  not  say- 
ing goodbye,  because  the  Colorado  Medical  Society  is  going  to 
retain  me  as  a part-time  consultant  but  at  least  I will  be  rid 
of  the  day  and  night  pressures  and  the  countless  meetings, 
the  many  hours  over  weekends  and  so  forth  which  Harold  is 
all  too  familiar  with  in  Utah  because  there  is  not  very  much 
difference  between  one  State  Medical  Society  and  another,  as 
to  the  amount  of  staff  work  required.  I might  supplement 
the  report  which  appears  in  your  Handbook.  We  have  since 
received  the  annual  audit,  and  I am  able  to  supplement  this 
report  in  a much  happier  vein  than  that  for  any  years  since 
1959;  namely,  the  Journal  came  out  handsomely  in  the  black 
this  year.  You  are  familiar  with  the  fact  that  certain  com- 
petition of  “throw  away”  journals  has  injured  all  state  and 
regional  journals  like  ours  in  the  advertising,  and  therefore 
the  income  aspect,  but  there  has  been  a distinct  comeback. 
Our  advertising  volume  was  still  going  down  until  May  of 
this  year,  but  the  bottom  was  reached,  and  there  has  been 
a sharp  comeback  this  summer.  We  are  very  happy  to  end 
on  that  happy  note  so  that  we  now  have  a reserve  fund  more 
in  the  nature  of  what  we  should  have  at  all  times,  and  we 
are  now  getting  to  replace  some  that  we  had  to  withdraw 
from  the  reserve  fund  to  keep  up  the  quality  of  the  Journal 
a few  years  ago. 

I am  very  pleased  always  to  come  back  to  Utah.  I have 
missed  very  few  of  your  meetings  in  the  last  twenty-five 
years,  and  I can  think  back  to  delightful  associations  with 
many  of  your  officers.  We  have  always  had  the  happiest  as- 
sociation between  the  officers,  as  well  as  the  employed  staffs 
of  our  two  State  Medical  Societies. 

I wish  you  well.  I hope  that  this  will  not  necessarily  be 
the  last  time  I come  to  one  of  your  meetings,  but  it  is  my 
last  time  as  managing  editor  of  the  Journal;  next  year  you 
will  undoubtedly  be  visited  by  my  successor  whom  some  of 
you  have  met  at  national  meetings — Mr.  Donald  G.  Derry. 
He  has  been  with  me  a little  more  than  six  years;  he  is  now 
associate  executive  secretary,  and  is  under  contract  to  be- 
come executive  secretary  October  1.  He  is  a much  younger 
man,  very  energetic,  and  I hope  he  can  be  with  Colorado, 
and  with  Utah,  as  long  as  I have  been.  Thank  you. 


Resolution  Regarding  Mr.  Harvey  T.  Sethman 

Whereas,  Mr.  Harvey  Sethman  will  retire  on  October  1 
after  having  completed  36  years  as  Executive  Secretary  of 
the  Colorado  Medical  Society,  and 

Whereas,  Mr.  Sethman,  as  editor  of  the  Rocky  Mountain 
Medical  Journal,  has  been  closely  associated  with  Utah  and 
other  states  in  the  Rocky  Mountain  Area,  and 

Whereas,  Mr.  Sethman  has  been  active  in  the  Rocky 
Mountain  Medical  Conference  which  has  served  to  tie  the 
respective  states  together  in  the  interest  of  medical  practice, 
and 

Whereas,  Mr.  Sethman  generally  has  distinguished  himself 
not  only  in  this  area  but  nationally  as  an  exponent  of  im- 
proving patient  care  through  the  efforts  of  organized 
medicine: 

Now  Therefore  Be  It  Resolved,  That  the  Utah  State 
Medical  Association,  through  its  House  of  Delegates,  commend 
Mr.  Sethman  for  his  long  period  of  service  and  accomplish- 
ment on  behalf  of  the  medical  profession,  and  extend  best 
wishes  for  a long  and  healthful  tenure  in  retirement. 

This  resolution  was  unanimously  approved.  A 
framed  copy  of  the  resolution  was  presented  to  Mr. 
Sethman  by  President  Child. 

Report  of  AMA  Delegate — Dr.  Drew  M.  Petersen 

The  House  of  Delegates  of  the  American  Medical  Associa- 
tion met  in  New  York  City  for  its  114th  Annual  Convention, 
June  20  to  24,  1965.  My  report  is  found  in  the  Handbook. 
However,  there  are  some  remarks  I would  like  to  make  in 
relationship  to  some  of  the  recommendations  that  were 
passed  by  the  House. 

As  Dr.  Child  and  Mr.  Bowman  mentioned,  the  biggest  item 
that  took  place  at  the  House  of  Delegates  was  health  care 
legislation.  In  my  personal  opinion,  the  feeling  of  the  final 
action  of  the  House  of  Delegates  was  really  put  out  on 
Sunday  from  Dr.  Appel’s  inaugural  address,  and  I quote: 

“That  if  the  omnibus  medical  bill  is  passed  by  Congress 
the  medical  profession  must  do  all  it  can  to  develop  the  good 
points  and  eliminate  the  bad  points  of  the  law.” 

He  declared  that  regardless  of  personal  opinion,  “We  do 
not  have  the  right — either  as  physicians  or  citizens — to  violate 
a law  or  violate  the  spirit  of  the  law  or  its  intent." 

Dr.  Donovan  Ward,  the  retiring  president,  made  a few 
pertinent  remarks:  “If  it  were  true  that  the  public  climate 
was  the  dominant  factor  effecting  the  decisions  of  those  who 
make  legislative  history  we  now  would  be  winning  in  both 
the  House  and  the  Senate.”  Dr.  Ward  simply  meant  that 
actually  the  action  of  our  legislative  bodies  is  not  the  opinion 
as  that  expressed  by  the  general  public. 

The  House  recommended,  and  I quote,  that  "Members  of 
the  AMA  be  reminded  that  it  is  each  individual  physician’s 
obligation  to  decide  for  himself  whether  the  conditions  of 
the  case  for  which  he  is  about  to  accept  responsibility  permit 
him  to  provide  his  own  highest  quality  of  medical  care.”  I 
also  quote,  “When  the  fate  of  pending  medicare  legislation  is 
determined,  this  House  will  review  in  special  session,  if  nec- 
cessary,  the  effect  of  the  law,  and  take  whatever  action  is 
deemed  necessary.” 

Meetings  have  been  attempted  through  our  legislative  task 
force  with  President  Johnson.  Members  are  being  chosen  or 
suggested  to  the  Secretary  of  Health,  Education  and  Welfare, 
so  that  there  will  be  some  medical  representation.  I believe 
they  have  set  up  six  special  committees,  which  will  attempt 
to  try  to  iron  out  the  wrinkles  in  this  big  undertaking. 

Another  piece  of  legislation  before  us  that  came  out  of  the 
DeBakey  Commission  Report  deals  with  heart,  cancer  and 
stroke.  President  Johnson  has  apparently  accepted  some 
twenty  amendments  to  this  bill  but  it  still  is  not  a good  bill, 
and  they  were  stil  very  leery  as  to  what  it  might  do  in  the 
final  analysis  of  things. 

The  Gundersen  Committee  was  appointed  a year  or  so  ago 
to  study  and  review  the  size,  the  makeup,  and  the  functions 
of  the  House  of  Delegates.  This  was  delayed  until  the  meet- 
ing in  1965  in  Philadelphia,  the  clinical  session,  and  because 
there  was  still  quite  a bit  of  work  to  be  done  because  the 
House  is  getting  to  be  a fairly  good  size  now  and  it  is  up  to 
some  232  or  so  members,  and  they  are  worrying  about  its 
unwieldiness  so  to  speak,  and  so  this  is  going  to  be  reviewed. 

There  were  several  miscellaneous  actions.  The  House  re- 
ferred to  the  Board  of  Trustees  a resolution  calling  for  the 
American  Medical  Association  to  caution  the  public  against 
discontinuing  their  voluntary  health  insurance  policies  and 
prepayment  plans  for  persons  over  65  in  the  anticipation  of 
pending  legislation,  because  I think  the  public  is  going  to  get 
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a real  jolt  when  they  really  find  out  exactly  what  was  passed 
and  exactly  what  they  are  going  to  get.  It  is  not  near  as  good 
as  they  think  it  is,  and  most  of  them  think  that  they  are  not 
paying  for  it,  and,  gentlemen,  you  are  now  going  to  pay 
for  it  also  because  you  have  now  been  included  under  social 
security  whether  you  like  it  or  not. 

The  House  referred  to  the  Council  on  Medical  Education 
for  further  study  the  question  of  the  American  Board  of 
Family  Practice.  This  brought  up  quite  some  discussion,  and 
rather  than  try  to  settle  it  on  the  floor  of  the  house,  they 
have  asked  to  have  this  referred  to  the  Council  on  Medical 
Education  for  study  and  any  comments  they  might  have. 

One  thing  that  they  did  encourage  was  state  and  county 
medical  societies  to  participate  in  the  formation  of  what  they 
call  State  Associations  of  Professions — in  other  words  the 
banding  together  of  attorneys,  engineers,  physicians,  dentists, 
etc.,  into  this  State  Association  of  Professions  to  give  them 
more  effective  action,  whether  it  be  political  or  in  other 
spheres  of  activity. 

You  might  be  interested  that  the  total  registration  reached 
64,517;  24,268  being  physicians,  which  is  the  largest  physician 
registration  at  any  association  in  its  history. 

I would  like  to  take  this  opportunity  to  express  to  you 
again  the  privilege  I have  had  of  serving  as  your  delegate. 
I would  like  to  express  my  appreciation  to  your  president- 
elect, Dr.  Broadbent,  from  Cedar  City,  and  our  alternate 
delegate  Dr.  Ralph  Jorgenson,  and  our  hard-working  secre- 
tary Harold  Bowman  for  not  only  the  pleasant  company,  but 
for  their  attention  and  helpful  suggestions,  and  their  at- 
tendance at  all  of  the  reference  committee  meetings  of  the 
House. 

Report  of  Treasurer — Dr.  Cyril  D.  Fullmer 

The  Treasurer’s  report  included  a review  of  the 
expenditures  for  the  previous  year,  and  a recom- 
mended budget  for  1965-66.  The  budget  was  ap- 
proved as  presented. 

W Oman’ s Auxiliary 

President  Child  introduced  Mrs.  Mary  Christensen, 
President  of  the  Auxiliary  to  the  State  Medical  As- 
sociation. Mrs.  Christensen: 

Utah  physicians’  wives  can  chalk  up  a commendable 
record  of  activity.  We  have  a fruitful  future  to  anticipate. 
These  are  some  of  our  goals  for  this  coming  year: 

Recruitment  of  talented  students  toward  health  fields 
with  financial  help  for  the  needy  student  through  loans  and 
scholarships. 

Promotion  of  better  mental  health  with  special  emphasis 
on  our  suicide  prevention  program. 

Preparation  to  be  of  help  in  case  of  disaster,  realizing 
that  a responsible  role  would  be  expected  of  a physician’s 
wife.  We  hope  to  continue  our  self  help  classes.  We  can 
be  trained  to  meet  emergencies,  and  in  turn  can  educate 
others. 

Making  our  friends  and  neighbors  safety  conscious  by 
providing  safety  programs,  literature  and  posters  for  local 
schools  and  organizations. 

Continuing  our  legislative  effort.  Now  that  Medicare  is 
law  we  must  be  even  more  vigilant  where  legislation  con- 
cerns our  public  health.  We  expect  to  keep  up  our  public 
relations  with  our  legislators  and  to  urge  each  member 
to  be  active  in  the  party  of  her  choice,  and  to  support  the 
UMPAC  program. 

Promoting  a special  interest  in  rural  health  with  a pro- 
gram to  promote  better  health  education  and  practices  in 
our  rural  areas. 

We  can  no  longer  confine  our  consideration  to  our  local 
communities,  although  that  is  where  our  effort  begins.  Last 
year  literally  tons  of  medicines,  supplies  and  textbooks 
were  shipped  overseas.  We  will  continue  to  help  the  dedicated 
physicians  throughout  the  world  to  fight  disease  and  pain 
and  suffering  with  our  contributions,  or  I should  say  “your 
contributions.”  We  thank  you  for  your  cooperation  in  our 
collection  of  drugs  and  medical  supplies,  and  hope  you  will 
continue  to  help  us  with  this  business  of  international  health 
in  the  future. 

We  wish  to  thank  the  Utah  State  Medical  Association  for 
your  support;  don’t  hesitate  to  give  us  a push  in  the  right 
direction.  We  feel  that  our  auxiliary  has  much  to  give  and 
we  ask  that  each  one  of  you  would  urge  your  wife  to  be 
active  with  us. 


Report  From  Michael  Stevens, 

President  of  the  Utah  Chapter  of  the 
Student  American  Medical  Association 

It  is  my  privilege  today  to  represent  the  Student  American 
Medical  Association.  About  60  per  cent  of  the  medical  students 
in  the  United  States  belong  to  this  organization,  and  80 
medical  schools  participate  in  it. 

It  was  organized  in  1950.  At  that  time  apparently  there  was 
a picketing  by  some  interns,  and  a medical  student  who  was 
listening  to  the  news  thought  about  this  and  realized  that 
actually  there  was  no  organization  which  represented  medical 
students,  interns  and  residents;  we  were  more  or  less  left 
to  ourselves  without  any  protection,  and  so  this  organization 
came  about  as  an  autonomous  organization.  We  were  helped 
in  our  founding  by  the  American  Medical  Association,  but  at 
the  present  time  we  are  a self-governing  body. 

The  University  of  Utah  is  a new  participant  in  this  pro- 
gram, and  so  even  many  of  my  colleagues,  as  students,  don’t 
know  very  much  about  SAMA.  It  was  organized  here  two 
years  ago,  and  is  a voluntary  organization.  We  hope  to  be 
able  to  enlist  a hundred  per  cent,  or  close  to  that,  of  our 
freshmen  this  year. 

Our  voice  is  a magazine  called  the  New  Physician,  which 
actually  has  the  second  largest  circulation  of  any  medical 
publication  in  the  United  States. 

Here  in  Utah  we  have  done  a number  of  interesting  sur- 
veys. We’ve  conducted  surveys  to  see  just  how  the  students 
feel  about  certain  teachers,  and  we  hope  to  help  the  Dean  in 
this  way,  as  well  as  ourselves.  One  survey  we  conducted  last 
spring  concerned  a number  of  national  issues.  We  found 
that  20  per  cent  of  our  students  were  in  favor  of  Medicare. 
We  also  found  that  the  majority  of  our  medical  students 
were  in  favor  of  federal  aid  or  scholarships.  These  ideas 
were  interesting  to  us;  I suppose  it  shows  that  the  needs  of 
the  medical  future,  especially  financial,  are  more  important 
to  the  medical  student.  The  need  for  present  survival  is 
more  important  than  long-term  goals  or  ideas. 

We  have  a number  of  plans  for  the  coming  year.  One  idea 
that  we  are  speculating  on  at  the  present  time  is  that  of  a 
high  school  senior  day,  and  through  SAMA  we  hope  to  be 
able  to  get  some  interested  high  school  seniors  and  show 
them  around  our  medical  center.  We  feel  that  a lot  of  young 
people  in  high  school  are  being  directed  toward  other  areas 
in  science,  and  we  are  losing  a lot  of  people  that  should  be 
coming  into  medicine.  This  is  one  of  the  many  things  that 
we  hope  to  accomplish  this  year,  and  I know  that  we  will 
need  your  support. 

Report  From  Mr.  Ward  C.  Holbrook 
State  Welfare  Commission 

I came  here  to  answer  questions,  and  Dr.  Child 
and  Mr.  Bowman  have  just  posed  two  which  I shall 
attempt  to  answer. 

First,  there  has  been  a good  deal  of  concern,  I pre- 
sume, on  your  part  and  that  of  nursing  homes  relative 
to  the  fact  that  the  Welfare  Department  at  the  end  of 
the  biennium,  July  1,  lacked  $200,000  that  had  been 
available  to  us  to  spend  for  the  benefit  of  welfare 
recipients.  Two  years  ago  as  the  biennium  began,  we 
were  well  aware  that  the  Legislature  had  not  given  us 
enough  money,  so  at  that  time  we  cut  nursing  home 
rates  $10  a month.  We  have  2,300  nursing  home 
patients,  so  through  the  19  months  that  followed  we 
saved  better  than  $400,000  on  the  cost  of  nursing 
homes.  About  40  per  cent  of  this  is  State  money,  and 
60  per  cent  Federal  money. 

At  the  same  time  in  this  biennium  we  failed  to 
increase  the  grants  to  welfare  recipients.  The  Legis- 
lature provides  that  a grant  to  a needy  person, 
counting  other  resources  that  may  be  available  to 
them,  will  be  $80  a month  with  a cost  of  living  in- 
crease authorized.  During  the  biennium  the  cost  of 
living  increase  was  justified,  but  because  of  shortage 
of  money  we  did  not  increase  the  grant,  and  by  this 
process  we  saved  about  $200,000.  As  we  got  along 
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to  the  end  of  the  year,  last  year,  we  saw  that  even  this 
was  not  going  to  balance  our  budget,  which  under 
law  we  must  do,  so  we  cut  nursing  homes  again.  We 
cut  hospital  stay.  We  cut  doctors’  fees  and  saved  an- 
other $300,000.  Altogether  we  saved  about  $700,000. 
Now,  we  lacked  $200,000  of  that.  That  was  as  near 
as  we  could  get  it,  but  the  main  factor  that  brought 
the  change  was  an  improvement  in  the  economy.  We 
were  spending  in  the  Welfare  Department,  late  last 
fall  and  in  the  early  winter,  $717,000  a month  of 
State  money.  In  May  our  expenditure  was  just  over 
$600,000  or  $117,000  a month  less  than  it  was  in 
the  middle  of  the  winter.  Usually  it  is  less  in  May 
by  $50,000,  and  May  was  the  lowest  expenditure  of 
State  money  for  public  welfare  in  eighteen  months. 

You  are  all  aware  that  the  economy  in  the  whole 
country,  and  particularly  in  our  State,  did  improve 
immediately  after  the  first  of  the  year,  but  we  were 
not  conscious  of  this  until  May  or  June.  Last  Novem- 
ber, immediately  after  election,  we  reported  our  plight 
to  Governor  Rampton,  and  he  agreed  to  ask  the  legis- 
lature for  an  additional  $500,000  to  keep  up  medical 
payments.  The  legislature  went  on  through  most  of 
the  sessions,  and  finally  conferred  with  us  and  agreed 
that  they  would  appropriate  half  of  this  amount,  but 
they  went  home  without  doing  it,  and  so  there  was 
never  a moment  until  the  last  day  of  June  when  we 
felt  we  would  even  get  our  budget  balanced. 

Now  I think  it  is  from  our  standpoint  the  only 
thing  that  we  could  do.  You,  as  doctors,  suffered 
probably  $25,000  of  this  loss  in  State  money,  with 
an  additional  $60,000  in  federal  money  that  you 
would  have  had  had  we  made  no  cuts,  but  as  you 
have  observed,  most  of  the  cut  was  essential. 

Dr.  Child  has  suggested  I might  say  a word  about 
the  new  social  security  amendments.  You  speak  of 
them  as  Medicare.  In  the  Welfare  Department  it  is 
not  Medicare  that  we  are  concerned  about,  because 
there  are  many  provisions  in  Public  Law  89-97  that 
are  more  important  to  the  Welfare  Department,  and 
perhaps  more  important  to  you  than  Medicare.  Medi- 
care provides  a medical  program  for  people  over  65 
years  of  age,  and  for  hospitalization  only.  There  are 
other  provisions  in  the  bill  which  provide  for  an  in- 
surance program.  Under  the  law  as  it  passed,  it  is 
required  that  the  Welfare  Department  pay  the  insur- 
ance premium  which  is  the  fund  out  of  which  doctors 
will  be  compensated  for  their  services  for  every  wel- 
fare recipient.  We  are  already  in  the  process  of  gear- 
ing this  because  it  has  to  be  done  between  the  1st  of 
September  and  the  1st  of  March  of  amending  our 
regulations  so  that  we  will  pay  out  of  welfare  funds 
insurance  premiums  of  $3  a month  with  the  federal 
government  matching  it  for  every  recipient  over  65 
years  of  age.  Then  too  the  law  provides  that  the  Wel- 
fare Department  will  pay  the  deductibles  under  Medi- 
care for  every  welfare  recipient  and  possibly,  though 
it  has  not  been  fully  interpreted,  for  every  medically 
indigent  person  who  otherwise  would  not  be  able  to 
have  hospitalization  and  medical  care  because  he  is 
not  able  to  meet  the  cost  of  the  deductible  set  up 
under  federal  law.  These  obligations  fall  upon  the 
Welfare  Department  to  cover  the  deductibles  and  the 


insurance,  but  even  more  important  than  this  the 
new  bill  provides,  under  Title  XIX,  that  medical  care 
shall  be  provided  for  every  welfare  recipient  regard- 
less of  age,  and  shall  be  provided  for  every  medically 
indigent  person,  and  their  definition  of  this  is  any 
person  who  would  qualify  for  public  assistance  if  it 
were  not  for  his  income  and  for  his  resources. 

We  take  this  to  mean  that  the  system  which  we 
have  known  as  MAA  will  be  spread  within  the  next 
five  years  to  cover  the  entire  population,  with  the 
Welfare  Department  paying  the  cost  of  medical  care 
for  every  person  regardless  of  his  age,  and  in  amounts 
equal  to  their  need.  This  will  have  to  be  geared  to 
available  State  funds,  but  the  federal  matching  is 
available. 

The  new  federal  law  provides  for  increased  funds 
to  welfare  recipients.  In  upping  the  amount  of  the 
grant,  social  security  is  increased  and  this  can  be 
used  to  reduce  the  grant,  and  our  best  calculations 
are  that  we  will  save  about  $108,000  a month  of 
State  money  by  reason  of  the  increase  in  federal 
funds  available  to  welfare  recipients  in  Utah.  It  is 
our  understanding  that  we  can  use  this  for  medical 
programs  for  all  people,  or  we  can  simply  increase 
the  grant  to  welfare  recipients.  We  think  that  we 
ought  to  finance  a medical  program  to  all  needy 
people,  medically  indigent  as  well  as  welfare  recipi- 
ents using  this  $107,000  a month  which  would  earn 
again  $200,000  federal  matching,  giving  us  better 
than  $300,000  of  State  money,  or  have  available 
money  per  month  to  carry  the  medical  program  of 
medically  indigent  people. 

We  believe  that  this  will  affect  you  more  than 
Medicare.  We  believe  it  will  be  a bigger  program 
than  Medicare,  but  it  does  depend  on  the  states  to 
implement  it  by  matching  provisions,  where  Medi- 
care is  carried  on  social  security  without  any  state 
participation. 

Gentlemen,  we  like  the  opportunity  to  communi- 
cate with  you.  We  have  lots  of  problems.  We  have 
37,000  people  on  public  assistance.  That  is  only  three 
per  cent  of  our  population,  but  they  are  all  problem 
people.  They  have  many  health  problems.  We  spend 
one-third  of  our  entire  budget  for  medical  care.  We 
have  greatly  appreciated  in  recent  months  the  oppor- 
tunity to  work  with  Dr.  Child,  and  particularly  with 
Dr.  Waldo,  who  has  been  your  representative.  When 
we  have  had  an  opportunity  to  sit  down  with  your 
people  and  talk  matters  over,  we  have  generally 
thought  that  we  got  along  all  right.  However,  under 
this  medical  insurance  program  provided  by  the 
Medicare  Act,  it  provides  that  80  per  cent  of  the 
doctors’  fees  will  be  paid  out  of  insurance  funds. 
This  is  the  rate  that  we  are  now  paying  you  for  wel- 
fare recipients.  Whether  this  means  a new  consider- 
ation will  have  to  be  given  to  this  matter  or  not,  I 
don’t  know. 

If  we  pay,  and  the  federal  insurance  pays  80  per 
cent  of  your  fees,  and  the  other  20  per  cent  has  to 
be  paid,  you  will  have  to  find  a way  to  get  it.  I don’t 
know  how  it  will  come,  but  that  is  what  the  law 
provides. 
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Miscellaneous  Business 

Matters  involving  Blue  Shield,  particularly  the 
income  limitation,  were  discussed  by  various  mem- 
bers from  the  floor.  Dr.  Clayton  urged  that  all  del- 
egates be  in  attendance  at  the  Blue  Shield  Stock- 
holders Meeting  scheduled  for  Wednesday  evening, 
September  15. 

A motion  was  then  made  by  Dr.  John  Henrie  that 
recommendation  be  made  to  the  Fee  Schedule  Com- 
mittee that  an  after-care  period  be  added  to  our  rel- 
ative value  schedule  as  it  stands,  and  any  other 
changes  that  need  to  be  added  to  it.  This  motion  was 
seconded  and  unanimously  approved. 

Another  motion  was  offered  and  passed  that  the 
Medical  Economics  Committee  act  on  a possible 
increase  of  the  relative  value  of  the  fee  schedule. 

Thereupon,  the  First  Session  of  the  House  of 
Delegates  of  the  Utah  State  Medical  Association  ad- 
journed at  11:10  a.m.  September  14,  1965. 

SECOND  SESSION 
September  15,  1965 

The  Chairman  of  the  Credentials  Committee  re- 
ported a quorum  in  attendance,  and  the  Second  Ses- 
sion was  declared  in  order.  The  first  item  of  business 
was  a report  of  the  Nominating  Committee. 

The  Nominating  Committee  offered  the  following 
candidates:  President-elect,  Dr.  Paul  A.  Clayton  and 
Dr.  Chester  B.  Powell;  Honorary  President,  Dr. 
Henry  C.  Stranquist;  AMA  Delegate,  Dr.  Wallace  S. 
Brooke  and  Dr.  Drew  M.  Petersen;  Alternate  Dele- 
gate, Dr.  Russell  N.  Hirst  and  Dr.  Ralph  E. 
Jorgenson;  Speaker  of  the  House,  Dr.  William  R. 
Christensen  and  Dr.  J.  Clare  Hayward.  It  was  then 
moved,  seconded,  and  approved  that  the  report  of 
the  Nominating  Committee  be  accepted.  Tellers  were 
appointed,  and  delegates  were  instructed  to  cast 
their  ballots. 

USMA  President’s  Report 

The  Board  of  Trustees  was  requested  to  follow 
through  with  Dr.  Child’s  recommendation  that  the 
report  of  the  Little  Hoover  Commission  concerning 
the  State  Health  and  Welfare  Departments  be  inves- 
tigated regarding  how  the  practice  of  medicine  will 
be  affected. 

The  Board  of  Trustees  was  also  requested  to  re- 
investigate and  study  the  system  of  councils  appointed 
by  the  society.  Dr.  Child’s  report  was  accepted,  with 
appreciation  to  him  for  his  outstanding  accomplish- 
ments as  President  during  the  past  year. 

Scientific  Program  Committee’s  Report 

The  Program  Committee  was  requested  to  con- 
sider, for  the  following  year’s  scientific  sessions,  the 
addition  of  space  for  the  exhibition  of  physicians’ 
art  work,  photography,  and  other  avocational  inter- 
ests. There  was  also  an  amendment  made  that  the 
House  of  Delegates  and  the  Scientific  Sessions  be 
held  on  separate  days  so  that  they  not  conflict.  This 
report  was  otherwise  accepted  with  commendation. 


Report  of  the  Utah  Editorial  Board  of  the 
Rocky  Mountain  Medical  Journal 

This  report  was  accepted  with  several  suggestions 
made  by  the  Reference  Committee. 

First,  the  importance  of  increased  participation  by 
Utah  members  in  submitting  articles  for  publication 
in  the  Journal  was  emphasized.  It  was  suggested  spe- 
cifically that  the  Utah  Editorial  Board  make  a point 
of  obtaining  and  utilizing  presentations  at  our  State 
meeting  for  publication  in  the  Journal. 

Second,  it  was  suggested  that  the  Board  stimulate 
interest  in  contribution  of  reports,  both  of  research 
and  factual  character,  by  Utah  membership. 

Third,  it  was  suggested  that  the  Board  stimulate 
interest  by  setting  up,  if  possible,  some  specific  pro- 
grams of  contribution  for  the  Journal.  It  was  spe- 
cifically mentioned  that  establishment  of  a depart- 
ment of  CPC  be  investigated  as  a possibility.  It  was 
recommended  that  review  articles,  articles  on  basic 
science,  and  other  departments  be  submitted. 

Last,  it  was  suggested  that  the  Editorial  Board 
contact  the  University  of  Utah  for  their  contribu- 
tions. 

It  was  pointed  out  that  a similar  regional  journal 
has  attained  national  and  world-wide  status  by  its 
excellence,  and  that  the  Rocky  Mountain  Medical 
Journal  should  aim  at  a similar  position. 

Mrs.  Richard  Sutter,  President, 

AMA  W oman’ s Auxiliary 

Let  me  just  say  that,  as  members  of  the  Medical  Auxiliary, 
we  feel  we  are  very  fortunate  in  having  our  organization 
through  which  we  can  contribute  to  the  betterment  of  our 
communities  and  to  our  husbands’  field  of  service.  It  is  well 
recognized  that  the  most  productive  auxiliaries — those  with 
records  of  greater  service  to  their  medical  societies  enjoy 
a very  high  degree  of  cooperation  and  liaison  with  the  med- 
ical societies.  Our  auxiliaries  need  constant  encouragement 
in  their  efforts  to  extend  the  aims  of  medicine  and  public 
health. 

Other  community  agencies  and  organizations  are  increas- 
ingly aware  of  the  value  of  auxiliary  women  as  volunteers, 
available  to  support  their  causes,  and  they  look  with  envy 
on  medical  organizations’  good  fortune  in  having  the  ser- 
vices of  auxiliary  organizations.  The  medical  auxiliary  poten- 
tial can  be  increased  and  extended  with  not  only  financial, 
but  staff  assistance  from  medical  societies. 

We  welcome  assistance  in  providing  meaningful  auxiliary 
meetings  which  will  make  our  members  more  knowledge- 
able about  the  health  problems  of  her  community,  to  activate 
her  through  awareness  and  understanding  to  play  a part  as 
an  informed  citizen  in  finding  acceptable  solutions  to  unmet 
needs. 

We  know  we  are  in  a struggle  today  between  the  so-called 
public  sector  and  centralized  federal  government,  and  the 
so-called  private  sector  or  the  community  financial  power 
structure,  and  it  is  increasingly  recognized  that  neither  of 
these  forces  alone  will  insure  the  survival  of  a democracy 
as  we  have  known  it;  it  will  take  both,  plus  a third  force, 
citizen  leadership,  if  we  are  not  to  be  controlled  by  either 
the  extreme  left  or  the  extreme  right. 

State’s  rights  mean  State’s  responsibilities.  We  feel  it  is 
unrealistic  for  physicians  to  take  time  from  their  patients  to 
sit  in  many  day-long  community  work  shops,  or  even  in 
many  prolonged  luncheon  meetings,  but  the  physician’s  wife, 
well  informed  through  her  auxiliary,  can  provide  a real 
extension  of  organized  medicine  into  the  community  through 
service  on  boards  and  councils,  expressing  opinions  which 
may  very  well  not  otherwise  be  heard.  In  addition,  she  pro- 
vides herself  with  self  growth,  fulfillment  as  a person,  and 
gains  a sense  of  participation  in  the  mainstream  of  events. 
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Dr.  Castleton,  Dean,  University  of  Utah 
College  of  Medicine 

I want  to  express  appreciation  for  the  fine  support 
which  the  members  of  this  organization  have  ex- 
tended to  the  medical  school  over  a period  of  years. 

Medical  schools  are  faced  with  many  difficult  and 
serious  problems  at  this  time;  medical  education  is 
in  a state  of  reappraisal  and  self  analysis,  the  like 
of  which  we  have  not  seen  for  many,  many  years. 
There  are  several  reasons  for  this  unrest  and  reap- 
praisal of  our  objectives.  One  of  these  is  the  attempt 
of  medical  schools  to  increase  the  number  of  doctors 
who  are  being  turned  out  by  the  schools.  Students 
agree  that  in  order  to  maintain  the  present  ratio  of 
doctors  per  unit  population,  we  will  have  to  increase 
our  output  of  doctors  by  50  per  cent  by  1975.  In 
order  to  do  this  all  medical  schools  are  attempting  to 
enlarge,  and  there  are  now  twelve  new  medical 
schools  that  are  in  various  stages  of  organization 
and  construction,  but  because  of  the  long  period 
that  it  takes  to  develop  a medical  school,  to  graduate 
their  students,  and  to  give  them  time  to  get  into 
practice,  there  is  a long  lag  period,  perhaps  ten  years 
or  more,  before  these  objectives  are  realized.  It  now 
appears  that  we  will  not  reach  this  number  because 
even  with  twelve  new  medical  schools  this  will  in- 
crease the  output  of  doctors  only  about  850  per 
year,  whereas  we  will  have  to  increase  the  number 
of  graduates  from  the  present  of  about  7,500  per 
year,  to  about  10,500  per  year  if  we  are  going  to 
reach  this  goal  of  maintaining  the  same  ratio  which 
we  now  have. 

Among  the  problems  which  we  have,  I think  the 
two  most  serious  ones  are  financial,  because  of  the 
high  cost  of  medical  education  and  our  attempts  to 
increase  the  output  of  doctors,  and,  secondly,  the 
scientific  explosion  which  is  now  going  on  which  is 
making  it  increasingly  difficult  for  our  faculties  to 
turn  out  well-prepared  young  physicians.  All  med- 
ical schools  are  re-examining  their  curriculum,  and 
more  and  more  stress  is  laid  on  the  learning  process 
in  contrast  to  the  teaching  process.  It  is  not  suffi- 
cient nowadays  to  turn  out  our  students  who  are 
well  versed  in  the  medicine  of  1965,  but  to  so  stimu- 
late their  intellectual  curiosity  to  teach  them  how  to 
teach  themselves  and  to  so  inspire  them  that  in  1975 
they  will  be  practicing  medicine  in  1975  and  not 
the  medicine  of  1965. 

The  University  of  Utah  College  of  Medicine  has 
more  than  its  share  of  problems  as  compared  with 
other  schools,  because  we  happen  to  be  located  in  a 
state  of  low  population,  and  hence  low  total  income, 
and  our  legislative  appropriation  because  of  these 
reasons  is  the  lowest  in  the  country.  This  poses  a 
very  difficult  problem  for  us,  particularly  in  admin- 
istration, to  attract  and  hold  the  caliber  of  faculty 
and  attract  the  quality  of  students  that  we  want  so 
that  we  can  compete  successfully  against  the  many 
other  medical  schools  in  the  country. 

There  is  a real  shortage  of  academic  people  in 
medicine  currently.  Two  years  ago  the  AMA  News 
published  an  article  in  which  it  was  indicated  that 


there  were  more  than  900  budgeted  unfilled  posi- 
tions in  medical  school  faculties.  This  situation  is 
getting  worse  instead  of  better  because  of  expansion 
of  schools  and  because  of  new  schools  now  in  vari- 
ous stages  of  organization.  The  people  of  this  coun- 
try are  going  to  demand  good  medical  care  and  good 
doctors,  and  it  is  up  to  us  in  the  medical  schools  to 
see  that  we  are  able  to  provide  this,  but  we  are  going 
to  need  the  help  and  cooperation  of  everyone,  par- 
ticularly the  medical  profession.  We  need  the  help 
of  various  governmental  agencies,  state  and  county, 
and  in  some  cases  federal,  in  order  to  do  this. 

I would  also  like  to  describe  several  matters  that 
have  come  to  us  relating  to  the  medical  school.  When 
I was  President  of  the  Utah  State  Medical  Associa- 
tion several  years  ago,  I had  a number  of  complaints 
from  doctors  who  felt  there  was  too  much  private 
work  going  on  at  the  University.  I appointed  a com- 
mittee to  investigate  this,  and  the  committee  reported 
back  that  there  was  little  or  no  basis  for  this  complaint. 
Indeed,  in  some  instances,  the  amount  of  income 
from  outside  sources  was  ridiculously  small.  I am 
one  who  believes  that  our  faculty  should  do  private 
work,  and  there  are  a number  of  reasons  why. 

One  is  purely  a financial  one.  If  we  have  a strict 
full-time  system,  we  must  pay  substantially  larger 
salaries  than  we  can  do  at  this  time,  and  this  is 
already  one  of  our  major  problems.  Another  reason, 
however — and  perhaps  even  a better  reason — is  that 
I feel  that  the  members  of  our  faculty  should  see 
private  patients.  They  are  better  teachers  if  they  do; 
it  is  good  for  them  to  have  a personal  interest.  I 
think  they  transmit  and  teach  our  students  in  a little 
different  manner  than  they  would  if  they  were  han- 
dling purely  the  welfare  type  of  patient.  Still  another 
reason  is  that  our  students,  our  house  staff,  or  interns 
and  residents,  should  have  some  exposure  to  this  type 
of  patient.  I don’t  believe  that  we  will  turn  out  good 
young  doctors  if  all  the  teaching  is  based  on  the 
welfare  patient,  many  of  whom  are  very  elderly  peo- 
ple with  chronic  disease  such  as  strokes  and  arthritis, 
etc. 

However,  our  people  cannot  do  private  practice 
unless  you  refer  them.  We  feel  that  we  have  many 
people  on  our  faculty  that  have  particular  interests 
and  skills  which  are  not  readily  available  in  all  hos- 
pitals. We  hope  that  you  might  refer  some  of  your 
cases  to  these  people  if  you  feel  that  because  of 
some  particular  skill,  or  because  of  the  equipment 
we  have,  we  are  in  a position  to  render  superior 
service  not  only  to  the  patient  but  to  you. 

Another  problem  relates  to  rules  and  regulations 
of  licensing  foreign  graduates.  Utah  is  one  of  the 
few  states  which  does  not,  or  which  did  not  at  least 
permit  under  any  circumstances  licensing  of  a grad- 
uate of  a foreign  medical  school.  About  four  or  five 
years  ago  I was  chairman  of  the  State  Committee 
to  study  this  problem;  we  made  a number  of  recom- 
mendations in  which  we  suggested  that  the  licensing 
laws  be  modified  so  that  under  certain  circumstances 
foreign  graduates  could  obtain  a license.  Some  of 
our  recommendations  were  accepted  and  some  were 
rejected,  but  the  change  that  occurred  did  permit. 
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under  certain  circumstances,  the  licensing  of  foreign 
graduates.  However,  the  hurdles  were  so  great  that 
since  then  there  has  never  been  a foreign  graduate 
given  a license  in  this  state. 

We  have  recently  approached  the  licensing  group 
to  see  if  this  might  not  be  further  modified.  Occa- 
sionally, we  have  an  opportunity  to  pick  up  as  a 
faculty  member  someone  who,  we  think,  would  make 
a great  addition  to  our  faculty.  Usually  these  are 
people  who  are  contacted  by  some  of  our  faculty 
who  go  to  Europe  for  a year  or  so  to  work  on  a 
specific  project. 

We  appreciate  the  fact  that  the  Utah  State  Med- 
ical Association  is  interested  in  this,  and  the  com- 
mittee has  indicated  a willingness  and  a desire  to 
take  a hard  look  at  it  to  see  if  something  can  be 
done.  We  realize  that  there  are  limits  beyond  which 
this  committee  cannot  go,  but  we  would  hope  that 
something  might  be  done  whereby  under  certain 
circumstances  we  might  be  able  to  utilize  a few  of 
these  people. 

Again,  I want  to  express  to  you  the  deep  appre- 
ciation of  those  in  the  medical  school  for  your 
support. 

Blood  Bank  Report 

This  report  was  accepted  with  the  correction  in 
the  second  paragraph,  “Unable  to  supply  donors” 
rather  than  “doctors.” 

Mental  Health  Committee  Report 

This  report  was  accepted  by  the  House,  with  a 
recommendation  from  the  Reference  Committee  to 
eliminate  the  sentence,  “Marriage  counselling  for 
hire  by  non-professional  people  is  becoming  a serious 
problem.” 

Nursing  Home  Liaison  Report 

The  Reference  Committee  recommended  approval 
of  this  report  as  written.  However,  Dr.  G.  D.  Carlyle 
Thompson  was  called  upon  to  present  some  addi- 
tional information.  Dr.  Thompson  stated  that  those 
who  are  interested  or  concerned  with  nursing  homes 
should  receive  a copy  of  the  new  rules.  He  stated 
that  rather  than  send  these  to  everyone,  particularly 
those  who  have  no  interest,  those  who  would  like 
a copy  of  the  new  regulations  should  contact  him. 

Fee  Schedule  Report 

The  Reference  Committee  recommended  accept- 
ance of  this  report,  but  added  that  if  reports  from 
the  subcommittees  are  not  forthcoming,  that  the 
Board  of  Trustees  take  appropriate  action  so  that 
the  Fee  Schedule  Committee  can  complete  their 
work. 

Maternal  Mortality  Committee  Report 

This  report  was  accepted  as  written,  with  the  sug- 
gestion that  the  physicians  involved  submit  any  sub- 
sequent information  they  have  so  that  this  commit- 
tee can  complete  their  work  for  1965. 


Rehabilitation  Committee  Report 

Attorney  John  Snow  recommended  eliminating 
several  words  in  the  last  paragraph  of  this  report 
which  were  legally  too  binding.  The  last  paragraph 
should  read:  “Inasmuch  as  proposed  H.R.  8310 
now  before  the  Congress  of  the  United  States  would 
require  Utah  to  have  a planning  committee  for  re- 
habilitation within  the  State  of  Utah,  it  will  be  rec- 
ommended that  the  medical  profession  express  the 
desire  to  the  Department  of  Public  Instruction  that 
the  Medical  Association  will  grant  help  to  the  State.” 
This  report  was  accepted  with  this  change. 

Trauma  Committee  Report 

The  Reference  Committee  recommended  that  this 
report  be  accepted,  with  the  following  suggestions: 

That  this  Committee  be  enlarged  to  include  phy- 
sicians from  various  areas  of  the  State,  particularly 
from  the  southern  part  of  Utah,  and  Provo,  Weber, 
and  Cache  County. 

The  Reference  Committee  also  suggested  that  the 
results  and  findings  of  this  Committee  be  presented 
at  one  of  the  scientific  sessions  of  the  State  meetings. 

Medical  Legal  Committee  Report 

The  Committee  recommended  acceptance  of  this 
report,  with  the  recommendation  that  it  perhaps  be 
considered  for  publication  in  the  State  Bulletin. 

Cancer  Committe  Report 

It  was  recommended  that  future  committees  should 
carefully  study  where  the  Department  of  Oncology 
should  be  with  reference  to  the  medical  school  versus 
the  State  Health  Department.  It  was  also  moved  and 
seconded  that  the  Cancer  Committee  be  given  the 
additional  responsibility  of  reviewing  the  work  of 
the  Cancer  Registry,  to  the  end  that  its  effectiveness 
in  improving  patient  care  be  continually  improved. 
The  report  was  accepted  with  these  recommendations. 

Rural  Health  Committee 

The  Committee  noted  that  there  had  been  no 
report  submitted.  Dr.  Nelson  stated  that  his  Ref- 
erence Committee  did  not  feel  that  Utah  has  no 
rural  problems,  and  recommended  that  the  Board 
of  Trustees  seek  out  a chairman  interested  in  such 
problems  and  then  instruct  this  committee  to  report 
back  to  the  House  of  Delegates  at  the  next  meeting. 

Medical  Advisory  Committee  to 
the  Public  Welfare 

The  Reference  Committee  recommended  accept- 
ance of  this  report,  with  the  exception  of  paragraph 
2 where  it  states,  “That  the  committee  work  is  done, 
and  since  Dr.  Waldo  is  the  advisor  to  the  Public 
Welfare,  their  committee  is  no  longer  needed.”  The 
Reference  Committee  felt  that  this  committee  is 
needed  more  than  it  has  ever  been,  and  made  the 
suggestions  that  the  committee  not  be  deleted,  that 
it  act  as  an  active  committee,  and  that  the  advisor 
to  the  Public  Welfare  also  be  the  chairman  of  this 


for  December,  1965 


67 


committee  so  that  he  can  coordinate  the  work  of 
this  committee  and  stimulate  it. 

Sanitation  and  Pollution  Committee 

This  report  was  accepted  by  the  House  of  Del- 
egates, with  a recommendation  from  the  Reference 
Committee  that  all  doctors  in  their  specific  locations 
help  to  clear  up  the  water  where  it  does  not  meet 
the  sanitary  requirements  of  our  state.  It  was  brought 
out  that  there  are  over  156  water  supplies  in  the 
State  which  do  not  meet  the  requirements. 

Southern  Utah  Medical  Society  Report 

Due  to  several  statements  in  this  report  which 
members  of  the  Utah  State  Medical  Association  felt 
they  could  not  accept,  this  report  was  referred  back 
to  the  Board  of  Trustees  for  further  consideration 
and  action.  Dr.  Sannella  added  that  since  the  writing 
of  this  report,  another  member  has  been  added  to 
the  Society,  Dr.  Harold  Hanson,  who  is  practicing 
in  Fillmore. 

Resolutions 

The  following  resolutions  were  adopted  by  the 
House: 

Retirement  of  Mr.  Harvey  Sethman 

This  resolution  was  printed  earlier  in  the  Min- 
utes, following  Mr.  Sethmarfs  remarks  to  the  House 
of  Delegates. 

Prevailing  Fees 

Whereas,  Medicare  is  now  the  law  of  the  land  to  be  admin- 
istered by  a “carrier”  to  be  designated  by  the  Department 
of  Health,  Education  and  Welfare,  which  will  be  empowered 
under  the  act  to  pay  a “reasonable  fee”  for  professional 
services,  such  fee  "to  be  determined  by  the  carrier,”  and 

Whereas,  It  has  been  a time-honored  concept  held  sacred 
by  the  profession  to  determine  its  own  fees  rather  than  a 
third  party  “carrier,”  and 

Whereas,  It  is  not  in  the  best  interest  of  the  profession 
to  be  restricted  by  a suggested  or  a fixed  schedule  especially 
at  a time  when  the  government  has  become  a third  party  in 
Medicare,  and 

Whereas,  Under  a “prevailing  fee”  concept  each  individual 
physician  determines  his  own  fees,  and  which  fees  will  be 
paid  in  full  for  his  services,  and 

Whereas,  Under  Blue  Shield  the  physician  maintains  a 
voice  in  the  policies  of  the  organization  and  can  be  a stan- 
dard bearer  as  well  as  a guiding  influence  in  socio-economic 
currents  as  they  are  now  affecting  both  the  public  as  well 
as  the  profession,  and 

Whereas,  The  principle  of  ’’Prevailing  fees”  applies  not 
only  to  Medicare  but  also  to  other  demands  of  the  market 
for  payment  of  physicians’  services  by  Blue  Shield: 

Now  Therefore  Be  It  Resolved, 

1.  That  Blue  Shield  (The  Medical  Service  Bureau  of  the 
Utah  State  Medical  Association)  be  preferred  as  the  “car- 
rier” of  our  preference  in  the  State  of  Utah  for  the  admin- 
istration of  the  Medicare  Law  under  the  supplementary 
coverage  of  Part  B dealing  with  payment  for  physicians’ 
services,  and 

2.  That  the  concept  of  “Prevailing  fees”  be  studied  at  this 
time  to  protect  the  physicians  of  this  state  from  the  effects 
of  being  tied  to  a fee  schedule,  and 

3.  That  a survey  be  conducted  by  Blue  Shield  of  all  doc- 
tors throughout  the  state  as  to  their  usual  and  prevailing 
charges,  and 

4.  That  the  results  of  such  study  be  reported  to  the  Board 
of  Trustees  of  the  Utah  State  Medical  Association  as  soon 
as  feasible  for  implementation  if  such  a program  is  deemed 
advisable  at  this  time. 

An  approved  amendment  to  this  resolution  follows: 

That  the  Medical  Society,  as  well  as  Blue  Shield,  include 
all  the  medical  specialties  in  their  program,  which  means 


that  we  also  include  those  ancillary  services  as  medical  ser- 
vices in  any  negotiations  in  the  future. 

Election  of  Officers 

Speaker  Hirst  reported  the  results  of  the  tellers  on 
the  election: 

President-elect — Dr.  Paul  A.  Clayton 
Honorary  President — Dr.  Henry  C.  Stranquist 
AMA  Delegate — Dr.  Drew  M.  Petersen 
Alternate  Delegate — Dr.  Ralph  E.  Jorgenson 
Speaker  of  the  House-— Dr.  J.  Clare  Hayward 
Alternate  Speaker — Dr.  William  R.  Christensen 

New  President-Elect’s  Remarks 

I think  I said  my  little  speech  before.  I said  thanks.  I 
should  have  qualified  it — thank  you  for  your  confidence. 

I would  just  like  to  make  my  position  clear  on  one  point. 
Over  the  years  many  of  you  have  known  me  as  an  advocate 
of  Blue  Shield,  and  I am  still  that.  I met  Mr.  Mody  outside 
the  door  a little  while  ago,  and  he  made  the  remark  that 
he  had  heard  me  tear  Blue  Shield  up  one  side  and  down 
the  other,  but  I always  supported  them  in  the  end.  Essen- 
tially this  is  true.  I do  believe  in  Blue  Shield,  and  that  is 
the  reason  that  I made  the  remarks  that  I did  awhile  ago. 
I don't  like  some  of  the  policies  that  are  coming  out,  and  I 
think  they  will  be  discussed  at  the  meeting  tonight,  so  I 
hope  that  you  will  all  be  in  attendance  so  that  we  can  have 
a thorough  discussion  of  some  of  these  problems  that  are 
coming  up. 

It  is  my  privilege  to  be  here,  and  thank  you  again. 

Remarks  of  Immediate  Past  President, 

Dr.  Stanley  R.  Child 

Yesterday  we  had  the  honor  of  turning  over  the  gavel  and 
responsibility  of  the  Board  of  Trustees  to  our  new  president, 
Dr.  Broadbent.  I simply  wish  to  say  it  has  been  an  honor 
and  a pleasure  to  serve  you,  gentlemen.  I have  enjoyed 
it.  It  has  been  a challenge.  It  has  been  time  consuming.  I 
have  been  deeply  grateful  for  my  associates  in  practice  who 
have  borne  the  brunt  of  taking  care  of  my  practice  a great 
deal  of  the  time  when  I have  been  away,  and  I do  look 
forward  to  the  opportunity  of  continuing  to  serve  you. 

We  have  a good  committee  to  work  with  the  Welfare  Com- 
mission. I shall  be  chairman.  The  other  two  liaison  members 
to  go  up  there  and  battle  this  out  with  them  will  be  Dr. 
Ralph  Jorgenson  and  Dr.  Don  D.  Olson  of  Ogden.  We  have  a 
large  committee  to  back  us  up  so  if  we  can  get  them  to  start 
reviewing  claims  that  they  should  with  the  proper  review 
and  adjudication,  I think  we  will  be  a long  way  towards 
solving  our  problem. 

It  is  with  a great  deal  of  pleasure  that  I turn  this  office 
over  to  your  new  president.  I am  thrilled  to  see  another 
very  fine  man  become  your  president-elect.  Your  association 
continues  on,  I am  sure,  throughout  the  years  in  good  hands, 
and  will  continue  to  be  under  very  strong  leadership  with 
Dr.  Verl  Broadbent  as  your  new  president.  Dr.  Broadbent, 
welcome  to  your  new  position. 

Remarks  of  Dr.  L.  V.  Broadbent,  President 

Dr.  Child,  we  have  here  a certificate  which  is  indeed  an 
honor  to  present  to  you.  “The  Utah  State  Medical  Associa- 
tion certifies  that  Stanley  R.  Child  has  served  as  president 
of  the  Utah  State  Medical  Association  during  the  year  1965. 
Through  unselfish  devotion  to  his  profession  he  has  advanced 
the  science  of  medicine  and  health.” 

You  have  set  a pace  that  will  be  very  difficult  to  follow, 
Stan,  I assure  you  that. 

Fellow  delegates,  I would  like  to  begin  today  by  express- 
ing to  you  my  sincere  appreciation  for  the  confidence  you 
have  shown  in  me  by  electing  me  to  serve  as  your  President 
for  the  coming  year.  I assure  you  that  I will  attempt  to 
serve  effectively  and  to  justify  the  confidence  you  have 
placed  in  me. 

I would  also  like  to  pay  tribute  to  Dr.  Child  who  has 
served  so  well  during  the  past  year.  On  behalf  of  the  entire 
house,  Dr.  Child,  I commend  you  for  your  fine  work  and 
thank  you  for  your  efforts  on  behalf  of  organized  medicine 
in  Utah.  I will  try  to  continue  to  build  on  the  fine  structure 
built  by  you  and  previous  presidents  of  our  association. 

I recall  a recent  article  in  the  Tribune  written  by  Bill 
Patrick  in  which  he  reviewed  some  of  the  important  medical 


68 


Rocky  Mountain  Medical  Journal 


happenings  of  the  past  year.  I,  too,  would  like  to  call  to 
your  attention  several  important  events  of  the  past  year 
which  will  undoubtedly  be  influential  in  the  development  of 
the  practice  of  medicine  in  Utah  in  the  coming  years. 

Probably  the  most  important  medical  event  to  occur  in 
Utah  for  many  years  was  the  opening  of  the  new  University 
of  Utah  Medical  Center.  This  magnificent  medical  training 
center  will  contribute  to  better  health  and  medical  care  of 
the  people  of  Utah  for  years  to  come.  We,  as  doctors,  should 
be  justly  proud  of  this  accomplishment  in  which  we  have 
participated. 

The  second  event  to  which  I want  to  address  my  remarks 
is  on  the  debit  side  of  the  medical  ledger — that  being  passage 
of  the  so-called  “Medicare  Law.”  This  event  alone  should 
alert  the  doctors  of  the  State  to  the  fact  that  we  can  expect 
a most  active  and  important  year  ahead. 

The  pattern  is  now  being  set  for  medicine  which  may 
change  the  practice  considerably  over  the  next  few  years. 
Every  doctor  should  be  interested  in  these  changes  and 
should  be  willing  and  anxious  to  have  his  wishes  known  by 
the  leadership  of  the  Association. 

As  the  ground  rules  of  “Medicare”  are  being  established, 
you  can  rest  assured  that  your  Board  of  Trustees  is  inter- 
ested in,  and  keeping  abreast  of  all  developments  in  this 
area.  We  are  working  toward  the  establishment  of  an  agency 
such  as  Blue  Shield  or  Blue  Cross  in  cooperation  with  private 
insurance  carriers  to  work  as  fiscal  agent  with  the  Depart- 
ment of  Health,  Education  and  Welfare  in  implementing  the 
program. 

It  is  felt  that  we  must  work  aggressively  along  these  lines 
in  order  to  keep  the  program  in  compliance  with  medical 
standards  which  exist  in  the  State  of  Utah. 

A second  program  of  importance  in  shaping  the  future 
practice  of  medicine  is  contained  in  Senate  Bill  596  and 
House  Resolution  3140  now  before  Congress.  These  bills,  the 
Heart  Disease,  Cancer  and  Stroke  Amendments  of  1965,  call 
for  the  construction  of  regional  medical  complexes  for  re- 
search in  these  areas.  While  the  AMA  fully  supports  the 
intent  of  this  legislation  to  bring  about  a reduction  of  the 
incidence  of  heart  disease,  cancer  and  stroke,  it  is  felt  that 
the  legislation  is  too  vague  and  based  on  some  assumptions 
that  are  open  to  question.  The  AMA  has  been  successful  in 
having  the  bill  revised  more  to  its  liking.  However,  it  still 
hasn’t  given  full  approval  of  the  bill. 

The  AMA  presently  has  a task  force  working  with  the 
Department  of  Health,  Education  and  Welfare  on  both  Med- 
icare and  HR  3140.  Your  executive  offices  are  keeping  in 
contact  with  the  task  force  to  help  to  bring  about  the  best 
possible  results. 

On  the  local  front  we  are  looking  for  an  active  year,  espe- 
cially due  to  the  fact  that  the  legislature  will  be  called  into 
special  session  by  the  Governor. 

I remind  you  also  that  the  off-year  congressional  elections 
and  state  legislature  elections  are  fast  approaching  and  will 
take  place  during  the  coming  year.  All  doctors  of  the  state 
are  encouraged  to  participate  actively  in  the  political  skir- 
mishes in  your  area.  I would  also  encourage  any  doctors 
who  feel  they  can  to  run  for  elective  office. 

Following  Dr.  Broadbent’s  remarks  it  was  moved, 
seconded,  and  approved  that  the  House  of  Delegates 
adjourn  the  1965  Sessions  at  11:15  a.m.,  subject  to 
any  special  call  by  the  President. 


USMA  News  Briefs 

The  Doctor  Hugh  O.  Brown  Memorial  Anesthesi- 
ology Library  was  dedicated  October  17,  1965.  This 
library  is  composed  of  books  and  teaching  materials 
on  Anesthesiology  and  related  basic  sciences.  It  is 
composed  of  gifts  from  Dr.  and  Mrs.  Hugh  O. 
Brown,  books  purchased  through  gifts  of  former 
friends  of  the  Browns  and  alumni  of  the  University 
of  Utah,  and  from  the  staff  of  the  Division  of  Anes- 
thesiology. 

* * * 

Dr.  Victor  Kassel,  Chairman,  Salt  Lake  County 
Medical  Society  Committee  on  Aging,  recently  par- 
ticipated on  the  program  of  an  AMA-sponsored  Con- 
ference on  Aging  and  Long-Term  Care  held  in  Den- 


ver. The  medical  society  offices  have  received  a let- 
ter of  appreciation  from  the  AMA  expressing  appre- 
ciation to  Dr.  Kassel  for  the  time  and  energy  he 
contributed  to  making  the  conference  a success. 

* * * 

Five  members  of  the  Utah  State  Medical  Associa- 
tion were  inducted  as  Fellows  of  the  American  Col- 
lege of  Surgeons  at  their  recent  Clinical  Congress 
held  in  Atlantic  City.  Utahns  receiving  the  “F.A.C.S.” 
designation  in  the  cap  and  gown  ceremonies  included: 
Dr.  W.  James  Gardner,  III,  Ogden;  Dr.  Donald  V. 
Poppen,  Provo;  Dr.  Clynn  R.  Ford,  Dr.  Grand  H. 
Southwick,  and  Dr.  Lawrence  E.  Stevens,  Salt  Lake 
City. 

* * * 

Dr.  Preston  Burnham  has  recently  completed  the 
narration  of  a 40-minute  movie  for  Astra  Pharmaceu- 
tical Company.  This  film,  which  is  in  color  and  has 
added  animation,  is  entitled,  “Regional  Nerve  Block 
in  the  Upper  Extremities  of  the  Hand.” 

Dr.  Burnham  was  also  a recent  speaker  at  the 
Idaho  State  Medical  Meetings,  and  the  Nevada  State 
Medical  Meetings.  He  spoke  on  subjects  dealing  with 
surgery  of  the  hand.  He  also  moderated  a surgical 
and  medical  panel  on  immediate  treatment  of  injuries 
at  the  Nevada  meetings. 

* * * 

Dr.  C.  Hilmon  Castle,  chairman,  division  of  post- 
graduate medical  education,  University  of  Utah  Col- 
lege of  Medicine,  attended  a White  House  Confer- 
ence on  Health  on  November  3 and  4.  He  was  asked 
by  President  Johnson  to  attend  the  conference  for  the 
purpose  of  discussing  the  health  needs  of  the  country. 


“ — and  that  about  covers  our  fast-recovery  program.” 


for  December,  1965 
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of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  -within  15 
days  after  date  of  publication.  Min- 
imum charge  applies  for  100 
copies  or  less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver  18,  Colorado 


Description:  Hygroion,  brand 
of  chlorthalidone,  is  an  oral 
diuretic  agent  of  value  in  the 
treatment  of  edema  and  hyper- 
tension. The  drug  is  notable 
for  its  prolonged  action  (48-72 
hours)  and  low  toxicity.  It  is  not 
a thiazide  and  may  often  be 
employed  successfully  in  pa- 
tients who  are  intolerant  of 
other  agents  or  become  refrac- 
tory to  them. 

Indications:  Hypertension  and 
many  types  of  edema  involv- 
ing retention  of  salt  and  water. 
Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Warning:  With  administration 
of  enteric-coated  potassium 
supplements,  the  possibility  of 
small  bowel  lesions  should  be 
kept  in  mind. 

Precautions:  Reduce  dosage 
of  concomitant  antihyperten- 
sive agents  by  at  least  one-half. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or  digi- 
talis. Sait  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000.  For 
full  details,  see  the  complete 
prescribing  information. 
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Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy...or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies.  - 
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Jfoliday,  Season 

1965 


Vke  hour*  of  the 
old  year  are 
numbered  . . . 


. . . the  candle  burns  low  . . . and  in  the  lingering  light  that  remains 
of  1965,  we  sit  back  and  pause  . . . and  think  of  the  wonderful  cus- 
tomers  and  friends  we  are  privileged  to  know. 

We  cannot  let  this  year  fade  out  without  telling  you  how  grateful 
we  are  for  the  business  with  which  you  have  favored  us. 

May  the  new  year  bring  you  health,  wealth,  happiness  and  con- 
tentment . . . may  it  be  our  privilege  to  continue  our  pleasant  associa- 
tion with  you  . . . and  may  you  have  the  best  holiday  season  ever! 

Sincerely, 

Julius  Herbert  and  Associates 


GEO.  BERBERT  & SONS,  INC 

1 7 i 7 Logan  Street,  Denver,  Colorado  80203  * Telephone  255-0408 

1903-1965 — Our  62nd  Anniversary 
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The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 
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Vitamin  Bi  2 Crystalline 
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capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 

jars  of  30  (one  month's  supply) 
(three  months'  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 


University  of  Colorado  Medical  Center 

Dr.  Ward  Darley,  visiting  professor  of  medicine  in 
the  University  of  Colorado  School  of  Medicine  and 
a former  president  of  the  University,  has  been  pre- 
sented the  fourth  John  M.  Russell  Award  for  his 
“outstanding  contribution  to  academic  medicine.” 

The  award  has  been  presented  annually  since  1962 
by  the  young  faculty  members  at  American  medical 
schools  who  have  been  honored  as  Markle  Scholars. 

It  is  given  to  “an  individual  who  has  made  an  out- 
standing contribution  to  academic  medicine,  the  im- 
pact of  which  has  been  felt  widely  and  outside  the 
recipient’s  own  specialty  field  and  beyond  the  persons 
in  his  immediate  entourage.” 

The  Markle  Scholarships  are  awarded  by  the  John 
and  Mary  R.  Markle  Foundation,  and  the  award  was 
created  by  the  scholars  initially  to  honor  the  founda- 
tion president  on  the  15th  anniversary  of  the  scholar- 
ship program. 

Dr.  Darley  is  the  former  executive  director  of  the 
Assn,  of  American  Medical  Colleges,  a position  from 
which  he  retired  last  year  to  return  to  the  University 
of  Colorado.  He  is  both  former  president  (1953-56) 
of  CU  and  former  dean  of  its  medical  school  (1945- 
48).  From  1949  to  1953  he  was  CU  vice  president 
for  medical  affairs  before  moving  to  Boulder  to  be- 
come president.  He  left  the  CU  presidency  in  1956 
to  accept  the  directorship  of  the  AAMC  with  head- 
quarters in  Evanston,  111. 

Eight  faculty  members  at  the  CU  School  of  Med- 
icine have  been  honored  as  Markle  Scholars:  Dr. 
Thomas  L.  Marchioro,  assistant  professor  of  sur- 
gery; Dr.  Thomas  E.  Starzl,  professor  of  surgery; 
Dr.  Vincent  A.  Fulginiti,  assistant  professor  of 
pediatrics;  Dr.  Donough  O’Brien,  professor  of  ped- 
iatrics; Dr.  David  Talmage,  professor  and  chairman 
of  the  Department  of  Microbiology;  Dr.  Dalton 
Jenkins,  professor  of  medicine;  Dr.  David  M.  Prescott, 
professor  and  chairman  of  the  Department  of  Anat- 
omy; and  Dr.  Marshall  J.  Orloff,  former  assistant 
professor  of  surgery. 

Dr.  Darley  continues  to  serve  as  consultant  to  his 
successor  as  AAMC  director,  Dr.  Robert  C.  Berson, 
and  participated  prominently  in  the  76th  annual 
meeting  of  the  organization  in  Philadelphia  recently. 

* * * 

Twenty-three  top  bracket  nurses  from  seven  states 
participated  in  a three-week  intensive  course  in  re- 
habilitative nursing  in  Denver  last  month. 

The  course  was  co-sponsored  by  the  University  of 
Colorado  School  of  Nursing  and  the  Colorado  State 
Department  of  Public  Health  with  the  support  of  a 
$5,340  grant  from  the  Division  of  Nursing  of  the 
U.  S.  Public  Health  Service. 


Participants  were  a selected  group  of  professional 
nurses  who  hold  teaching,  supervisory  or  consultative 
positions  in  hospitals,  nursing  homes,  public  health 
agencies  or  schools  of  nursing.  Representatives  were 
from  Colorado,  Wyoming,  Kansas,  Nebraska,  Mon- 
tana, New  Mexico  and  Alabama. 

The  course  was  presented  as  a part  of  the  year- 
round  continuation  education  program  of  the  CU 
School  of  Nursing,  jointly  directed  by  Mrs.  Elda  S. 
Popiel,  director  of  continuation  education  services, 
and  Mrs.  Bernice  diSessa,  chief  of  the  Nursing  Sec- 
tion, State  Health  Department. 

* ❖ * 

Dr.  David  Denhardt  of  the  Biology  Department 
of  Harvard  University  lectured  to  a session  of  the 
Joint  Seminar  in  Cellular  and  Molecular  Biology  at 
the  University  of  Colorado  Medical  Center  Oct.  29. 
His  subject  was  “Mechanism  of  Replication  of  the 
Single-Stranded  DNA  of  Bacteriophage  OX-174.” 

The  Joint  Seminar  in  Cellular  and  Molecular  Bi- 
ology is  a continuing  interdisciplinary  program  joint- 
ly sponsored  by  the  departments  of  the  CU  School 
of  Medicine  to  bring  distinguished  scientists  to  Den- 
ver for  discussions  of  their  recent  and  current  work. 

* * * 

Prof.  Allan  W.  Downie  of  the  Department  of  Bac- 
teriology, University  of  Liverpool,  England,  lectured 
to  a session  of  Pediatric  Grand  Rounds  of  the  Uni- 
versity of  Colorado  School  of  Medicine  Oct.  29.  Pro- 
fessor Downie  spoke  on  “Varicella-Zoster:  The  Prob- 
lem of  Latent  Virus  Infection.” 

* * * 

Dr.  Jerome  W.  Gersten,  Professor  and  Chairman, 
Department  of  Physical  Medicine  and  Rehabilitation, 
is  the  Project  Director  of  the  recently  established 
Regional  Rehabilitation  Research  and  Training  Cen- 
ter at  the  University  of  Colorado  School  of  Medicine. 
This  is  the  10th  Center  to  be  established  to  stimulate 
the  development  of  more  adequate  research  and  edu- 
cation in  the  rehabilitation  of  physically  handicapped 
and  chronically  ill  persons.  These  Centers  have  a 
number  of  interrelated  functions  which  include:  the 
provision  of  facilities  in  which  interdisciplinary  re- 
search on  rehabilitation  may  be  developed;  to  con- 
duct research  on  the  problems  related  to  rehabilita- 
tion of  the  handicapped  and  chronically  ill;  to  train 
teachers  and  research  scientists  in  the  various  dis- 
ciplines necessary  for  comprehensive  rehabilitation; 
and  to  teach  students  in  these  disciplines  by  providing 
exemplary  programs  of  rehabilitation  as  the  clinical 
laboratories  in  which  the  student  may  learn. 

The  faculty  of  the  department  now  includes  five 
full-time  board-certified  physiatrists.  VRA  trainee- 
ships  are  available  for  physicians  wishing  to  spe- 
cialize in  Physical  Medicine  and  Rehabilitation. 

* * * 

Dr.  John  J.  Conger,  University  of  Colorado  vice 
president  for  medical  affairs,  has  been  appointed  to 
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a three-year  term  on  the  Council  on  Research  and 
Planning  of  the  American  Hospital  Assn. 

Also  named  to  the  research  and  planning  group 
were  Col.  Samuel  A.  Edwards  of  the  Medical  Field 
Service  School,  Brooke  Army  Medical  Center,  Fort 
Sam  Houston,  Texas;  and  Irvin  G.  Wilmot,  admin- 
istrator of  the  New  York  University  Medical  Center 
in  New  York  City.  Chairman  of  the  council  is 
Samuel  J.  Tibbitts  of  California  Hospital,  Los  An- 
geles. 

Dr.  Conger,  professionally  a clinical  psychologist 
with  extensive  experience  in  research,  became  vice 
president  for  medical  affairs  and  dean  of  the  CU 
School  of  Medicine  in  September,  1963.  He  joined 
the  University  faculty  in  1953  as  professor  and  head 
of  the  Division  of  Clinical  Psychology  and  subse- 
quently served  as  associate  dean  for  student  and 
academic  affairs. 

* * * 

Dr.  Vincent  A.  Fulginiti  of  the  University  of  Colo- 
rado School  of  Medicine  was  presented  the  annual 
Ross  Research  Award  of  the  Western  Society  for 
Pediatric  Research  at  its  annual  meeting  in  Portland, 
Oregon.  The  award  consists  of  a $1,000  prize  and 
an  engraved  plaque  and  is  presented  each  year  to  a 
young  (under  35)  investigator  for  “outstanding  re- 
search accomplishment  in  a field  related  to  pedi- 
atrics.” 

Dr.  Fulginiti,  who  is  34,  is  an  assistant  professor 
of  pediatrics  in  the  CU  School  of  Medicine  and  has 
particular  research  interests  in  the  fields  of  virology 
and  infectious  diseases.  He  came  to  CU  in  1961  as  a 
fellow  in  virology. 

The  Ross  Pediatric  Research  Award  is  the  second 
major  honor  to  come  to  Dr.  Fulginiti  in  recent  years. 
He  was  selected  in  1964  as  one  of  25  young  faculty 
members  in  U.  S.  and  Canadian  medical  schools  for 
five-year  appointments  as  Markle  Scholars,  one  of 
the  highest  honors  in  American  academic  medicine. 
Dr.  Fulginiti  was  nominated  for  the  Ross  Award  on 
the  basis  of  several  important  research  contributions 
made  since  he  joined  the  CU  faculty. 

* * * 

Dr.  Frank  B.  Rogers,  director  of  Denison  Library 
at  the  University  of  Colorado  Medical  Center,  has 
been  appointed  to  the  editorial  board  of  a new  quar- 
terly journal  which  will  report  on  significant  research 
in  the  hospital  and  health  care  fields. 

The  journal,  Health  Services  Research,  is  sched- 
uled to  make  its  initial  appearance  next  June  and 
will  be  published  under  auspices  of  the  Hospital 
Research  and  Educational  Trust  of  the  American 
Hospital  Assn.,  Chicago. 

Dr.  Rogers  is  one  of  six  nationally  prominent 
authorities  named  to  the  editorial  board  of  the  mag- 
azine. Its  editor  will  be  William  S.  Spector,  now  di- 
rector of  the  AHA  Division  of  Research  in  Chicago. 

Formerly  director  of  the  National  Library  of  Med- 
icine in  Bethesda,  Md.,  Dr.  Rogers  came  to  the  CU 
Medical  Center  in  September,  1963,  as  director  of 
Denison  Library  and  professor  of  medical  bibliogra- 


phy. He  was  awarded  the  Distinguished  Service 
Medal  of  the  U.  S.  Public  Health  Service  for  his 
work  at  the  National  Library. 

* * * 

The  University  of  Tokyo  has  presented  its  appre- 
ciation plaque  to  Dr.  Kurt  N.  von  Kaulla,  associate 

professor  of  medicine 
in  the  University  of 
Colorado  School  of 
Medicine,  for  his  con- 
tributions to  scientific 
progress. 

Dr.  von  Kaulla  re- 
cently returned  from  a 
trip  to  the  Orient  dur- 
ing which  he  was  a 
prominent  participant 
and  lecturer  in  two  sci- 
entific medicine  confer- 
ences in  Tokyo. 

Dr.  von  Kaulla  has 
won  international  rec- 
ognition for  his  investi- 
gations of  thrombolysis 
(dissolution  of  blood 
clots)  and  of  the  clot- 
ting mechanisms  of  the 
human  body.  He  is  the 
author  of  “Chemistry 
of  Thrombolysis:  Hu- 
man Fibrinolytic  Enzymes,”  the  first  book  published 
in  this  special  field  of  blood  chemistry  and  physi- 
ology. As  a result  of  his  work  he  was  invited  to 
Tokyo  as  one  of  the  chairmen  of  the  International 
Congress  of  Physiological  Sciences  in  September, 
and  as  a lecturer  to  a Symposium  or  Fibrinolysis 
jointly  sponsored  by  the  medical  schools  of  Japanese 
Universities.  While  in  the  Orient,  Dr.  von  Kaulla 
also  lectured  at  the  University  of  Medical  Sciences 
and  Siriraj  Hospital  in  Bangkok,  Thailand. 

University  of  New  Mexico 
School  of  Medicine 

Classes  began  at  The  University  of  New  Mexico 
School  of  Medicine  for  the  first  second-year  class 
and  the  second  first-year  class  on  Monday,  Septem- 
ber 13,  1965. 

The  students  and  faculty  will  be  moving  into  three 
additional  interim  steel  buildings  located  on  either 
side  of  the  first  such  building,  which  was  erected 
last  year  to  house  the  multidiscipline  laboratory  for 
the  first-year  class,  as  well  as  laboratories  and  offices 
for  the  Department  of  Physiology. 

Bids  have  been  received  for  the  construction  of  the 
major  Basic  Medical  Sciences  building  and,  after  the 
appropriate  bureaucratic  approval  necessary  for  the 
induction  of  the  Federal  dollar  into  such  a building, 
physical  evidence  of  the  program  will,  at  long  last, 
become  manifest. 

New  appointees  to  the  faculty  are:  Dr.  Robert  A. 


Dr.  Kurt  N.  von  Kaulla 
of  the  University  of  Colo- 
rado School  of  Medicine 
and  the  appreciation  plaque 
presented  to  him  by  the 
University  of  Tokyo. 
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Munsick,  Professor  and  Chairman  of  the  Obstetrics 
and  Gynecology;  Dr.  Theodore  Cooper,  Professor 
and  Chairman  of  the  Department  of  Pharmacology. 
Dr.  William  S.  Curran  has  been  appointed  Assistant 
Dean  with  primary  responsibilities  in  the  area  of  ad- 
missions and  student  affairs.  This  appointment  fol- 
lowed the  interesting  observation  of  Dean  Fitz  that 
the  number  of  admission  applications  processed  here 
last  year  was  considerably  greater  than  that  processed 
at  the  University  of  Colorado  six  years  ago. 

Of  the  entering  students  14  come  from  New  Mex- 
ico, 8 from  WICHE  states  and  one  each  from  New 
Hampshire  and  New  Jersey.  Three  of  the  students 
are  women. 

* * * 

On  October  15  Governor  Jack  M.  Campbell  met 
with  Dean  Reginald  Fitz,  Drs.  T.  L.  Carr,  Chairman 
of  the  State  Medical  Society’s  Liaison  Committee  to 
the  School,  Hugh  Woodward  of  the  New  Mexico 
Board  of  Health,  Leo  O’Kane  of  the  Department  of 
Public  Health  and  W.  R.  Lovelace  II  of  the  Lovelace 
Foundation  to  discuss  the  implementation  of  plan- 
ning and  ultimate  programming  of  the  new  law  es- 
tablishing centers  for  the  study  of  cancer,  heart  dis- 
ease and  stroke.  It  was  the  opinion  of  the  group  that 


the  medical  school  should  apply  for  the  planning 
funds  and  eventually  be  in  charge  of  the  center. 

The  final  version  of  the  bill  differed  sharply  from 
the  original  in  that  the  appropriation  was  cut  ap- 
proximately in  half,  the  number  of  proposed  centers 
was  reduced  from  over  fifty  to  twenty-five,  no  new 
construction  is  allowed  and  patients  must  be  referred 
by  practicing  physicians. 

University  of  Utah  School  of  Medicine 

The  “Medici  publici”  (physician  of  the  people) 
award  was  presented  to  eight  alumni  of  the  Univer- 
sity of  Utah  College  of  Medicine  during  the  recent 
dedication  rites.  Five  of  the  recipients  of  this  award, 
the  highest  award  given  by  the  University  of  Utah 
College  of  Medicine,  were  members  of  the  Utah 
State  Medical  Association.  They  are:  Dr.  G.  Stanford 
Rees,  Gunnison,  recipient  of  last  year’s  Robins 
Award  from  the  USMA;  Dr.  Richard  A.  Call,  mem- 
ber USMA  Board  of  Trustees;  Dr.  Ralph  G. 
Richards,  acting  head,  Department  of  Surgery  at  the 
University  of  Utah  College  of  Medicine;  Dr.  Stanley 
R.  Child,  immediate  past  president,  USMA;  and  Dr. 
Kenneth  B.  Castleton,  Dean,  University  of  Utah  Col- 
lege of  Medicine. 


“Betsy  Fund” 

The  Louisiana  State  Medical  Society  is  soliciting  contributions  to  a “Betsy  Fund”  to  aid 
physicians  whose  offices  and  homes  were  totally  destroyed  by  Hurricane  Betsy. 

Dr.  Charles  B.  Odom,  president  of  the  society,  said,  “we  already  know  of  three  members  of 
our  Society  residing  in  areas  below  New  Orleans  who  were  completely  wiped-out  by  the  hurri- 
cane. The  purpose  of  the  Louisiana  State  Medical  Society  Betsy  Fund  is  to  assist  these  physicians 
in  getting  reestablished  as  quickly  as  possible.” 

Flood  losses,  which  caused  the  greatest  damage  to  the  offices  and  homes  of  these  physicians, 
are  not  covered  by  insurance. 

“Because  there  are  so  many  appeals  being  made  to  assist  Betsy  victims,”  Dr.  Odom  stated,  “we 
have  decided  to  limit  ours  to  the  medical  profession.  We  do  not  plan  to  solicit  funds  from  the 
general  public.” 

In  discussing  the  need  to  aid  these  physicians,  Dr.  Odom  pointed  out  that  two  of  the  doctors 
were  young  men  who  had  only  been  in  practice  a short  while. 

“We  feel  that  by  helping  these  doctors,  we  are  not  only  assisting  our  fellow  physicians,  but 
are  also  helping  the  storm-struck  communities  where  these  physicians  practiced  by  restoring  nor- 
mal medical  services,”  Dr.  Odom  added. 

The  Louisiana  State  Medical  Society  has  already  made  cash  grants  to  some  of  the  physician 
hurricane  victims  and  will  distribute  all  of  the  proceeds  of  the  Betsy  Fund  as  quickly  as  possible. 

All  physicians  are  invited  to  contribute  to  the  Louisiana  State  Medical  Society  Betsy  Fund. 
Checks  should  be  made  to  the  Louisiana  State  Medical  Society  Betsy  Fund,  Room  1528,  1430 
Tulane  Ave.,  New  Orleans,  La.  70112. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians  is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 
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Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 
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American  College  of  Physicians 
Postgraduate  Courses 

The  following  courses  are  made  possible  by  the 
generous  cooperation  of  the  directors  and  institutions 
involved.  Tuition  fees:  Members,  $60;  Nonmem- 
bers, $100. 

December  6-10, 1965 

Psychiatry  for  the  Internist 

University  of  Southern  California,  Los  Angeles,  Calif. 

Allen  J.  Enelow,  MD,  Director 

January  10-14,  1966 

Medicine  of  Tomorrow:  Recent  Advances  in 
Internal  Medicine 

University  of  Alabama  Medical  Center,  Birmingham 
Howard  L.  Holley,  MD,  FACP,  Director 

February  7-11,  1966 

Current  Concepts  of  Infectious  Disease 
Jefferson  Medical  College,  Philadelphia,  Pa. 

Robert  I.  Wise,  MD,  FACP,  Director 
Joseph  F.  Rodgers,  MD,  Co-Director 

February  14-18,  1966 

Medical  Genetics 

The  Johns  Hopkins  Hospital,  Baltimore,  Md. 

Victor  A.  McKusick,  MD,  FACP,  Director 

February  21-25,  1966 
Cancer 

Presbyterian-St.  Luke’s  Hospital,  Chicago,  111. 

Samuel  G.  Taylor,  III,  MD,  FACP,  Director 

March  7-11, 1966 
The  Big  Heart 

Cardiac  Work  and  Cardiac  Hypertrophy:  Clinical 
Appraisals,  Therapeutic  Considerations  and  Path- 
ologic Correlations,  Baylor  University  College  of 
Medicine,  Houston,  Texas 
Raymond  D.  Pruitt,  MD,  FACP,  Director 

March  28-April  1,  1966 

Basic  Mechanisms  in  Internal  Medicine 
University  of  Toronto,  Toronto,  Ont.,  Can. 

K.  J.  R.  Wightman,  MD,  FACP,  Director 

April  14-16,  1966 

Current  Concepts  of  Renal,  Gastrointestinal 
and  Circulation  Physiology 
Co-sponsored  by  the  American  Physiological  Society, 
to  be  held  in  New  York  City 
Daniel  H.  Simmons,  MD,  FACP,  and 
Charles  Kleeman,  MD,  FACP,  Co-Directors 


May  9-13,  1966 

Internal  Medicine  in  Light  of  Recent 
Developments 

Pennsylvania  Hospital,  Philadelphia,  Pa. 

Garfield  G.  Duncan,  MD,  FACP,  Director 

May  16-20, 1966 

Physiological  Aspects  of  Cardiopulmonary 
Disease 

Indiana  Univ.,  Indianapolis,  Ind. 

John  B.  Hickam,  MD,  FACP,  Director 

June  13-17,  1966 

Advanced  Psychiatry  for  Internists 
Baltimore  Psychoanalytic  Institute,  Baltimore,  Md. 
Ephraim  T.  Lisansky,  MD,  FACP,  Director 

June  16-17, 1966 

Neurology  for  the  Internist 
Bowman  Gray  School  of  Medicine,  Winston-Salem, 
N.  C. 

James  F.  Toole,  MD,  FACP,  Director 

Registration  forms  and  requests  for  information 
are  to  be  directed  to:  Edward  C.  Rosenow,  Jr.,  MD, 
Executive  Director,  The  American  College  of  Phy- 
sicians, 4200  Pine  Street,  Philadelphia,  Pa.  19104. 

Sight-Saving  Conference 

The  1966  annual  Sight-Saving  Conference  of  the 
National  Society  for  the  Prevention  of  Blindness, 
Inc.  will  be  held  at  the  Hotel  Roosevelt,  New  York 
City,  from  March  30  through  April  1,  1966.  The 
program  and  speakers  for  the  three-day  national 
gathering  will  be  announced  later  this  year  by  the 
National  Society. 

Arizona  Heart  Association 

The  Ninth  Annual  Cardiac  Symposium  of  the 
Arizona  Heart  Association  will  be  held  Friday  and 
Saturday,  January  28  and  29,  1966  at  the  new  Del 
Webb  Towne  House  in  Phoenix,  Arizona. 

Speakers  for  the  1966  Sessions  are:  Dr.  Leonard 
Linde,  Los  Angeles;  Dr.  Donald  B.  Effler,  Cleveland; 
Dr.  F.  Mason  Sones,  Jr.,  Cleveland;  and  Dr.  Elliot 
Rapaport,  San  Francisco. 

For  further  information  concerning  this  meeting, 
contact  Richard  J.  Martin,  MD,  Chairman,  Sym- 
posium Committee,  Arizona  Heart  Association,  2824 
North  16th  Street,  Phoenix,  Arizona  85006. 

Colorado  Academy  of  General  Practice 

A symposium  sponsored  by  the  Southeastern 
Chapter  of  the  Colorado  Academy  of  General  Prac- 
tice, will  be  held  on  Sunday,  April  3,  1966  at  the 
Minnequa  University  Club  in  Pueblo,  Colorado. 

This  year  the  subject  will  be  on  Diabetes  Mellitus 
complications,  juvenile,  surgical  and  obstetrical  and 
Diabetes  Insipidus. 
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Postgraduate  Education  Courses 
Sponsored  by 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

December  8-10,  1965 

Sheraton  Hotel 

A Hahnemann  Symposium 

New  Concepts  in  Gynecological  Oncology 

George  C.  Lewis,  MD,  Director 

April  20-23, 1966 
Marriott  Motor  Hotel 
16th  Hahnemann  Symposium 
Arterial  Occlusive  Disease 
Albert  N.  Brest,  MD,  Director 

December,  1966 
Sheraton  Hotel 

17th  Hahnemann  Symposium 
Nutritional  Dysfunction 
Donald  Berkowitz,  MD,  Director 

First  National  Congress  on  Medical 
Ethics  and  Professionalism 

The  American  Medical  Association  has  resched- 
uled the  First  National  Congress  on  Medical  Ethics 
and  Professionalism  on  March  5-6,  1966  at  the  Pick- 
Congress  Hotel  in  Chicago. 

The  Congress,  originally  scheduled  October  2-3, 
1965  had  to  be  rescheduled  because  of  a conflict 
with  the  Special  Convention  of  the  AMA’s  House 
of  Delegates  on  those  dates. 

Any  physician  interested  in  attending  the  March 
Congress  should  write  to  James  H.  Berge,  MD, 
Chairman,  Judicial  Council,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610,  for  detailed  information. 


Arizona  Chest  Disease  Symposium 

The  1966  Arizona  Chest  Disease  Symposium  will 
be  held  the  weekend  of  March  26-27,  1966  at  the 
Ramada  Inn  in  Tucson.  The  program  will  include 
four  distinguished  guest  speakers:  on  chronic  respira- 
tory diseases,  Dr.  William  F.  Miller  of  Dallas  and 
Dr.  Gustave  Laurenzi  of  New  Jersey;  on  allergic  as- 
pects of  adult  respiratory  disease,  Dr.  John  Sheldon 
of  Ann  Arbor  and  on  pulmonary  tuberculosis,  Dr. 
Roger  Mitchell  of  Denver. 

Further  information  may  be  obtained  by  writing  to 
Edward  Anthony  Oppenheimer,  MD,  P.  O.  Box 
6067,  Tucson,  Arizona  85716. 

North  Carolina  Internists  Schedule 
Scientific  Meeting 

The  American  College  of  Physicians  will  hold  a 
regional  meeting  for  internal  medicine  specialists 
in  North  Carolina  on  December  9,  in  Chapel  Hill, 
N.  C. 

The  regional  meeting  is  one  of  29  scientific  sessions 
sponsored  each  year  by  the  ACP  throughout  the 
United  States  and  Canada.  It  serves  to  help  keep 
College  members  in  North  Carolina  abreast  of  de- 
velopments in  the  basic  sciences  and  clinical  med- 
icine. 

During  the  morning  and  afternoon  scientific  ses- 
sions topics  will  include  control  of  diabetes,  diagnosis 
of  high  blood  pressure  and  study  of  blood  and  plasma 
in  normal  and  disease  patients. 

The  meeting  is  under  the  general  direction  of 
Monroe  T.  Gilmour,  MD,  Charlotte,  N.  C.,  internist 
who  is  ACP  Governor  for  North  Carolina. 

Isaac  M.  Taylor,  MD,  Chapel  Hill,  N.  C.,  is 
Chairman  of  the  Arrangements  Committee  and 
Joseph  B.  Stevens,  MD,  Greensboro,  N.  C.,  is  Chair- 
man of  the  Program  Committee. 
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University  of  Colorado  School  of  Medicine 
Postgraduate  Calendar 

December  5, 1965 
Symposium  on  Depression 

December  6-7,  1965 

Symposium  on  Menstrual  Mechanisms 

January  16-22,  1966 

Twelfth  Annual  General  Practice  Review 

February  23-25,  1966 

Management  of  Trauma 

March  16-18,  1966 

Ultrasonic  Diagnosis 

Postgraduate  Assembly  in  San  Antonio 

The  30th  Annual  Session  of  the  International  Med- 
ical Assembly  of  Southwest  Texas  will  be  held  in 
San  Antonio,  Texas,  January  24,  25,  and  26,  1966, 
at  the  Granada  Hotel. 

In  addition  to  the  scientific  program  featuring 
seventeen  guest  speakers,  there  will  be  many  social 
events  for  the  physician  and  wife.  Those  interested 
in  receiving  further  information  or  registering,  may 
write  Dr.  Bernard  T.  Fein,  President,  or  Mr.  S.  E. 
Cockrell,  Jr.,  Executive  Secretary,  202  West  French 
Place,  San  Antonio,  Texas  78212. 

Salt  Lake  County  Medical  Society — 

Annual  Meeting 

Salt  Lake  City,  Utah 

December  13, 1965 

Utah  Thoracic  Society 
Annual  Mid- Winter  Conference 

Park  City,  Utah 

February  11-12,  1966 


Midwinter  Radiological  Conference 

The  Eighteenth  Annual  Midwinter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society,  will  be  held  at  the  International 
Hotel  (adjacent  Los  Angeles  International  Airport), 
Los  Angeles,  California,  on  Saturday,  January  29, 
and  Sunday,  January  30,  1966. 

Conference  fee  of  twenty-five  ($25.00)  dollars 
will  include  two  luncheons  and  panel  discussion  with 
the  guest  speakers.  Courtesy  cards  will  be  made 
available  for  Radiology  Residents  and  Radiologists 
in  the  Armed  Forces.  Reduced  rates  for  the  lunch- 
eons and  dinner-dance  will  be  available  for  the 
Radiology  Residents. 

Hotel  reservations  may  be  made  by  contacting  the 
Convention  Manager,  International  Hotel,  Sepulveda 
at  Century,  Los  Angeles,  California.  Conference 
reservations  should  be  made  through  Mathew  E. 
O’Keefe,  MD,  Secretary-Treasurer,  402  East  Hadley 
Street,  Whittier,  California. 


1986  Diabetes  Symposium 

The  Colorado  Diabetes  Association,  Inc.  will  spon- 
sor its  1966  Diabetes  Symposium  at  the  Aspen  Insti- 
tute in  Aspen,  Colorado,  March  10  through  the  morn- 
ing of  March  13.  For  further  information  write: 
Clark  H.  Spitler,  Executive  Secretary,  Colorado  Dia- 
betes Association,  Inc.,  1375  Delaware  Street,  Den- 
ver, Colorado  80204. 


The  Emanuel  Friedman  Lectureship 

Children’s  Hospital,  Denver,  announces  the  Eman- 
uel Friedman  Memorial  Lectureship  on  February 
3-4,  1966.  The  guest  speaker  will  be  Richard  W. 
Olmsted,  MD,  Professor  of  Pediatrics,  The  Univer- 
sity of  Oregon,  Portland,  Oregon.  For  further  infor- 
mation write:  Joseph  Butterfield,  MD,  Children’s 
Hospital,  Denver,  Colorado  80218. 


National  Medical  Associations  of  Liberia  and  Malta 
Admitted  to  Membership  in  World  Medical  Association 

The  19th  General  Assembly  of  The  World  Medical  Assembly  in  London  approved  the  admis- 
sion of  the  national  medical  associations  of  Liberia  and  Malta  as  new  members. 

Total  membership  of  The  World  Medical  Association  is  now  sixty  national  medical  associa- 
tions. 

W.M.A.,  a non-governmental  confederation  of  voluntary  national  medical  associations,  repre- 
sents an  estimated  700,000  physicians  in  sixty  countries.  The  organization  was  formed  in  1947 
to  improve  world  health.  Its  primary  activities  are  in  the  field  of  medical  education,  medical 
ethics,  and  in  socioeconomic  areas  of  interest  to  the  medical  profession. 

The  American  Medical  Association  is  a founder-member  of  W.M.A. 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 

The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  State  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed) . Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
100  first  pound  and  50  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at 
nominal  cost. 


Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone:  222*5817  (Area  Code  303) 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

Color  Vision:  Physiology  and  Experimental  Psychology: 

Ciba  Foundation  Symposium.  Boston,  1965,  Little,  Brown. 
382  p.  Price:  $12.50. 

Complement:  Ciba  Foundation.  Boston,  1965.  Little,  Brown. 
388  p.  Price:  $12.50. 

Current  Surgical  Management,  HI:  Edited  by  Edwin  H. 
Ellison.  Phila.,  1965,  Saunders.  519  p.  Price:  $11.50. 

Functions  of  the  Corpus  Callosum:  Ciba  Foundation.  Boston, 
1965,  Little,  Brown.  156  p.  Price:  $3.75. 

Handbook  of  Physiology;  Section  2:  Circulation:  Edited  by 
W.  F.  Hamilton.  Washington,  D.  C.,  1962-63.  American  Physi- 
ological Society.  2 vols.  Edgar  Durbin  Mem.  Fund.  Price: 
$58.50. 

Hashish:  Its  Chemistry  and  Pharmacology:  Ciba  Foundation. 
Boston,  1965.  Little,  Brown.  96  p.  Price:  $2.95. 

Parents  Not  Guilty  of  Their  Children’s  Neuroses:  By  Edmond 
Bergler.  New  York,  1964,  Liveright.  283  p.  Price:  $6.95 

Physiological  Controls  and  Regulations:  Edited  by  William  S. 
Yamamoto.  Phila.,  1965,  Saunders.  362  p.  Price:  $10.50. 

Principles  of  Chest  Roentgenology;  A Programed  Text:  By 
Benjamin  Felson.  Phila.,  1965,  Saunders.  221  p.  Price:  $6.00. 

Rypins’  Medical  Licensure  Examination:  Edited  by  Arthur  W. 
Wright.  10th  ed.  Phila.,  1965,  Lippincott.  840  p.  Price:  $12.50. 


Book  Review 

Patients  Who  Trouble  You:  By  William  A.  Steigler,  MD  and 
A.  Victor  Hansen,  Jr.,  MD.  Boston,  1964.  Little,  Brown.  155  p. 
Price:  $5.50. 

This  book  is  different.  It  is  well  written  and  shows 
much  forethought.  Numerous  books  have  been  pro- 
duced about  the  psychological  aspects  of  medical 
practice  and  how  to  recognize  and  handle  them.  This 
book,  however,  first  investigates  the  psychological 
background  of  doctors  practicing  medicine  and  how 
each  one  of  them  must,  out  of  necessity,  handle  vari- 
ous patients  in  different  ways. 

In  the  introductory  chapters  three  separate  types 
of  doctors  are  mentioned,  two  of  them  successful 
busy  practitioners  from  very  different  backgrounds, 
and  the  third,  a young  practitioner  just  beginning  his 
practice.  This,  of  course,  gives  most  physicians  at 
least  one  character  in  the  book  with  whom  they  can 
identify.  After  introducing  the  characters  and  dis- 
cussing the  need  for  evaluation  of  the  emotional 
aspect  of  physical  disease,  the  authors  then  break 
the  book  down  into  various  subchapters,  the  first  one 
being,  “Understanding  Character  Patterns.” 


By  “Understanding  Character  Patterns”  the  authors 
imply  that  broadly  speaking,  most  people  and  their 
illnesses  follow  definite  patterns.  Just  as  purely  physi- 
cal disease  follows  certain  patterns  and  has  certain 
signposts  which  help  one  to  make  the  diagnosis,  so 
most  mental  reactions  to  disease  or  supposed  dis- 
ease have  specific  signposts  which  should  help  the 
practicing  physician  to  recognize  them  and  to  ac- 
count for  them  in  his  treatment  of  the  patient. 

After  laying  the  groundwork  for  the  various  types 
of  character  patterns  associated  with  illness  among 
different  people,  the  authors  then  go  on  to  state  that 
being  able  to  recognize  the  various  psychological 
reactions  to  illness  does  not  necessarily  mean  that 
such  people  can  always  be  helped.  Such  problems  as 
the  patient’s  inability  to  accept  the  possible  psychic 
overlay  to  his  somatic  illness  or  the  family’s  inability 
to  cope  with  this  situation  may  make  it  impossible 
for  such  recognition  to  substantially  benefit  the  pa- 
tient. A further  interesting  subject  broached  by  the 
authors  is  medical  disability,  i.e.,  patients  that  are 
apt  to  gain  something  from  the  particular  illness  in 
terms  of  disability  compensation  are  going  to  be 
very  hard  to  cure  since  being  cured  will,  of  course, 
decrease  or  completely  stop,  any  monetary  benefits 
that  they  may  be  receiving. 

Finally,  the  authors  consider  the  problem  of  prog- 
nostication with  the  family  and  the  patient  himself 
and  make  a cry  for  the  intelligent  use  of  either  opti- 
mistic or  pessimistic  prognostication  depending  on 
the  family  or  the  patient  and,  of  course,  the  disease 
process  itself.  And  in  the  last  several  chapters,  the 
authors  concern  themselves  with  the  handling  of 
patients  and  patients’  families  at  the  time  of  death  or 
dying  with  a petition  for  allowing  patients  to  “die 
with  dignity  rather  than  be  saved  to  die  again.” 

In  summary,  this  is  a well  written  book  that  pro- 
vides a different  slant  on  the  psychiatric  approach  to 
the  practice  of  medicine  and  the  management  of  indi- 
vidual patients.  It  is  approximately  one  hundred  and 
fifty  pages  and  can  be  read  rapidly  or  used  as  a ref- 
erence book  with  specific  referral  to  individual  case 
histories  or  given  prototypes. 

T.  K.  Earley,  MD 


Physician  participation  in  areawide  planning  and 
guidelines  for  the  establishment  of  medical  society 
review  committees  were  approved  by  the  AMA 
Council  on  Medical  Service  at  its  recent  meeting. 

Drs.  Robert  V.  Elliott  of  Denver  and  Drew  M. 
Petersen  of  Ogden,  Utah,  were  among  those  ap- 
pointed as  members  of  the  AMA  Committee  on 
Medical  Facilities. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

# WALLACE  LABORATORIES 

Cranbury,  N.J.  c»-s!6i 


The  T^ain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2Vi, 
Aspirin  gr.  3 Vi,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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Monitor  physiologic  conditions 
of  interest  with  Sanborn 
" Standard  Unit”  systems 


Probably  no  two  hospitals  exist  which  have  identi- 
cal surgical  procedures,  identical  physiologic  infor- 
mation display  requirements,  or  identical  budgets 
for  OR  monitoring  equipment. 


Yet  costly,  custom-built  monitoring  systems  are 
not  necessary  in  most  cases  to  do  the  job  the  surgical 
team  wants  done:  building  from  an  extremely  wide 
range  of  available,  standard,  compatible  instru- 
ments, Sanborn  can  and  does  provide  complete, 
dependably  trouble-free  monitoring  systems  to  meet 
the  specific  and  different  needs  of  hospitals  and 
medical  centers  world-wide. 


Systems  can  range  from  a simple  combination  of 
a few  units  for  visual  display  only  of  the  ECG, 
one  temperature  and  two  pressure  measurements, 
for  example  — to  very  comprehensive  installations 
which  display  and  record  20  or  more  phenomena 
simultaneously,  and  provide  complete  intercom- 
munications facilities  and  specialized  measurement 
and  analysis  capabilities  as  well. 


Frequently-used  Sanborn  units  for  visual  display 
include  oscilloscopes  for  waveform  presentation  of 
rapidly-changing  events,  illuminated  numerical 
readouts  which  display  up  to  four  phenomena  in 
three-digit  values,  and  large  scale  meters  for  slowly 
changing  events. 


Englewood  Hewlett-Packard,  Neely  Sales  Division,  Denver  Technological  Ctr., 
7965  East  Prentice,  (303)  755-1233,  Englewood,  Colorado  80110 
Salt  Lake  City  Hewlett-Packard  Neely  Sales  Div.,  1482  Major  Street,  (801)  486-8166 
Salt  Lake  City,  Utah  84115 


For  graphic  recording,  heated  stylus  and  optical 
oscillographs  provide  high  resolution,  permanent 
analog  chart  recordings  of  conditions.  For  perma- 
nent storage  of  data,  with  the  ability  to  recreate 
the  conditions  again  and  again  and  over  an  ex- 
panded or  compressed  time  interval,  Sanborn 
magnetic  tape  recording  systems  provide  extreme 
fidelity  and  precision  at  lower  cost  than  many 
systems  of  comparable  performance. 

From  such  standard  Sanborn  units  or  “building 
blocks”,  the  hospital  has  complete  freedom  of 
choice  in  system  capabilities  — coupled  with  the 
economies  of  regularly-manufactured  products 
available  from  a single,  experienced  source.  Tell  us 
what  you  wish  to  monitor  and  any  special  conditions 
of  use,  and  we  will  outline  without  obligation  our 
system  recommendation  and  cost  estimate,  to  meet 
your  monitoring  requirements.  Sanborn  Division, 
Hewlett-Packard  Company,  Waltham,  Mass.  02154. 


HEWLETT  m 
PACKARD  Lk 


SANBORN 

DIVISION 


In  addition  to  OR  monitoring  systems, 
Sanborn's  new  “780”  modular  units  give  com- 
plete flexibility  and  “add  on”  capabilities  for 
bedside  and  central  station  monitoring  in  the 
ICU,  recovery  room  and  emergency  room. 
New  “780”  brochure  available  on  request. 
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Happily, 

not  all  your  patients 
are  overweight 


but 

for  those  who  are . . . 


Bamadex 

d-amphetamine  sulfate  (15  mg.)  and  meprobamate  (300  mg.) 

Sequels 

Sustained  Release  Capsules 


Most  overweight  patients  could  benefit  from  the  appetite  control  provided  by  the  prolonged  an- 
orexigenic-tranquilizing  action  of  BAMADEX  SEQUELS:  anorexigenic  action  through  the  central 
stimulant  effect  of  the  amphetamine;  tranquilizing  action  with  only  mild  sedation  through  mepro- 
bamate; prolonged  action  through  sustained  release  of  active  ingredients. 

Contraindications:  Hyperexcitable  and  prepsychotic  states;  patients  hypersensitive  to  meprobamate. 
Side  Effects:  Occasional  allergic  skin  reactions  may  occur  with  meprobamate,  accompanied 
by  fever,  nonthrombocytopenic  purpura,  angioneurotic  edema,  hypotension,  or  bronchial  spasm. 
Drowsiness  with  or  without  ataxia  and/or  alteration  in  visual  accommodation  may  occur.  Effects 
of  alcoholic  beverages  may  be  increased  by  meprobamate.  Use  with  caution  in  patients  with 
coronary  or  cardiovascular  disease  or  severe  hypertension.  Prolonged  use  may  result  in  dependence. 
Reactions  can  occur  if  drug  is  not  withdrawn  gradually. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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The  Washington  Scene  cont.  from  page  6 


— Appropriation  of  $157  million  for  Project  Head- 
start— nursery  school  training  and  medical  examina- 
tions of  pre-grammar  school  children  from  low-in- 
come families. 

— A $69  million  hospital  program  for  the  Ap- 
palachia area. 

— Automatic  rank  of  lieutenant  general  or  vice 
admiral  for  surgeons  general  of  the  army,  navy  and 
air  force. 

— Extension  for  three  years  of  the  program  of 
grants  for  health  services  for  domestic  migrant  agri- 
cultural workers. 

— A one-year  extension  of  program  of  grants  for 
general  health  aid  and  for  community  health  ser- 
vices. 

* * * 

Community  vaccination  programs  against  measles 
have  been  recommended  by  the  Surgeon  General’s 
Advisory  Committee  on  Immunization. 

In  extending  the  Federal  vaccination  program  for 
polio,  diphtheria,  tetanus  and  whooping  cough,  Con- 
gress this  year  expanded  it  to  include  measles. 

The  Committee  said  that  measles  is  one  of  the 
most  important  causes  of  serious  illness  in  children 
and  recommended  that  continuing  “maintenance” 
programs  aimed  at  vaccinating  children  about  one 
year  of  age  be  established  in  all  communities. 


o o 


Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

DENVER 

733-5521 

350  Broadway 

COLORADO  SPRINGS 

473-3230 

333  N.  Circle  Drive 

Franchise  Holder 

ALBUQUERQUE 
268-6736  (Days) 

137  San  Pedro  Drive  N.E. 

Franchise  Holder 


Sonditio* 

^ PERFECT! 


...in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 


for  December,  1965 


87 


Colorado 

Dr.  William  Henry  Halley  died  October  24,  1965, 
in  Palo  Alto,  California,  after  a long  illness.  He  had 
established  residence  in  Palo  Alto  to  be  near  his 

daughter,  Mary  Jo  Spen- 
cer, about  a year  before 
his  death. 

Dr.  Halley  was  born 
on  March  17,  1882,  in 
Chicago,  Illinois.  His 
mother  died  when  he 
was  two  years  of  age, 
and  he  was  then  placed 
with  an  aunt  in  Can- 
ada, where  he  lived  un- 
til the  completion  of  his 
high  school  studies.  He 
received  his  medical  ed- 
ucation at  the  Univer- 
sity Medical  College  in 
Kansas  City,  and  was  awarded  his  MD  in  1907.  Fol- 
lowing graduation  he  interned  at  the  Kansas  City 
General  Hospital.  Later  he  did  post-graduate  work 
at  Harvard  Medical  School. 

Before  coming  to  Colorado  Dr.  Halley  practiced 
medicine  for  a short  time  in  Kansas  City,  Missouri, 
later  in  New  Mexico,  and  still  later  in  Trinidad  and 
Pueblo. 

He  was  licensed  to  practice  medicine  in  Colorado 
in  1909,  and  during  the  early  years  of  his  medical 
practice  he  was  a general  practitioner.  His  medical 
career  was  interrupted  by  service  in  the  U.  S.  Army 
Medical  Corps  from  1918  to  1919.  After  his  dis- 
charge from  the  Army  with  the  rank  of  1st  Lieu- 
tenant in  1919,  he  established  himself  in  Denver, 
where  he  specialized  in  general  surgery. 

He  joined  the  Denver  Medical  Society  and  the 
Colorado  Medical  Society  in  1920.  He  served  as 
President  of  the  Denver  Medical  Society  in  1930  and 
was  honored  by  that  organization  on  the  completion 
of  50  years  of  practice  in  1957. 

He  served  as  president  of  the  Colorado  Medical 
Society  in  1940-41  and  was  a delegate  from  the  Colo- 
rado Medical  Society  to  the  American  Medical  Asso- 
ciation from  1946  to  1954. 

In  addition  to  his  membership  in  the  Denver  and 
Colorado  Medical  Societies  and  the  American  Med- 
ical Association  he  was  also  a Fellow  of  the  Amer- 
ican College  of  Surgeons.  Dr.  Halley  was  for  years 
an  active  member  of  the  St.  Luke’s  Hospital  staff 
and  also  served  on  various  other  Denver  hospital 
staffs. 

He  was  married  in  1912  to  Miss  Enola  Grass,  the 
daughter  of  Dr.  John  Grass,  a distinguished  physi- 
cian in  Trinidad,  Colorado.  His  wife  died  several 


years  ago.  He  is  survived  by  a brother,  Robert  Halley, 
of  Carlsbad,  New  Mexico,  his  daughter,  Mrs.  Mary 
Jo  Spencer  of  Palo  Alto,  California,  and  two  grand- 
children. 

Utah 

Dr.  Benjamin  Turman,  62,  Castle  Dale  physi- 
cian since  1943,  died  on  Friday,  October  8,  1965, 
while  making  his  hospital  rounds. 

Dr.  Turman,  who  came  to  Utah  from  Chicago, 
served  three  years  with  the  Civilian  Conservation 
Corps  and  later  at  Tooele  Ordnance  Depot  for  three 
years,  before  beginning  his  practice  in  Castle  Dale. 

He  was  born  June  15,  1903,  in  Chicago  and  was 
graduated  from  Loyola  University,  Chicago,  and 
the  University  of  Chicago.  He  is  survived  by  his 
widow,  a brother,  and  a sister. 

Dr.  LeGrand  Woolley,  78,  Salt  Lake  City  urologist, 
died  on  Sunday,  October  10,  1965.  He  was  a mem- 
ber of  the  Salt  Lake  County,  Utah  State,  and  Amer- 
ican Medical  Associations. 

Dr.  Woolley  was  born  April  3,  1887,  in  St.  George. 
He  was  a graduate  of  the  University  of  Utah  in 
1911.  He  taught  school  in  Price,  and  helped  to  or- 
ganize the  Carbon  County  High  School.  In  1913  he 
was  awarded  a scholarship  to  the  University  of  Cali- 
fornia Medical  School  at  Berkeley.  He  also  attended 
the  Johns  Hopkins  Medical  School.  He  began  his 
medical  practice  in  the  Salt  Lake  area  in  1919.  At 
the  time  of  his  death  he  was  an  honorary  member 
of  the  L.D.S.  Hospital  Staff. 

Dr.  Woolley  was  an  active  member  of  the  L.D.S. 
Church,  and  a member  of  a number  of  Alumni  Asso- 
ciations. He  was  also  a member  of  the  Sons  of  Utah 
Pioneers,  National  Sons  of  Utah  Pioneers,  and  the 
Utah  Academy  of  Sciences,  Arts,  and  Letters. 

He  is  survived  by  his  widow,  two  sons,  two  daugh- 
ters, 12  grandchildren,  a brother  and  two  sisters. 


Evolution  and  Cancer  cont.  from  page  45 

considerable  percentage  of  tumors  will  be  found 
to  appear  at  the  site  of  the  injection  within  a peri- 
od of  six  months.  These  can  be  either  carcinomas, 
sarcomas,  or  mixed  tumors.  Tumors  can  be  pro- 
duced at  the  site  of  injection  by  the  use  of 
dimethyl-aminoazobenzene,  but  if  the  chemical  is 
repeatedly  administered  the  resulting  tumors  are 
usually  hepatomas  or  similar  growths  at  various 
distant  sites,  and  the  latter  appear  to  be  due  to  the 
chemical  effect  rather  than  to  a local  stimuli.1  This 
would  seem  to  emphasize  the  fact  that  cancer  is 
not  readily  contracted  but  requires  a carcinogenic 
agent  which  will  cause  tissue  change  which  in 
turn  will  result  in  cancer.  • 

REFERENCES 

1 Hadley,  Henry  G.:  Microorganisms  in  Etiology  of  Neoplasms, 
Revista  Medica  de  Cordoba,  Vol.  52,  Nos.  7,  8,  9,  pp.  159-162, 
July- Aug. -Sept.,  1964.  Cordoba,  Argentina.* 

2 Rubin,  Harry:  A Defective  Cancer  Virus,  Sci.  Am.,  Vol.  210, 

No.  6,  pp.  46-52,  June,  1964. 

* Reprints  available. 
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Intragastric  photography  studies1 


A/  E.  B.,  male,  age  48.  Normal  antral  contraction. 
Pyloric  opening  is  not  seen.  It  is  difficult  to  differ- 
entiate a deep  prepyloric  contraction  from  a “py- 
loric fleurette”  or  true  pylorus. 


B / Same  subject  after  6 mg.  of  propantheline  bro- 
mide intravenously;  antral  contractions  ceased. 
The  pyloric  orifice  remained  open  and  was  easily 
identified.  Better  visualization  of  the  antrum  was 
also  obtained. 


Now  you  can  see  Pro-Banthine  at  work 

(propantheline  bromide) 


Pro-Banthine  is  so  effective  in  anticholin- 
ergic action  that  it  may  be  employed  in 
visualizing  the  entire  pyloric  region. 

In  addition  to  the  intragastric  photo- 
graphs, cinegastroscopic  studies2  have 
demonstrated  graphically  not  only  its 
effectiveness  but  the  superiority  of  Pro- 
Banthine  over  belladonna  alkaloids. 

Pro-Banthine  produced  complete  cessa- 
tion of  gastric,  antral  and  pyloric  motor 
activity  with  a dose  of  6 mg.  intrave- 
nously. This  is  approximately  one-third 
the  usual  oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages  did  not 
produce  such  cessation.  It  required  dou- 
ble the  usual  oral  dose  of  atropine,  0.8 
mg.  intravenously,  to  duplicate  the  aper- 
istaltic  action  of  Pro-Banthine.  This  dose 
of  atropine  produced  pronounced  discom- 
fort and  tachycardia  with  ventricular 
rates  as  high  as  150  per  minute. 

It  is  this  pharmacologic  superiority  of 


Pro-Banthine  which  has  made  it  the  most 
widely  prescribed  anticholinergic  in  such 
conditions  as  peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pylorospasm 
and  biliary  dyskinesia. 

Dosage  —The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15  mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting  tablets  of 
30  mg.  and,  for  parenteral  use,  as  serum-type 
ampuls  of  30  mg. 

Side  Effects  and  Contraindications-Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or  severe 
cardiac  disease. 

1.  Barowsky,  H.;  Greene,  L.,  and  Bennett,  R.:  Investi- 
gators’ Clinical  Report.  Photographs  courtesy  of  Drs.  H. 
Barowsky,  L.  Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Paper  read 
at  Meeting  of  American  Society  for  Gastrointestinal 
Endoscopy,  Montreal,  Canada,  May  25-27,  1965. 
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WHEN  YOU  WANT  COUNSEL- 
YOU  WANT  THE  BEST! 


That's  why  we're  proud  to  publicize  our  twenty  years  of  experience  working  exclu- 
sively with  the  Medical  and  Dental  Professions.  Consider  also  the  50  Consultants  and 
1 ,600  Clients  involved  and  you  know  that  within  the  framework  of  our  organization 
must  lie  the  answer  to  your  problems,  whatever  they  may  be.  We  offer  you  wide  ex- 
perience, vast  statistical  data,  and  expert  counsel  on  all  phases  of  practice  manage- 
ment and  personal  financial  planning — RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  AND  COLLECTIONS,  FEES,  PERSONNEL,  PART- 
NERSHIP PROBLEMS,  AND  MORE. 

Our  representative  in  your  area  will  be  pleased  to  explain  to  you — without  obliga- 
tion— how  you,  too,  may  have  at  your  disposal  all  that  the  past  twenty  years  have 
taught  us.  Surely  it's  worth  the  time  to  investigate! 


PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Denver,  Colorado  8021 5 


MEMBER 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4 8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  O.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Frontier  Airlines 
Jet'Power  $80 
is  in  business... 


to  serve  your  business! 


A real  businessman’s  airplane.  America’s  fastest 
twin  jet-prop  airliner.  If  your  business  keeps  you  on  the 
move  across  Frontier’s  11  Rocky  Mountain  and 
Plains  states,  the  swift,  smooth  Jet-Power  580  helps 
you  cover  your  territory  better.  You’ll  shave  vital 
time  between  64  key  cities— centers  of  mining, 
construction,  manufacturing,  science  and  agriculture. 

Welcome  aboard  for  a satisfying  travel  experience. 


We  make  this  our  business. 


FRONTIER  AIRLINES 


Route  of  the  Je t- Power  380 's 


FRONTIER  FLIES  TO  DENVER  / EL  PASO  / PHOENIX  / TUCSON  / SALT  LAKE  CITY 

Ikansas  city  / jackson  / GREAT  falls  / minot  / rapid  city  and  most  every  place  in  between! 


Colorado  Medical  Society 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  September  28,  1966  at  the  Annual  Session. 
President:  Paul  R.  Hildebrand,  Brush 
President-elect:  Myron  C.  Waddell,  Denver 
Vice  President:  Walter  C.  Herold,  Colorado  Springs 
Treasurer:  William  A.  Day,  Colorado  Springs,  1968 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1966 
Judicial  Council:  District  No.  1— Daniel  H.  Buchanan,  Jr., 
1966;  District  No.  2 — John  Simon,  Englewood,  1968;  District 
No.  3— Kenneth  E.  Gloss,  Colorado  Springs,  1967;  District 
No.  4— James  G.  Price,  Brush,  1966;  District  No.  5— William  S. 
Curtis,  Boulder,  1966;  District  No.  6— Heman  R.  Bull,  Grand 
Junction,  1967;  District  No.  7— Tullius  W.  Halley.  Durango, 
1967;  District  No.  8— Herman  W.  Roth,  Monte  Vista,  Chair- 
man, 1968;  District  No.  9— Scott  A.  Gale,  Pueblo,  Vice  Chair- 
man, 1968 

Grievance  Committee:  James  A.  Henderson,  Englewood, 
1967;  Robert  J.  Bliss,  Fort  Collins,  1967;  Edward  E.  Tennant, 
Sterling,  1967;  H.  Harper  Kerr,  Pueblo,  1967;  Joel  R.  Husted, 
Boulder,  1967;  C.  K.  Mammel,  Denver,  1966;  Joseph  A. 
Leonard,  Lakewood,  1966;  John  B.  Griffith,  Aurora,  1966; 
Dwight  C.  Dawson,  Colorado  Springs,  1966;  Ray  G.  Witham, 
Craig,  1966;  Robert  B.  Richards,  Fort  Morgan,  1966;  John  A. 
McDonough,  Ordway,  1967 

Delegates  to  the  American  Medical  Association:  Gatewood  C. 
Milligan,  Englewood,  Dec.  31,  1967;  (Alternate,  Robert  E. 
McCurdy,  Denver,  Dec.  31,  1965);  Kenneth  C.  Sawyer,  Den- 
ver, Dec.  31,  1966;  (Alternate,  Vernon  L.  Bolton,  Colorado 
Springs,  Dec.  31,  1965);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1967;  (Alternate,  Walter  M.  Boyd,  Greeley,  Dec.  31,  1965) 
Vice  Speaker,  House  of  Delegates:  Matthew  L.  Gibson,  Aurora 
Foundation  Advocate:  W.  Bernard  Yegge,  Denver 
Historian:  Bradford  Murphey,  Denver 

Additional  Trustees:  Kenneth  A.  Platt,  Westminster,  1967; 
Carl  H.  McLauthlin,  Denver,  1967;  J.  Alan  Shand,  La  Junta, 
1966;  J.  Robert  Spencer,  Denver,  1968 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver 
Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222 

Montana  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Paul  J.  Gans,  Lewistown. 

President-elect:  Albert  L.  Vadheim,  Bozeman. 

Vice  President:  Alfred  M.  Fulton,  Billings. 
Secretary-Treasurer:  Oscar  A.  Swenson,  Sidney 
Assistant  Secretary-Treasurer:  Robert  K.  West,  Cut  Bank. 
Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 

Alternate  Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Bil- 
lings. 

Executive  Committee:  Paul  J.  Gans,  Lewistown;  Albert  L. 
Vadheim,  Bozeman;  Alfred  M.  Fulton,  Billings;  Oscar  A. 
Swenson,  Sidney;  Robert  K.  West,  Cut  Bank;  S.  C.  Pratt, 
Miles  City;  Herbert  T.  Caraway,  Billings;  M.  A.  Gold,  Butte; 
David  Gregory,  Glasgow. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren  D. 
Bowman,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St. 
(P.  O.  Box  1692),  Billings.  Office  Telephone  259-2585. 


Nevada  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1966  Annual  Session. 

President:  Joseph  M.  George,  Jr.,  Las  Vegas 
President-Elect:  William  M.  Tappan,  Reno 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno 
Immediate  Past  President:  John  M.  Read,  Elko 
AMA  Delegate:  Leslie  A.  Moren,  Elko 
Alternate  Delegate:  Thomas  S.  White,  Boulder  City 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal : 
Wesley  W.  Hall,  Reno 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1965-66— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1966  Annual  Session. 

President:  Robert  P.  Beaudette,  Raton. 

President-elect:  Thomas  L.  Carr,  Albuquerque. 

Vice  President:  Emmit  M.  Jennings,  Roswell. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 
Immediate  Past  President:  Omar  Legant,  Albuquerque. 
Speaker,  House  of  Delegates:  Hugh  B.  Woodward,  Albuquer- 
que. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albu- 
querque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1965 
to  December  31,  1966. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Las  Cruces. 

Utah  State  Medical  Association 

OFFICERS — 1965-66 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  L.  V.  Broadbent,  Cedar  City. 

President-elect:  Paul  A.  Clayton,  Salt  Lake  City. 

Past  President:  Stanley  R.  Child,  Salt  Lake  City. 

Honorary  President:  Henry  C.  Stranquist,  Ogden. 

Secretary  ’67 : Russell  M.  Nelson,  Salt  Lake  City. 

Treasurer  ’66:  Cyril  D.  Fullmer,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Ralph  E.  Jorgenson,  Provo. 
President,  Medical  Service  Bureau:  Wilford  G.  Biesinger, 
Springville. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 
Alternate  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Additional  Trustees:  Box  Elder  County  Med.  Soc.  ’66,  S.  L. 
Moskowitz,  Brigham  City;  Cache  Valley  Med.  Soc.  '66,  Robert 
S.  Budge,  Smithfield;  Carbon  Co.  Med.  Soc.  ’66,  William  M. 
Gorishek,  Price;  Central  Utah  Med.  Soc.  ’67,  Halvard  J. 
Davidson,  Manti;  Salt  Lake  Co.  Med.  Soc.  ’66,  John  H.  Clark, 
Salt  Lake  City;  Southeastern  Utah  Med.  Soc.  '67,  Jerrold  C. 
Smith,  Monticello;  Southern  Utah  Med.  Soc.  ’67,  Joseph  J. 
Sannella,  Kanab;  Uintah  Basin  Med.  Soc.  ’67,  R.  V.  Larson, 
Roosevelt;  Utah  County  Med.  Soc.  '65,  Richard  A.  Call, 
Provo;  Weber  County  Med.  Soc.  ’67,  Douglas  C.  Barker, 
Ogden. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Richard 
P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City. 

EXECUTIVE  COMMITTEE:  L.  V.  Broadbent,  Chairman, 
Cedar  City;  Stanley  R.  Child,  Salt  Lake  City;  Paul  A. 
Clayton,  Salt  Lake  City;  Russell  M.  Nelson,  Salt  Lake  City; 
Cyril  D.  Fullmer,  Salt  Lake  City. 

BUDGET  COMMITTEE:  Cyril  D.  Fullmer,  Chairman,  Salt 
Lake  City;  L.  V.  Broadbent,  Cedar  City;  Stanley  R.  Child, 
Salt  Lake  City;  Paul  A.  Clayton,  Salt  Lake  City;  Russell  M. 
Nelson,  Salt  Lake  City. 

AUXILIARY  ADVISORY:  L.  V.  Broadbent,  Chairman,  Cedar 
City;  S.  L.  Moskowitz,  Brigham  City;  Robert  S.  Budge,  Smith- 
field;  William  M.  Gorishek,  Price;  Halvard  J.  Davidson, 
Manti;  John  H.  Clark,  Salt  Lake  City;  Jerrold  C.  Smith, 
Monticello;  Joseph  J.  Sannella,  Kanab;  R.  V.  Larson,  Roose- 
velt; Richard  A.  Call,  Provo;  Douglas  C.  Barker,  Ogden. 
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EXECUTIVE  COMMITTEE  OF  THE  FEE  SCHEDULE  COM- 
MITTEE: Boyd  G.  Holbbrook,  Chairman,  Salt  Lake  City: 
John  H.  Clark,  Salt  Lake  City;  Drew  M.  Petersen,  Ogden; 
Garner  B.  Meads,  Salt  Lake  City;  Homer  E.  Smith,  Salt  Lake 
City;  F.  Willis  Taylor,  Salt  Lake  City;  Mr.  Harold  Bowman, 
Salt  Lake  City. 

Council  on  Medical  Service 

Drew  M.  Petersen,  Chairman,  Ogden 

BLOOD  BANK  COMMITTEE:  Stanley  J.  Altman,  Chairman, 
Salt  Lake  City;  Wilford  H.  LeCheminant,  Provo;  Merrill  C. 
Daines,  Logan;  Jimmy  L.  Verner,  Ogden;  Shelley  A.  Swift, 
Salt  Lake  City;  Joseph  L.  Hatch,  Salt  Lake  City;  Paul  G. 
Winquist,  Logan;  Eugene  E.  Speakman,  Mt.  Pleasant;  Crichton 
McNeil,  Salt  Lake  City;  George  E.  Cartwright,  Salt  Lake  City. 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Wallace  S. 
Brooke,  Chairman,  Salt  Lake  City;  Drew  M.  Petersen,  Ogden; 
Kenneth  B.  Castleton,  Salt  Lake  City;  John  F.  Waldo,  Salt 
Lake  City;  Ralph  E.  Jorgenson,  Provo;  Mr.  John  Snow,  Salt 
Lake  City. 

FEE  SCHEDULE  COMMITTEE:  Boyd  G.  Holbrook,  Chairman, 
Salt  Lake  City;  Dean  A.  Moffat,  Salt  Lake  City;  Scott  M. 
Smith,  Salt  Lake  City;  William  J.  Morginson,  Salt  Lake  City; 
Whitney  J.  Haight,  Salt  Lake  City;  Preston  G.  Hughes, 
Spanish  Fork;  H.  M.  Jackson,  Salt  Lake  City;  William  P. 
Daines,  Ogden;  J.  Louis  Schricker,  Jr.,  Salt  Lake  City; 
H.  A.  Theurer,  Salt  Lake  City;  Dean  Spear,  Salt  Lake  City; 
Sherman  S.  Coleman,  Salt  Lake  City;  O.  Edward  Ogilvie, 
Salt  Lake  City;  Roy  A.  Darke,  Salt  Lake  City;  J.  Bruce 
Balken,  Ogden;  Howard  K.  Belnap,  Ogden;  Robert  R. 
Robinson,  Jr.,  Salt  Lake  City;  Preston  R.  Cutler,  Salt  Lake 
City;  Ronald  W.  Krumbach,  Ogden;  Warren  B.  West,  Ogden; 
Homer  E.  Smith  (consultant),  Salt  Lake  City;  Garner  B. 
Meads  (consultant),  Salt  Lake  City. 

INSURANCE  PLANS  COMMITTEE:  Garner  B.  Meads,  Chair- 
man, Salt  Lake  City;  Dean  L.  Bunderson,  Brigham  City; 
Newell  G.  Daines,  Logan;  G.  Cloyd  Krebs,  Provo;  Leland  O. 
Learned,  Salt  Lake  City;  Irven  H.  Moncrief,  Ogden. 
MATERNAL  MORTALITY  COMMITTEE:  Carl  T.  Woolsey, 
Chairman,  Salt  Lake  City;  Ray  E.  Spendlove,  Vernal;  Wilbur 
S.  Thain,  Logan;  Russell  N.  Stirland,  Ogden;  Boyd  J.  Farr, 
Ogden;  Quinn  A.  Whiting,  Price;  J.  Gordon  Felt,  Brigham 
City;  Richard  S.  Clark,  Provo;  Irwin  H.  Kaiser,  Salt  Lake 
City;  F.  Willis  Taylor,  Salt  Lake  City;  Reynolds  F.  Cahoon, 
Salt  Lake  City;  John  T.  Mason,  Salt  Lake  City;  Robert  H. 
Hall,  Salt  Lake  City;  William  L.  Mason,  Panguitch;  Lamar 
H.  Stewart,  Gunnison. 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  A.  Call, 
Chairman,  Provo,  1968;  U.  R.  Bryner,  Salt  Lake  City,  1966; 
Roy  W.  Robinson,  Price,  1966;  Preston  R.  Cutler,  Salt  Lake 
City,  1966;  Joseph  D.  Halgren,  Richfield,  1967;  Wallace  S. 
Brooke,  Salt  Lake  City,  1968. 

NURSING  HOME  LIAISON  COMMITTEE:  Victor  Kassel, 
Chairman,  Salt  Lake  City;  Charles  M.  Smith,  Sr.,  Provo; 
J.  Kyle  Clark,  Provo;  Burtis  R.  Evans,  Salt  Lake  City;  Floyd 
W.  Seager,  Ogden. 

RESOLUTIONS  COMMITTEE:  (To  be  named  by  President 
in  May  1966). 

SPECIAL  COMMITTEE  ON  EYE  CARE:  Homer  E.  Smith, 
Chairman,  Salt  Lake  City;  Richard  J.  Nelson,  Salt  Lake  City; 
N.  F.  Hicken,  Salt  Lake  City;  Robert  S.  Felt,  Salt  Lake  City; 
Louis  R.  Snider,  Ogden. 

Council  on  Public  Health 

Cyril  D.  Fullmer,  Chairman,  Salt  Lake  City 
GENERAL  COMMITTEE  ON  PUBLIC  HEALTH:  Alan  P. 
Macfarlane,  Chairman,  Salt  Lake  City;  J.  Bernard  Critchfield, 
Taylorsville;  Vincent  L.  Rees,  Salt  Lake  City;  L.  George 
Veasy,  Salt  Lake  City;  H.  A.  Theurer,  Jr.,  Salt  Lake  City; 
H.  Edward  Beathler,  Provo;  Garth  G.  Myers,  Salt  Lake  City; 
William  L.  Mason,  Panguitch;  Joseph  O.  Brewerton,  Salt 
Lake  City;  J.  B.  Trunnell,  Provo;  E.  H.  Chapman,  Provo; 
John  D.  Newton,  Ogden. 

ATHLETIC  INJURIES  COMMITTEE:  J.  Bernard  Critchfield. 
Chairman,  Taylorsville;  C.  A.  Natoli,  Salt  Lake  City;  Louis  S. 
Peery,  Ogden;  Dee  W.  Call,  Salt  Lake  City;  R.  Wendell 
Vance,  Provo;  Sherman  S.  Coleman,  Salt  Lake  City;  Reed  S. 
Clegg,  Salt  Lake  City;  John  C.  Worley,  Jr.,  Logan. 

CANCER  COMMITTEE:  Vincent  L.  Rees,  Chairman,  Salt  Lake 
City;  Donald  V.  Poppen,  Provo;  Cyril  D.  Fullmer,  Salt  Lake 
City;  Irwin  H.  Kaiser,  Salt  Lake  City;  O.  Ernest  Grua,  Ogden; 
David  L.  Wilkerson,  Parowan. 

CARDIOVASCULAR  DISEASE  COMMITTEE:  L.  George 
Veasy,  Chairman,  Salt  Lake  City;  Robert  W.  Petty,  Provo; 
Robert  W.  Sherwood,  Salt  Lake  City;  Preston  R.  Cutler,  Salt 
Lake  City;  Charles  M.  Parrish,  Salt  Lake  City;  Conrad  B. 
Jenson,  Salt  Lake  City. 


CHILD  ADOPTION  COMMITTEE:  H.  A.  Theurer,  Jr.,  Chair- 
man, Salt  Lake  City;  Jay  S.  Broadbent,  Provo;  L.  Dean  Day, 
Salt  Lake  City;  C.  Wallace  Sorenson,  Salt  Lake  City;  Reed 
W.  Farnsworth,  Cedar  City;  John  Carlisle,  Logan;  Kenneth 

0.  Fishier,  Salt  Lake  City;  Homer  S.  Ellsworth,  Salt  Lake 
City. 

MENTAL  HEALTH  COMMITTEE:  H.  Edward  Beaghler, 
Chairman,  Provo;  Robert  C.  Mohr,  Salt  Lake  City;  C.  Craig 
Nelson,  Salt  Lake  City;  Marlow  R.  Harston,  Provo;  Paul  S. 
Groneman,  Orem;  C.  H.  Hardin  Branch,  Salt  Lake  City;  Glenn 

L.  Johnston,  Jr.,  Salt  Lake  City;  Richard  Iverson,  Ogden; 
Harvey  P.  Wheelwright,  Ogden;  Reed  S.  Andrus,  Murray. 
MENTAL  RETARDATION  COMMITTEE:  Garth  G.  Myers, 
Chairman,  Salt  Lake  City;  Patrick  F.  Bray,  Salt  Lake  City; 
Joseph  P.  Kesler,  Salt  Lake  City;  Harold  E.  Young,  Jr., 
Midvale;  Guy  A.  Richards,  American  Fork;  Stanley  R.  Child, 
Salt  Lake  City;  James  C.  Warenski,  Salt  Lake  City;  John  H. 
Carlquist,  Salt  Lake  City. 

MIGRANT  LABOR  COMMITTEE:  Alan  P.  Macfarlane,  Chair- 
man, Salt  Lake  City;  Robert  S.  Budge,  Smithfield;  Joseph  D. 
Halgren,  Richfield;  C.  Duane  Kerr,  Tremonton;  W.  R.  Elton 
Newman,  Salt  Lake  City. 

RURAL  HEALTH  COMMITTEE:  William  L.  Mason,  Chair- 
man, Panguitch;  W.  R.  Elton  Newman,  Salt  Lake  City; 
Edward  D.  Morton,  Ogden;  Thomas  M.  Hall,  Payson. 
SANITATION  AND  POLLUTION  COMMITTEE:  Joseph  O. 
Brewerton,  Chairman,  Salt  Lake  City;  Ralph  L.  Tingey,  Salt 
Lake  City;  Richard  J.  Nelson,  Salt  Lake  City;  Elmo  Eddington, 
Provo;  Alan  P.  Macfarlane,  Salt  Lake  City;  Eddie  A.  Isaacson, 
Farmington;  G.  D.  Carlyle  Thompson,  Salt  Lake  City;  W.  F. 
Loomis,  Brigham  City;  Donald  M.  Moore,  Ogden;  Harold  P. 
Hargreaves,  Salt  Lake  City;  G.  Cloyd  Krebs,  Provo;  Elmer 

M.  Kilpatrick,  Salt  Lake  City;  Harold  B.  Lamb,  Salt  Lake 
City. 

SCHOOL  HEALTH  COMMITTEE:  J.  B.  Trunnell,  Chairman, 
Provo;  S.  William  Allred,  Salt  Lake  City;  Earl  A.  Lloyd, 
Salt  Lake  City;  Leslie  A.  Smith,  Ogden;  John  T.  Mason, 
Salt  Lake  City;  Raymond  N.  Malouf,  Logan. 

TRAUMA  COMMITTEE:  E.  H.  Chapman,  Chairman,  Provo; 
Charles  M.  Swindler,  Ogden;  A.  M.  Okelberry,  Salt  Lake 
City;  Robert  W.  Sherwood,  Salt  Lake  City;  Richard  B. 
Gresham,  Salt  Lake  City;  Mark  H.  Greene,  Jr.,  Salt  Lake 
City. 

TUBERCULOSIS  COMMITTEE:  John  D.  Newton,  Chairman, 
Ogden;  Robert  J.  Beveridge,  Salt  Lake  City;  Alan  P. 
Macfarlane,  Salt  Lake  City;  Carroll  D.  Goon,  Monticello; 
R.  G.  Cornell,  Orem;  C.  DuWayne  Schmidt,  Salt  Lake  City; 
Eddie  A.  Isaacson,  Farmington;  Richard  J.  Nelson,  Salt  Lake 
City. 

Council  on  Scientific  Education 

Russell  M.  Nelson,  Chairman,  Salt  Lake  City 
MEDICAL  ADVISORY  BOARD  TO  UNIVERSITY  OF  UTAH 
COLLEGE  OF  MEDICINE:  Stanley  R.  Child,  Chairman,  Salt 
Lake  City;  John  F.  Waldo,  Salt  Lake  City;  Paul  A.  Clayton, 
Salt  Lake  City;  L.  V.  Broadbent,  Cedar  City;  V.  Robert 
Kelly,  Layton;  John  H.  Clark,  Salt  Lake  City;  George  H. 
Curtis,  Salt  Lake  City;  ‘Kenneth  B.  Castleton,  Vice-Chair- 
man, Salt  Lake  City;  ‘Irwin  H.  Kaiser,  Salt  Lake  City; 
*M.  M.  Wintrobe,  Salt  Lake  City;  ‘President  James  C. 
Fletcher,  Salt  Lake  City;  ‘John  A.  Dixon,  Ogden;  ‘Mr.  Reed 
W.  Brinton,  Salt  Lake  City;  ‘Mr.  Carvel  Mattsson,  Richfield. 

* Represents  University  of  Utah. 

MEDICAL  EDUCATION  AND  HOSPITAL,  COMMITTEE: 
H.  M.  Jackson,  Chairman,  Salt  Lake  City,  1966;  C.  Hilmon 
Castle,  Salt  Lake  City,  1966;  Charles  M.  Parrish,  Salt  Lake 
City,  1966;  Spencer  Snow,  Salt  Lake  City,  1966;  James  P. 
Neeley,  Jr.,  Logan,  1967;  Irven  H.  Moncrief,  Ogden,  1967; 
Riley  G.  Clark,  Provo,  1967;  A.  W.  Scott,  Richfield,  1967; 
Quinn  A.  Whiting,  Price,  1967;  Charles  D.  Behrens,  Salt  Lake 
City,  1967;  Hal  H.  Bourne,  Salt  Lake  City,  1968;  E.  H. 
Chapman,  Provo,  1968;  Lawrence  E.  Stevens,  Salt  Lake  City, 
1968;  W.  P.  Daines,  Ogden,  1968. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 

Alan  E.  Lindsay,  Chairman,  Salt  Lake  City,  1969:  Oliver  L. 
Richards,  Jr.,  Ogden,  1966;  R.  P.  Middleton,  Salt  Lake  City, 
1967;  R.  Craig  Clark,  Provo,  1968;  C.  Hilmon  Castle,  Salt  Lake 
City,  1970. 

ADVISORY  COMMITTEE  TO  THE  ROCKY  MOUNTAIN  MED- 
ICAL JOURNAL:  Alan  E.  Lindsay,  Chairman,  Salt  Lake  City; 

1.  Bruce  McQuarrie,  Ogden;  Paul  D.  Hoeprich,  Salt  Lake 
City;  Richard  A.  Call,  Provo. 

SCIENTIFIC  EXHIBITS  COMMITTEE:  Patrick  F.  Bray,  Chair- 
man, Salt  Lake  City;  Richard  Y.  Card,  Salt  Lake  City. 
SCIENTIFIC  PROGRAM  COMMITTEE:  Russell  M.  Nelson, 
Chairman,  Salt  Lake  City;  W.  Lynn  Richards,  Bountiful; 
Eugene  Y.  Hall,  Salt  Lake  City;  John  R.  Ward,  Salt  Lake 
City;  Chase  N.  Peterson,  Salt  Lake  City;  James  H.  Quinn, 
Salt  Lake  City;  Andrew  F.  Latteier,  Salt  Lake  City;  Lyman 
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W.  Condie,  Salt  Lake  City;  Patrick  F.  Bray,  Salt  Lake  City; 
Edward  R.  McKay,  Salt  Lake  City;  Richard  Y.  Card,  Salt 
Lake  City;  Dean  W.  Tanner,  Ogden;  Sherman  S.  Coleman, 
Salt  Lake  City. 

Council  on  Governmental  Relations 

Paul  A.  Clayton,  Chairman,  Salt  Lake  City 
DISASTER  AND  CIVIL  DEFENSE  COMMITTEE:  Homer  E. 
Smith,  Chairman,  Salt  Lake  City;  Arnold  L.  Gilbert,  Brigham 
City;  Willis  H.  Hayward,  Logan;  Daniel  T.  Madsen,  Price; 
Dean  C.  Rigby,  Mt.  Pleasant;  Paul  R.  Mayberry,  Moab;  David 
W.  Brown,  Cedar  City;  Paul  G.  Stringham,  Vernal;  H.  Bruce 
Ostler,  Provo;  J.  Bruce  Balken,  Ogden;  Joseph  O.  Brewerton, 
Salt  Lake  City;  Richard  J.  Nelson,  Salt  Lake  City;  Robert  W. 
Carson,  Salt  Lake  City;  G.  D.  Carlyle  Thompson,  Salt  Lake 
City;  O.  Ernest  Grua,  Ogden. 

LEGISLATIVE  COMMITTEE:  Wesley  G.  Harline,  Chairman, 
Ogden;  Jay  S.  Broadbent,  Provo;  Robert  G.  Weaver,  Salt  Lake 
City;  Walter  J.  Burdette,  Salt  Lake  City;  Juel  E.  Trowbridge, 
Bountiful;  Wallace  S.  Brooke,  Salt  Lake  City;  Gale  H.  Keyes, 
Ogden;  Don  Dee  Olsen,  Ogden;  Robert  E.  Skabelund,  Logan; 
Paul  G.  Stringham,  Vernal;  J.  Garth  Chatterley,  Cedar  City; 
O.  Wendell  Budge,  Logan;  Richard  A.  Call,  Provo;  Stanley 
R.  Child,  Salt  Lake  City;  Eugene  Y.  Hall,  Salt  Lake  City; 
R.  G.  Cornell,  Orem. 

MEDICAL  ADVISORY  COMMITTEE  TO  DEPARTMENT  OF 
PUBLIC  WELFARE:  Stanley  R.  Child,  Chairman,  Salt  Lake 
City;  Norman  R.  Beck,  Salt  Lake  City;  Harry  E.  Fisher,  Jr., 
Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City;  Gale  H. 
Keyes,  Ogden;  Newell  G.  Daines,  Logan;  Preston  G.  Hughes, 
Spanish  Fork;  Don  Dee  Olsen,  Ogden;  Ralph  E.  Jorgenson, 
Provo;  Joseph  L.  Hatch,  Salt  Lake  City. 

OCCUPATIONAL  HEALTH  COMMITTEE:  Harold  C.  Jenkins, 
Chairman,  Murray;  Harold  P.  Hargreaves,  Salt  Lake  City; 
Otto  F.  Smith,  Brigham  City;  LaVille  H.  Merrill,  Hiawatha; 
W.  F.  Loomis,  Brigham  City;  Boyd  G.  Holbrook,  Salt  Lake 
City;  Robert  M.  Woolf,  Salt  Lake  City;  Manly  Utterback, 
Ogden;  Boyd  J.  Larsen,  Lehi;  W.  Lynn  Richards,  Bountiful. 

Council  on  Public  and  Professional  Relations 

Stanley  R.  Child,  Chairman,  Salt  Lake  City 
GRIEVANCE  COMMITTEE:  Mark  W.  Muir,  Chairman,  Salt 
Lake  City,  1966;  O.  W.  Phelps,  Helper,  1965;  W.  R.  Worley, 
Jr.,  Richfield  1968;  Clair  L.  Payne,  Logan,  1965;  James  W. 
Webster,  Provo,  1966;  Arnold  B.  Gilbert,  Brigham  City,  1966; 
T.  R.  Seager,  Vernal,  1966;  George  R.  Aiken,  Kanab,  1967; 
Russell  N.  Stirland,  Ogden,  1967;  Carroll  D.  Goon,  Monticello, 
1968. 

ETHICS  COMMITTEE:  Louis  E.  Viko,  Chairman,  Salt  Lake 
City;  Stanley  R.  Child,  Salt  Lake  City;  I.  Bruce  McQuarrie, 
Ogden;  Ralph  E.  Jorgenson,  Provo;  Ralph  L.  Tingey,  Salt 
Lake  City;  G.  D.  Carlyle  Thompson,  Salt  Lake  City;  Kenneth 
A.  Crockett,  Salt  Lake  City. 

HOSPITAL  RELATIONS  COMMITTEE:  Lawrence  E.  Stevens, 
Chairman,  Salt  Lake  City;  H.  David  Rees,  Provo;  William  P. 
Daines,  Ogden;  Drew  M.  Petersen,  Ogden;  Robert  M. 
Dalrymple,  Salt  Lake  City;  Frank  F.  Daughters,  Salt  Lake 
City;  Wallace  L.  Chambers,  Granger;  Ralph  R.  Meyer, 
Salt  Lake  City;  Joseph  E.  Jack,  Murray. 

LIAISON  COMMITTEE  WITH  UTAH  BAR:  Louis  E.  Viko, 
Chairman,  Salt  Lake  City;  Chester  B.  Powell,  Salt  Lake  City; 
Wallace  S.  Brooke,  Salt  Lake  City;  Newell  G.  Daines,  Jr., 
Logan;  R.  G.  Cornell,  Orem. 

MEDICAL  LEGAL  COMMITTEE:  Paul  A.  Clayton,  Chairman, 
Salt  Lake  City,  1968;  Wilbur  S.  Thain,  Logan,  1966;  Charles 
M.  Swindler,  Ogden,  1966;  Donald  V.  Poppen,  Provo,  1966; 
Wallace  E.  Hess,  Salt  Lake  City,  1966;  Quinn  A.  Whiting, 
Price,  1966;  Chester  B.  Powell,  Salt  Lake  City,  1967;  Eugene 
Wood,  Salt  Lake  City,  1967;  William  K.  Fitzpatrick,  Salt  Lake 
City,  1967;  A.  M.  Okelberry,  Salt  Lake  City,  1967;  Madison 
H.  Thomas,  Salt  Lake  City,  1967;  Ralph  R.  Meyer,  Salt  Lake 
City,  1967;  David  W.  Richards,  Salt  Lake  City,  1967;  Bruce 
A.  Lloyd,  Salt  Lake  City,  1967;  Rees  H.  Anderson,  Salt  Lake 
City,  1967;  John  Z.  Brown,  Jr.,  Salt  Lake  City,  1967;  John  N. 
Henrie,  Salt  Lake  City,  1968. 

MEDICINE  AND  RELIGION  COMMITTEE:  Edward  R. 
McKay,  Chairman,  Salt  Lake  City;  John  H.  Clark,  Salt  Lake 
City;  Irving  Ershler,  Salt  Lake  City;  Garner  B.  Meads, 
Salt  Lake  City;  Clifford  Sherwood,  Salt  Lake  City;  George  M. 
Fister,  Ogden. 

MEMORIAM  COMMITTEE:  Henry  C.  Stranquist,  Ogden. 
NURSING  LIAISON  COMMITTEE:  George  H.  Curtis,  Chair- 
man, Salt  Lake  City;  Ivan  C.  Taylor,  Ogden;  William  J. 
Morginson,  Salt  Lake  City;  Rees  H.  Anderson,  Salt  Lake  City; 
John  H.  Rupper,  Provo. 

SPECIAL  AD  HOC  MEDICAL  COMMITTEE  TO  THE  LITTLE 
HOOVER  COMMISSION:  John  F.  Waldo,  Chairman,  Salt  Lake 
City;  Wallace  S.  Brooke,  Salt  Lake  City;  Scott  M.  Budge, 
Logan;  Drew  M.  Petersen,  Ogden;  Thomas  M.  Hall,  Payson. 


PUBLIC  RELATIONS  COMMITTEE:  Allan  H.  Barker,  Chair- 
man, Salt  Lake  City;  Edward  R.  McKay,  Salt  Lake  City; 
Joseph  E.  Jack,  Murray;  M.  Paul  Southwick,  Ogden;  R.  G. 
Cornell,  Orem;  John  R.  Ward,  Salt  Lake  City;  Stanley  D. 
Neff,  Salt  Lake  City;  Homer  S.  Ellsworth,  Salt  Lake  City. 
SUB-COMMITTEE  ON  MEDICALLY-IMPAIRED  DRIVER 
REPORTING:  Mark  H.  Greene,  Chairman,  Salt  Lake  City; 
Lyman  W.  Condie,  Salt  Lake  City;  Charles  D.  Behrens,  Salt 
Lake  City;  Robert  L.  Rees,  Salt  Lake  City;  Mrs.  Esther  E. 
Landa,  Salt  Lake  City  Board  of  Education;  Mr.  Alan 
Hodgson,  Director,  Drivers  License  Division;  Mr.  Robert  W. 
Warnick,  Utah  State  Medical  Association. 

REHABILITATION  COMMITTEE:  James  R.  Swenson,  Chair- 
man, Salt  Lake  City;  Hal  H.  Bourne,  Salt  Lake  City;  Alan  R. 
Nelson,  Salt  Lake  City;  Rich  Johnston,  Salt  Lake  City; 
LaVerne  S.  Erickson,  Salt  Lake  City;  Garth  G.  Myers,  Salt 
Lake  City;  Robert  T.  Ferguson,  Salt  Lake  City;  Antoine  A. 
Dalton,  Murray;  Joseph  P.  Kesler,  Salt  Lake  City. 
OPHTHALMOLOGIC AI.  ADVISORY  COMMITTEE  TO  STATE 
HEALTH  DEPARTMENT  AND  UTAH  STATE  MEDICAL 
ASSOCIATION:  Homer  E.  Smith,  Chairman,  Salt  Lake  City; 
Rowland  H.  Merrill,  Salt  Lake  City;  Orson  W.  White,  Salt 
Lake  City;  Dean  Spear,  Salt  Lake  City;  Richard  W.  Sonntag, 
Salt  Lake  City;  L.  Keith  Gates,  Logan;  Mr.  J.  Fred  Whitney, 
Salt  Lake  City. 

SPEAKERS  BUREAU:  Ralph  E.  Jorgenson,  Provo;  Nephi 

K.  Kezerian,  Provo;  I.  Bruce  McQuarrie,  Ogden;  Thomas 

L.  Hannum,  Brigham  City;  W.  Ezra  Cragun,  Logan;  N.  F. 
Hicken,  Salt  Lake  City;  Paul  A.  Clayton,  Salt  Lake  City; 
Wallace  S.  Brooke,  Salt  Lake  City;  Milo  C.  Moody,  Spanish 
Fork;  Robert  J.  Beveridge,  Salt  Lake  City;  Gail  W.  Haut, 
Price;  A.  R.  Demman,  Helper;  Drew  M.  Petersen,  Ogden; 
V.  Robert  Kelly,  Layton;  Andrew  L.  Karavitis,  Salt  Lake 
City;  Reed  W.  Farnsworth,  Cedar  City;  Floyd  W.  Seager, 
Ogden;  J.  Russell  Smith,  Provo;  Lloyd  L.  Cullimore,  Provo; 
John  A.  Dixon,  Ogden;  Robert  F.  Bitner,  Layton;  Ernest  L. 
Wilkinson,  Salt  Lake  City;  R.  Wendell  Vance,  Provo;  Allan 
H.  Barker,  Salt  Lake  City;  Maurice  J.  Taylor,  Salt  Lake  City; 
Frank  F.  Daughters,  Salt  Lake  City;  Vernon  C.  Young,  Salt 
Lake  City;  Joseph  E.  Jack,  Murray;  R.  E.  Nilsson  (debate), 
Ogden;  R.  G.  Cornell,  Orem;  James  E.  Hanson  (ear  subjects). 
Salt  Lake  City. 

Wyoming  State  Medical  Society 

OFFICERS — 1965-66-  -Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1966  Annual  Session. 

President:  Thomas  Nicholas,  Buffalo 

President-elect:  Ray  K.  Christensen,  Powell 

Vice  President:  James  W.  Barber,  Cheyenne 

Secretary:  Laurence  W.  Greene,  Jr.,  Laramie 

Treasurer:  Roger  P.  Mattson,  Casper 

Delegate  to  the  A.M.A.:  H.  B.  Anderson,  Casper 

Alternate  Delegate  to  the  A.M.A.:  Frederick  H.  Haigler, 

Casper 

Speaker  of  the  House:  John  H.  Froyd,  Warland 
Vice  Speaker  of  the  House:  Roy  Holmes,  Casper 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Arthur  R.  Abbey,  P.  O.  Box  2266,  Chey- 
enne. Telephone  632-5525 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to  fit 
the  most  difficult  cases. 

An  expert  eye-maker  is 
in  our  office  at  all  times 
to  give  your  patients  the 
satisfaction  they  must 
have.  In  business  since 
1904. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  825-0229 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 
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Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• AIJ  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

Wendell  H.  Hutchens,  M.D.,  Medical  Director — Henry  Coe,  Administrator 
10008  S.  E.  Stark  Street  Portland  16,  Ore.  Inquiries  invited  Phone:  ALpine  2-5571 
Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE-MARK  ® 


things  go 

better.i 

^with 

Coke 
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WANT  ADS 


OFFICE  SPACE  AVAILABLE  for  physicians  or  dentists  in 
modem  air  conditioned  professional  building  near  Penrose 
Hospital.  Contact  E.  H.  Vincent,  MD,  2121  N.  Weber  Street, 
Colorado  Springs,  Colorado  80907.  1-7-TFB 


DOCTOR— Newly  decorated  and  tiled  800  sq.  ft.  first  floor 
suite;  office,  laboratory,  3 examining  rooms,  sinks,  elec- 
tricity, etc.  ready  for  you.  Apply  3500  E.  17th  Building,  Suite 
4.  Phone  322-0223.  Denver.  10-5-TFB 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502. 

9-7-TFB 


ORTHOPEDIC  SURGEON,  Board-eligible  or  certified,  under 
35,  to  associate  with  Board-certified  orthopedic  surgeon, 
Southwest.  Maximum  guarantee  $20,000  first  year.  Reply  to 
Box  12-3-3,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Ave.,  Denver,  Colorado  80218.  12-3-3 


OB-GYN.  33,  just  completed  Part  I of  Boards.  Married  with 
family,  desires  association  of  group  practice  opportunity  in 
Rocky  Mountain  area.  Please  reply  to  Box  11-1-3B,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Avenue,  Denver, 
Colorado  80218  11-1-3B 


WANTED — Internist  to  associate  in  private  practice  situation 
in  East  Denver.  Prefer  man  just  finishing  training  in  July 
1966.  Call  333-4273  in  Denver  or  write  Box  10-7-3,  Rocky 
Mountain  Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colo- 
rado 80218.  10-7-3 


SOLO  GENERAL  PRACTICE  grossing  over  $50,000.  Complete 
records.  Equipment  available.  $4,000  and  terms.  Reply  to 
Box  8-7-TF,  Rocky  Mountain  Medical  Journal,  1809  E.  18th 
Avenue,  Denver,  Colorado  80218.  8-7-TF 


WANTED:  Medical  doctor  to  take  over  my  office  and  prac- 
tice in  Holyoke,  Colorado.  New  open  staff  county  owned 
23  bed  hospital  in  full  operation.  You  need  to  buy  nothing. 
Rent  my  well  equipped  solo  office  building  and  equipment 
until  you  wish  to  buy  it.  I am  retiring  to  Southern  climes 
before  the  first  of  the  year.  F.  M.  Dille,  M.D.,  129  W.  Furry 
St.,  Holyoke,  Colorado.  11-2-2 


PHYSICIAN  NEEDED — Small  western  community  of  12,000 
seeking  internist  or  General  Practitioner  to  join  small 
group.  Clinic  is  new  and  has  X-ray,  Laboratory,  and  Office 
Space.  First  year  salary  $18,600.00,  ownership  thereafter. 
Recreational  facilities  unlimited.  115  days  per  year  time  off. 
New  40  bed,  $1,000,000  hospital.  Reply  L.  J.  Dunton,  Box  306, 
East  Ely,  Nevada.  12-1-6B 


INVESTMENT:  Blue  chip  investments  available.  Two  POST 
OFFICES  and  two  GOVERNMENT  OFFICE  BUILDINGS. 
Partners  must  sell.  Will  sell  individually  or  as  a package. 
Contact  Gale  Warner,  1270  Third  Avenue,  Longmont,  Colo- 
rado. 11-7-3B 


FOR  SALE:  200  M.  A.  X-Ray  Unit,  New,  Complete  with 
Automatic  Push-Button  Control,  Motor  Drive  Table,  Spot- 
Film  Device,  Floor  to  Ceiling  Tubestand,  and  2 Rotating 
Anode  X-Ray  Tubes.  Special  close-out  price.  Van  Waters  & 
Rogers,  Inc.,  4300  Holly  Street,  Denver  17,  Colorado,  Phone: 
388-5651,  Ext.  85.  10-6-3B 


ORTHOPEDIC  SURGEON  interested  in  relocating.  Would  like 
another  Orthopedic  Surgeon  to  take  over  existing  practice 
in  area  of  the  Southwest  offering  vast  facilities  in  sports  for 
the  entire  family  both  winter  and  summer.  Facts  and  figures 
furnished  on  request.  Address:  312  South  Lake  Street,  Farm- 
ington, New  Mexico.  8-14-TF 


HI  . UmHH 


EXCLUSIVELY 


■■ 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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GENERAL  PRACTICE  OPPORTUNITY— Office  equipment 
and  building  of  the  late  H.  B.  Rae  for  sale  or  lease.  A gen- 
eral practice  of  35  years  leaves  a good  opening  in  a com- 
munity of  15,000,  in  which  a new  doctor  would  be  readily 
accepted.  Call  or  write  Mrs.  H.  B.  Rae,  Torrington,  Wyoming. 
Phone:  532-3156.  11-4-3 


UNUSUAL  OPPORTUNITY — Beautiful,  spacious  suite  is  avail- 
able for  GP  or  specialist  in  attractive  community  on  East- 
ern Slope  of  Rockies,  30  minutes  from  Denver,  10  minutes 
from  foothills,  50  minutes  from  ski  slopes.  Building  is  one 
block  from  Community  Hospital  and  owned  by  occupant 
physicians  in  solo  practice  who  would  assist  in  establishing 
new  man.  Reply  to  Box  12-2-3,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218.  12-2-3 


INTERNIST — Board  certified  or  eligible,  for  402-bed  general 
medical  and  surgical  hospital.  Pulmonary  background  de- 
sirable but  not  necessary.  Salary  $12,075  to  $18,580  depend- 
ing on  experience  and  qualifications.  U.  S.  citizenship  and 
licensure  required.  Equal  opportunity  employer.  Write  Chief 
of  Staff,  Veterans  Administration  Hospital,  Tucson,  Arizona. 
11-6-4B 

WANTED — Physician,  under  35,  to  assist,  then  share  busy 
general  practice  in  Long  Island  area  of  Metropolitan  New 
York  with  young  GP.  Must  have  or  be  eligible  for  New  York 
license,  be  able  to  do  uncomplicated  OB,  assist  at  Surgery. 
Salary  first  year,  then  increasing  percentage  to  full  partner- 
ship. Reply  to  Box  10-3-3B,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Ave.,  Denver,  Colorado  80218.  10-3-3B 


INTERNIST  for  5-man  department  in  busy  and  steadily 
growing  northcentral  Kansas  13-member  multispecialty 
group.  Partnership  after  salary  for  two  years.  Board  eligible 
or  Certified.  Reply  to  Box  11-9-TFB,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218.  11-9-TFB 


TWO-MAN  GENERAL  PRACTICE  PARTNERSHIP  in  Denver 
wishes  associate.  Salary  first  year  leading  to  partnership. 
Office  fully  equipped  with  x-ray,  laboratory,  ECG  and  physio- 
therapy. Good  hospital  connections  and  privileges.  Reply  giv- 
ing qualifications,  army  status,  availability  to  Nathan  Bograd, 
M.D.,  1938  So.  Broadway,  Denver,  Colorado  80210.  12-4-1 


EARNEST  DRUG 

217  1 6th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-3265 

FRESH-CLEAN-COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


Trade  Mark 


Registered  Trade  Mark 


BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  I j Telephone 

Denver  2 VoiVxU  534-8714 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

4925  EAST  38TH  AVE.— TEL.  388-5731 -DENVER  7,  COLORADO 

Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 


Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  and  Laboratory 
Nuclear  Instrumentation 
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H I RSCH  FELD’S 

0((Uc  fwi4~ VU^e,  i-hc. 

Speer  at  Acoma  * Denver  • 534-0631 


r Discriminating  Doctors 
everywhere  specify 

STEELCAS£ 

Custom  Line 
Office  Furniture 

Doctors  are  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  In  soon— or  phone  end  our  representative  will  call 


Dear  Doctor: 

WHY  BUY,  when  you  can 
lease  a brand  new  car 
for  less  than  $60./mo. 

? 

• 

Drive  any  make,  model  or  body  style  you  want — 
economy  or  prestige  car— equipped  as  you  specify.  No 
capital  tied  up.  You  may  save  on  taxes,  too.  (Ask  also 
about  lease /purchase  plans.) 

Free  pick-up,  delivery  & loaner  service  in  Metro.  Den- 
ver Area,  with  24-hr.  emergency  road  service  available. 

We  already  serve  many  physicians  and  other  profes- 
sional men.  Why  not  YOU? 

Call  me  today — without  obligation 

JOHN  BOWERS:  344-7445 


184,500  Shares 

TEX-CAL  PETROLEUM,  INC. 

Common  Stock  ($1  Par  Value) 

Price  $3  Per  Share 

It  is  contemplated  that  Tex-Cal's  Principal  Business  will  be  to  organize 
and  manage  oil  and  gas  exploration  and  development  programs  with 
Tex-Cal  the  General  Partner  and  substantial  taxpayer-investors  as 
limited  partners.  * * * 

We  invite  you  to  participate  in  the  ownership  of  this  Company  by 
writing  for  a copy  of  the  Prospectus  to: 

UNIVERSAL  SECURITIES  CORPORATION 
1410  South  Third  Street 
Las  Vegas,  Nevada  89104 

This  announcement  is  neither  an  offer  to  sell  nor  a solicitation  of  an 
offer  to  buy  these  securities.  The  offering  is  made  only  by  the  Prospec- 
tus and  only  in  states  where  these  securities  may  lawfully  be  offered 
and  sold. 
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SANDIA  RANCH  SANATORIUM 

6903  Edith  Blvd.,  N.E.  Albuquerque,  New  Mexico  Telephone  DI.  4-1618 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital  John  W.  Msecs,  m.o.,  Medical  Director 
20  acres  landscaped  grounds  Henry  t.  PeneeYj  m.d.s  Fsychiatrist 
Favorable  year-round  climate  j 
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. . . have  you  made  arrangements  for  an  emergency  income  for 
your  family?  Will  they  be  provided  for  if  accident  or  illness  inter- 
rupts your  practice? 


WE  CAN  HELP! 


The  Colorado  Medical  Society  Insurance  Plan  can  make  avail- 
able up  to  $800  a month  for  your  family  if  you  are  disabled. 

AN  APPROVED  PLAN  AT  LOW  COST 


return  the  coupon  for  full  details 


underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

Life  Insurance  Affiliate:  United  of  Omaha 

UNITED  BENEFIT  LIFE  INSURANCE  COMPANY 

Home  Offices— Omaha,  Nebraska 

11-12 


VINCENT  ANDERSON  CO.,  INC. 

2nd  Floor,  R.R.  Exchange  Bldg. 

Denver,  Colorado  80202 

Please  send  full  details  about  the  Income  Protection 
Plan  of  the  Colorado  Medical  Society. 

NAME  

ADDRESS  

CITY  STATE  


(X-  p&Ktovue/iutr ^hjywu  MMm  BENSON’S 


protection  athlete-patients  need— 

ALL-AMERICAN®  ATHLETIC  GLASSES 

“Sports-safe”  design  for  maximum  protection  with- 
out interfering  with  performance  . . . assures  com- 
plete player  confidence. 


• New  DURiKON  non-glass  or 
BENSAFE  warranteed  lenses 

• Rubber  nose  piece 

• Adjustable  headband 

• Many  other  design  features 
SIZES:  44-20,  44-23,  47-20,  47-23; 
TEMPLES:  5%"  through  63/4" 

Available  now  at  regular  Rx  service — 


Descriptive  folder 
available  in  quantities. 


your  service-partners  . . . 


Q BENSON  OPTICAL  COMPANY 

Executive  Offices  • 1812  Park  Ave.,  Minneapolis 
- specialists  in  prescription  optics  for  half  a century 


DENVER  SERVICE  LABORATORY-1133  BANNOCK  STREET 
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for  December,  1965 


101 


AUTHOR  INDEX,  VOLUME  LXH 

Abrums,  John  D.,  MD,  Albuquerque,  N,  M.,  Alcoholism,  40 
(Sept.) 

Absher,  W.  Kemp,  MD,  Pueblo,  Colo.,  Hereditary  Multiple 
Exostosis,  35  (June) 

Akers,  David  R.,  MD,  Denver,  Wilms'  Tumors,  43  (April) 

Allen,  R.  Parker,  MD,  Denver,  Wilms’  Tumors,  43  (April) 

Allen,  Willard  M.,  MD,  St.  Louis,  Missouri,  Use  of  Progesta- 
tional Agents  in  Pregnancy,  31  (August) 

Anderson,  R.  R.,  MD,  Pueblo,  Colo.,  Hereditary  Multiple 
Exostosis,  35  (June) 

Atkins,  Walter  D.,  DDS,  Santa  Fe,  N.  M.,  Small  Community 
Fluoridation  Program  in  New  Mexico,  39  (Sept.) 

Babey,  Andrew  M.,  MD,  Las  Cruces,  N.  M.,  POTPOURRI,  6 
(May),  20  (June),  24  (Sept.),  74  (Oct.) 

Bailey,  Wm.  Carl,  MD,  Denver,  Medicine  and  Religion,  42 
(Dec.) 

Barrett,  Francis  A.,  MD,  Cheyenne,  Wyoming,  Hiatus  Hernia 
and  Massive  Upper  Gastrointestinal  Bleeding,  32  (July) 

Beatty,  E.  C.,  Jr.,  MD,  Denver,  Wilms’  Tumors,  43  (April) 

Becker,  Paul  G.,  MD,  Denver,  What  Can  One  Man  Do?,  40 
(April) 

Bivens,  Melvin  D.,  MD,  Albuquerque,  N.  M.,  Intrauterine  Con- 
traceptive Devices,  49  (Sept.) 

Blake,  Clyde  D.,  MD,  Colorado  Springs,  Colo.,  Dilation  and 
Curettage,  41  (Feb.) 

Bryans,  William  A.,  MD,  Denver,  Colo.,  Cysticercosis  Cerebri, 
57  (Nov.) 

Butterfield,  Joseph,  MD,  Denver,  Colo.,  A Bridge  Across 
Vigor  Mortis,  39  (June) 

Callaghan,  Phillip  B.,  MD,  Denver,  Postsystolic  Myocardial 
Augmentation,  37  (Oct.) 

Carter,  Tom  E.,  MC,  Denver,  Takayasu’s  Disease  in  a Negro 
Female,  35  (Dec.) 

Casper,  Elizabeth  A.,  PHN,  Hamilton,  Mont.,  Leptospirosis 
Among  Abattoir  Workers  in  Montana,  51  (Oct.) 

Clark,  Don  R.,  MD,  Roswell,  N.  M.,  Ventricular  Fibrillation: 
A Case  of  Spontaneous  Reversion,  51  (Sept.) 

Connell,  John  R.,  MD,  Denver,  Poisoning  in  Pediatric  Practice, 
55  (Oct.) 

Cotton,  Ernest,  MD,  Denver,  Colo.,  Cystic  Fibrosis,  45  (Feb.) 

Cozetto,  Frank  J„  MD,  Denver,  Colo.,  Cystic  Fibrosis,  45 
(Feb.) 

Craddock,  Lane  D.,  MD,  Denver,  Direct  Coronary  Arteri- 
ography, 32  (March) 

Daniels,  Bernard  T.,  MD,  Denver,  Medicine  and  Religion, 

42  (Dec.) 

Day,  Emerson,  MD,  New  York  City,  Progress  Against  Cancer, 

43  (Nov.) 

Dines,  David  E.,  MD,  Rochester,  Minnesota,  Alcoholic  Cardio- 
myopathy, 32  (Jan.) 

Dinmore,  Richard  C.,  MD,  Colorado  Springs,  Colo.,  Dilation 
and  Curettage,  41  (Feb.) 

Dumars,  K.  W.,  Jr.,  MD,  Colorado  Springs,  Colo.,  Chromosome 
Analysis — A Laboratory  Service,  37  (Jan.) 

Eakin,  Norman  R.,  RPh,  Elko,  Nevada,  Treatment  of  Plantar 
Warts,  42  (Oct.) 

Etchart,  L.  W.,  MD,  Billings,  Mont.,  Peritoneal  Dialysis  in 
Salicylate  Intoxication,  55  (Nov.) 

Fountain,  Freeman  P.,  MD,  Albuquerque,  N.  M„  Rehabilita- 
tion of  Stroke  Victims,  36  (June) 


Freedman,  Marshall  A.,  MD,  Denver,  Oxacillin — Apparent 
Hematologic  and  Hepatic  Toxicity,  34  (Jan.) 

Gaskill,  Catherine,  Colorado  Springs,  Colorado,  Chromosome 
Analysis,  37  (Jan.) 

Gilbert,  David  B.,  MD,  Payson,  Arizona,  Intractable  Obesity 
and  Its  Complications,  53  (Nov.) 

Gitlitz,  Benjamin,  MD,  Thermopolis,  Wyoming,  Parathyroid 
Cyst,  38  (July) 

Gold,  M.  A.,  MD,  Butte,  Montana,  Evaluation  of  a New 
Diuretic  (DT-327),  45  (August) 

Goodrich,  Edward  O.,  Jr.,  MD,  Santa  Fe,  N.  M.,  Small  Vessel 
Surgery  in  a Small  Community  Hospital,  27  (March) 

Gordon,  Dan  M.,  MD,  New  York,  Ocular  Inflammations,  31 
(May) 

Grizzle,  Claude  O.,  MD,  Cheyenne,  Wyoming,  Head  Injury 
and  Gastro-duodenal  Hemorrhage,  45  (July) 

Growdon,  James  H.,  MD,  Little  Rock,  Arkansas,  Esophageal 
Hiatus  Hernia,  29  (Feb.) 

Hadley,  Henry  G.,  MD,  Evolution  and  Cancer,  45  (Dec.) 

Haigler,  Samuel  H.,  MD,  Denver,  Colo.,  Cystic  Fibrosis,  45 
(Feb.) 

Hall,  Wesley  W.,  MD,  Reno,  Nevada,  Never  Before  Have  So 
Many  Owed  So  Much  to  So  Few,  29  (April) 

Hamsa,  W.  R.,  MD,  Omaha,  Nebraska,  Treatment  of  Common 
Foot  Disorders,  36  (August) 

Hentel,  William,  MD,  Albuquerque,  Acanthosis  Nigricans,  45 
(Sept.) 

Hermann,  Gilbert,  MD,  Denver,  Afferent  Loop  Syndrome,  29 
(May) 

Hill,  Franklyn  C.,  Jr.,  MD,  Oakland,  California,  Evaluation  of 
the  Unconscious  Patient,  54  (August) 

Hildebrand,  Paul  R.,  MD,  Brush,  Colo.,  Presidential  Address, 
31  (Nov.) 

Hood,  Thomas  K.,  MD,  Elko,  Nevada,  Treatment  of  Plantar 
Warts,  42  (Oct.) 

Howard,  Philip  M.,  MD,  Salt  Lake  City,  Com  Starch  Gran- 
ulomatous Peritonitis,  46  (Dec.) 

Jackson,  William  E.,  MD,  Denver,  Retinoblastoma,  39  (Dec.) 

Johnson,  Daniel  E.,  PhD,  Albuquerque,  Plague,  33  (Sept.) 

Johnston,  J.  Thomas,  MD,  Pinedale,  Wyoming,  Control  of  an 
Outbreak  of  Glomerulonephritis  in  a Rural  Community,  52 
(July) 

Kassel,  Victor,  MD,  Salt  Lake  City,  Utah,  Senility — A Defini- 
tion, 51  (Nov.) 

Kerr,  R.  Keith,  MD,  Colorado  Springs,  Colo.,  Dilation  and 
Curettage,  41  (Feb.) 

Kline,  Duane  M.,  Jr.,  MD,  Cheyenne,  Wyoming,  Widening 
of  the  Ankle  Mortice  Without  Disruption  of  the  Tibiofibular 
Joint,  49  (July) 

Knapp,  George  M„  MD,  Casper,  Wyoming,  Diffuse  Polyposis 
of  the  Colon,  36  (July) 

Kunkel,  R.  E.,  MD,  Thermopolis,  Wyoming,  Local  Anesthesia 
for  Dilatation  and  Curettage,  37  (March) 

Lackman,  David  B.,  PhD,  Hamilton,  Mont.,  Leptospirosis 
Among  Abattoir  Workers  in  Montana,  51  (Oct.) 

Long,  John  Chenault,  MD,  Denver,  Retinoblastoma,  39  (Dec.) 

Magill,  Charles  D.,  MD,  Denver,  Use  of  the  Circle  Bed,  39 
(March) 

Manilla,  George  T.,  MD,  Elko,  Nevada,  Treatment  of  Plantar 
Warts,  42  (Oct.) 

Maxwell,  John  Gary,  MD,  Salt  Lake  City,  Corn  Starch  Gran- 
ulomatous Peritonitis,  46  (Dec.) 
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McGreevey,  J.  E.,  MD,  Butte,  Mont.,  Leptospirosis  Among 
Abattoir  Workers  in  Montana,  51  (Oct.) 

McLaughlin,  Charles  W.,  Jr.,  MD,  Omaha,  Nebr.,  Abdominal 
Problems  in  Infancy  and  Childhood,  37  (Feb.) ; Breast 
Lesions,  48  (Oct.) 

Moore,  Helen  A.,  MD,  Cheyenne,  Wyoming,  Control  of  an 
Outbreak  of  Glomerulonephritis  in  a Rural  Community,  52 
(July) 

Morton,  William  E.,  MD,  Denver.  Colo.,  Altitude  and  Rheu- 
matic Fever,  41  (Nov.) 

Murphy,  John  C.,  MD,  Albuquerque,  N.  M.,  Chloroquine 
Treatment  of  Warts,  25  (Jan.) 

Murray,  F.  M.,  MD,  Durango,  Colo.,  Tuberculin  Test  Survey, 
37  (Nov.) 

Ogura,  Joseph  H.,  MD,  St.  Louis,  Management  of  Head  and 
Neck  Injuries,  36  (May) ; Cancer  of  the  Head  and  Ne«k.  28 
(Jan.) 

Oppenheim,  Walter  H.,  MD,  Denver,  Colo.,  Hookworm  In- 
fection in  Colorado,  40  (June) 

Parnall,  Edward,  MD,  Albuquerque,  The  Painful  Jaw  Joint,  36 
(Sept.) 

Penfold,  Richard  L.,  MD,  Denver,  Colo.,  Operative  Cholangi- 
ography, 41  (August) 

Petty,  Sadie,  RN,  Albuquerque,  N.  M.,  Chloroquine  Treatment 
of  Warts,  25  (Jan.) 

Phibbs,  Brendan,  MD,  Casper,  Wyoming,  Monitored  Exercise 
—Tolerance  Testing  in  Coronary  Disease,  29  (July) 

Philip,  Robert  N.,  MD,  Hamilton,  Mont.,  Leptospirosis  Among 
Abattoir  Workers  in  Montana,  51  (Oct.) 

Prosper,  Jeanine  C.,  MD,  Denver,  Wilms’  Tumors,  43  (April) 

Reckling,  Walter  E.,  MD,  Cheyenne,  Wyoming,  Hiatus  Hernia 
and  Massive  Upper  Gastrointestinal  Bleeding,  32  (July) 

Reiquam,  C.  W.,  MD,  Denver,  Wilms’  Tumors,  43  (April) 

Ritter,  James  T.,  Cheyenne,  Wyoming,  Control  of  an  Out- 
break of  Glomerulonephritis  in  a Rural  Community,  52  (July) 

Rose,  Ian,  MB,  BS,  LRCP,  MRCS  (Lond.),  Kamloops,  B.  C., 
Skimania,  26  (Jan.) 

Scharf,  Theodore  J.,  MD,  Santa  Fe,  Management  of  Abdom- 
inal Trauma,  43  (Sept.) 

Schnute,  William  J.,  MD,  Chicago,  Illinois,  Hip  Pathology  in 
the  Teens,  49  (August);  Epiphyseal  Fractures,  43  (Oct.) 

Schoenfeld,  Robert  G.,  PhD,  Albuquerque,  N.  M.,  D-tri- 
iodothyronine  Effect  on  Serum  Cholesterol,  34  (Feb.) 

Sears,  Thad  P.,  MD,  Denver,  Federal  Support  of  Medical 
Libraries,  27  (May) 

Sethman,  Harvey  T.,  Denver,  Colo.,  Why  Not  a “Super- 
AMA”?,  33  (Nov.) 

Smith,  Marcus  J.,  MD,  Santa  Fe,  N.  M.,  On  the  Nature  and 
Terminology  of  Syndromes,  Particularly  of  the  Gastro-in- 
testinal  Tract,  34  (April);  Radiologic  Reflections,  14  (Jan.), 
6 (Feb.),  4 (March),  9 (May),  13  (Sept.) 

Stanley,  Wendell  M.,  PhD,  Berkeley,  California,  Recent  De- 
velopments in  Virus-Cancer  Research,  29  (June) 

Stetler,  C.  Joseph,  Washington,  D.  C.,  Legal,  Legislative  and 
Regulatory  Problems  of  the  Pharmaceutical  Industry,  58 
(August) 

Stoenner,  Herbert  G.,  DVM,  Hamilton,  Mont.,  Leptospirosis 
Among  Abattoir  Workers  in  Montana,  51  (Oct.) 

Unfug,  Harry  V.,  MD,  Fort  Collins,  Colo.,  Milk-alkali  Syn- 
drome Reproduced  by  Clinical  Trial,  38  (Nov.) 

Ward,  Donovan,  MD,  Dubuque,  Iowa,  In  the  Course  of 
Courage,  31  (Dec.) 

Watkins,  David  H.,  MD,  Denver.  Postsystolic  Myocardial 
Augmentation,  37  (Oct.) 


Watts,  Richard  S.,  MD,  Albuquerque,  N.  M.,  D-tri-iodothy- 
ronine  Effect  on  Serum  Cholesterol,  34  (Feb.) 

Wollgast,  George  F.,  MD,  Denver,  Colo.,  Operative  Cholangi- 
ography, 41  (August) 

Woodruff,  Robert,  MD,  Denver,  Papillary  Carcinoma  of  the 
Thyroid,  33  (Oct.) 

Yedinak,  Paul  R.,  MD,  Rock  Springs,  Wyoming,  Blunt  Liver 
Injuries,  42  (July) 

Young,  A.  Kenneth,  MD,  Albuquerque,  Pitfalls  of  Health 
Education,  48  (Sept.) 

SUBJECT  INDEX,  VOLUME  LXII 

Abdominal  Problems  in  Infancy  and  Childhood,  37  (Feb.) 
(McLaughlin) 

Abdominal  Trauma,  Management  of,  43  (Sept.)  (Scharf) 

Abstracts  of  Scientific  Papers,  67  (Oct.) 

Acanthosis  Nigricans,  45  (Sept.)  (Hentel) 

Afferent  Loop  Syndrome,  29  (May)  (Hermann) 

Alcoholic  Cardiomyopathy,  32  (Jan.)  (Dines) 

Alcoholism,  40  (Sept.)  (Abrums) 

Altitude  and  Rheumatic  Fever,  41  (Nov.)  (Morton) 

Analysis  of  Questionnaires,  26  (June)  (Editorial) 

Ankle  Mortice  Without  Disruption  of  the  Tibiofibular  Joint. 
Widening  of  the,  49  (July)  (Kline) 

Arteriography,  Direct  Coronary,  32  (March)  Craddock) 

A Simple  Solution,  30  (Dec.)  (Editorial) 

Blunt  Liver  Injuries,  42  (July)  (Yedinak) 

BOOK  CORNER,  50  (Feb.),  52  (March),  56  (April),  52  (June). 
66  (July),  86  (Aug.),  76  (Oct.),  66  (Nov.),  82  (Dec.) 

Breast  Lesions,  48  (Oct.)  (McLaughlin) 

Bridge  Across  Vigor  Mortis,  39  (June)  (Butterfield) 

Cancer  of  the  Head  and  Neck,  28  (Jan.)  (Ogura) 

Cardiomyopathy,  Alcoholic,  32  (Jan.)  (Dines) 

Chloroquine  Treatment  of  Warts,  25  (Jan.)  (Murphy,  Petty) 

Cholangiography,  Operative,  41  (August)  (Wollgast,  Penfold) 

Cholesterol  D-tri-iodothyronine  Effect  on  Serum,  34  (Feb.) 
(Watts,  Schoenfeld) 

Chromosome  Analysis — A Laboratory  Service,  37  (Jan.) 
(Dumars,  Gaskill) 

Circle  Bed,  Use  of  the,  39  (March)  (Magill) 

Colon,  Diffuse  Polyposis  of  the,  36  (July)  (Knapp) 

COLORADO,  43  (Jan.),  47  (Feb.),  46  (March),  51  (April), 
39  (May),  47  (June),  57  (July),  63  (Aug.),  56  (Sept.),  57 
(Oct.),  63  (Nov.),  49  (Dec.) 

COLORADO,  Annual  Session  Program,  65  (August) 

COLORADO,  Committee  List,  58  (Jan.),  51  (Feb.),  56  (June) 

COLORADO,  House  of  Delegates  Proceedings,  39  (May),  49 
(Dec.) 

COLORADO,  Midwinter  Clinical  Session  Program,  42  (Jan.). 
46  (Feb.) 

Community  Health,  Health  Insurance  and,  30  (Oct.)  (Edi- 
torial) 

Congratulations  to  Wyoming!,  26  (June)  (Editorial) 
Contraceptive  Devices,  Intrauterine.  49  (Sept.)  (Bivens) 
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Control  of  an  Outbreak  of  Glomerulonephritis  in  a Rural 
Community,  52  (July)  (Moore,  Johnston,  Ritter) 

Com  Starch  Granulomatous  Peritonitis,  46  (Dec.)  (Howard, 
Maxwell) 

Coronary  Disease,  Monitored  Exercise — Tolerance  Testing  in, 
29  (July)  (Phibbs) 

Cysticercosis  Cerebri,  57  (Nov.)  (Bryans) 

Cystic  Fibrosis,  45  (Feb.)  (Cozetto,  Cotton,  Haigler) 

Diffuse  Polyposis  of  the  Colon,  36  (July)  (Knapp) 

Dilatation  and  Curettage,  Local  Anesthesia  for,  37  (March) 
(Kunkel) 

Dilation  and  Curettage,  41  (Feb.)  (Dinmore,  Kerr,  Blake) 

Direct  Coronary  Arteriography,  32  (March)  (Craddock) 

Diuretic  (DT-327),  Evaluation  of  a New,  45  (August)  (Gold) 

Don’t  Quit  Living  Until  You  Are  Dead,  27  (April)  (Editorial) 

D-tri-iodothyronine  Effect  on  Serum  Cholesterol,  34  (Feb.) 
(Watts,  Schoenfeld) 

End  of  an  Era,  29  (August)  (Editorial) 

Epiphyseal  Fractures,  43  (Oct.)  (Schnute) 

Erratum,  24  (Jan.)  (Editorial) 

Esophageal  Hiatus  Hernia,  29  (Feb.)  (Growdon) 

Evaluation  of  a New  Diuretic  (DT-327),  45  (August)  (Gold) 
Evaluation  of  the  Unconscious  Patient,  54  (August)  (Hill) 
Evolution  and  Cancer,  45  (Dec.)  (Hadley) 

Exostosis,  Hereditary  Multiple,  35  (June)  (Anderson,  Absher) 
Extremism,  29  (Dec.)  (Editorial) 

Federal  Support  of  Medical  Libraries,  27  (May)  (Sears) 

Fluoridation  Program  in  New  Mexico,  Small  Community,  39 
(Sept.)  (Atkins) 

Foot  Disorders,  Treatment  of  Common,  36  (August)  (Hamsa) 

From  Olympus’  Towering  Tops,  25  (March)  (Editorial) 

Gastro-duodenal  Hemorrhage,  Head  Injury  and,  45  (July) 
(Grizzle) 

Gastrointestinal  Bleeding,  Hiatus  Hernia  and  Massive  Upper, 
32  (July)  (Barrett,  Reckling) 

Gastro-intestinal  Tract,  On  the  Nature  and  Terminology  of 
Syndromes,  Particularly  of  the,  34  (April)  (Smith) 

Glomerulonephritis  in  a Rural  Community,  Control  of  an 
Outbreak  of,  52  (July)  (Moore,  Johnston,  Ritter) 

Great  Unanswered  Question!,  The,  28  (Feb.)  (Editorial) 

Greetings  from  the  Governor  of  New  Mexico,  32  (Sept.) 

Greetings  from  the  Governor  of  Wyoming,  28  (July) 

Handwriting  on  the  Wall,  30  (Nov.)  (Editorial) 

Head  and  Neck,  Cancer  of,  28  (Jan.)  (Ogura) 

Head  and  Neck  Injuries,  Management  of,  36  (May)  (Ogura) 

Head  Injury  and  Gastro-duodenal  Hemorrhage,  45  (July) 
(Grizzle) 

Health  Education,  Pitfalls  of,  48  (Sept.)  (Young) 


Health  Insurance  and  Community  Health,  30  (Oct.)  (Edi- 
torial) 

Hereditary  Multiple  Exostosis,  35  (June)  (Anderson,  Absher) 

Hiatus  Hernia  and  Massive  Upper  Gastrointestinal  Bleeding. 
32  (July)  (Barrett,  Reckling) 

Hip  Pathology  in  the  Teens,  49  (August)  (Schnute) 

Hookworm  Infection  in  Colorado,  40  (June)  (Oppenheim) 

Important  Questionnaire — Your  Prompt  Attention,  Please!, 
23  (Jan.)  (Editorial) 

In  the  Course  of  Courage,  31  (Dec.)  (Ward) 

In  the  Small  Print,  26  (March)  (Editorial) 

Intractable  Obesity  and  Its  Complications,  53  (Nov.)  (Gilbert) 

Intrauterine  Contraceptive  Devices,  49  (Sept.)  (Bivens) 

Jaw  Joint,  The  Painful,  36  (Sept.)  (Parnall) 

Lactic  Acidosis  in  Diabetes  Mellitus,  23  (Jan.)  (Editorial) 

Latest  “Look”  Article,  The,  28  (Feb.)  (Editorial) 

Legal,  Legislative  and  Regulatory  Problems  of  the  Pharma- 
ceutical Industry,  58  (August)  (Stetler) 

Leptospirosis  Among  Abattoir  Workers  in  Montana,  51  (Oct.) 
(Philip,  Casper,  Stoenner,  Lackman  and  McGreevey) 

LETTERS  TO  THE  EDITOR,  13  (April).  47  (May),  4 (July), 
26  (August),  8 (Oct.) 

Liver  Injuries,  Blunt,  42  (July)  (Yedinak) 

Local  Anesthesia  for  Dilatation  and  Curettage,  37  (March) 
(Kunkel) 

Maligners  of  Medicine,  25  (May)  (Editorial) 

Management  of  Abdominal  Trauma,  43  (Sept.)  (Scharf) 

Management  of  Head  and  Neck  Injuries,  36  (May)  (Ogura) 

MATERNAL  MORTALITY,  52  (May),  54  (June),  59  (July). 
71  (Oct.),  69  (Nov.) 

MEDICAL  CENTER  NEWS,  43  (Jan.),  47  (Feb.),  46,  48 
(Mar.),  52  (April),  43  (May),  47  (June),  57  (July),  63 
(August),  56  (Sept.),  57  (Oct.),  63  (Nov.) 

Medical  Education  in  Wyoming,  25  (July)  (Editorial) 

Medical  Libraries,  Federal  Support  of,  27  (May)  (Sears) 

MEDICAL  SCHOOL  NOTES,  74  (Dec.) 

Medicare’s  Challenge,  26  (July)  (Editorial) 

Medicine  and  Politics,  27  (July)  (Editorial) 

Medicine  and  Religion,  42  (Dec.)  (Bailey,  Daniels) 

Medicine’s  Responsibility,  29  (Oct.)  (Editorial) 

Milk-alkali  Syndrome  Reproduced  by  Clinical  Trial,  38  (Nov.) 
(Unfug) 

Monitored  Exercise — Tolerance  Testing  in  Coronary  Disease, 
29  (July)  (Phibbs) 

MONTANA,  47  (Jan.),  48  (March),  51  (April),  56  (Sept.) 
MONTANA,  Annual  Session  Program,  67  (August) 

MONTANA,  Committee  List,  58  (May) 

Myocardial  Augmentation,  Postsystolic,  37  (Oct.)  (Watkins, 
Callaghan) 

NATIONAL  AFFAIRS,  52  (Jan.),  49  (March),  73  (Aug.),  63 
(Sept.),  82  (Dec.) 


104 


Rocky  Mountain  Medical  Journal 


NEVADA,  44  (Jan.),  63  (Aug.),  60  (Dec.) 

NEVADA,  Annual  Session  Program,  7 (Oct.) 

NEVADA,  Committee  List,  54  (March),  88  (August) 

NEVADA,  House  of  Delegates  Proceedings,  44  (Jan.) 

Nevada  to  the  Rescue,  26  (April)  (Editorial) 

Never  Before  Have  So  Many  Owed  So  Much  to  So  Few,  29 
(April)  (Hall) 

NEW  MEXICO,  43  (March),  57  (April),  48  (June),  64 
(August),  53  (Sept.),  58  (Oct.),  59  (Dec.) 

NEW  MEXICO  Annual  Meeting  Program,  57  (April) 

NEW  MEXICO  Interim  Session  Program,  11  (Oct.) 

NEW  MEXICO,  Committee  List,  58  (Feb.),  82  (Nov.) 

NEW  MEXICO,  Proceedings  of  the  House  of  Delegates,  43 
(March),  53  (Sept.) 

NEW  MEXICO  Special  Issue  (Sept.) 

Note  of  Thanks,  25  (July)  (Editorial) 

Obesity,  and  Its  Complications,  Intractable,  53  (Nov.) 
(Gilbert) 

Ocular  Inflammations,  31  (May)  (Gordon) 

Offensive  Driver,  The,  26  (May)  (Editorial) 

OFFICERS,  58  (Jan.),  58  (Feb.),  54  (March),  72  (April),  58 
(May),  56  (June),  72  (July),  88  (Aug.),  78  (Sept.),  84  (Oct.), 
82  (Nov.),  92  (Dec.) 

Old  Friends  Return,  26  (April)  (Editorial) 

Operative  Cholangiography,  41  (August)  (Wollgast,  Penfold) 

Oxacillin — Apparent  Hematologic  and  Hepatic  Toxicity,  34 
(Jan.)  (Freedman) 

Painful  Jaw  Joint,  The,  36  (Sept.)  (Parnall) 

Papillary  Carcinoma  of  the  Thyroid,  33  (Oct.)  (Woodruff) 

Paradox  of  Pharmaceutical  Advertising,  25  (May)  (Editorial) 

Parathyroid  Cyst,  The,  38  (July)  (Gitlitz) 

Peripheral  City,  USA,  29  (Sept.)  (Editorial) 

Peritoneal  Dialysis  in  Salicylate  Intoxication,  55  (Nov.) 
(Etchart) 

Pharmaceutical  Industry,  Legal,  Legislative  and  Regulatory 
Problems  of  the,  58  (August)  (Stetler) 

Pharmaceutical  Industry  Maligned  and  Misunderstood,  31 
(Oct.)  (Editorial) 

Pitfalls  of  Health  Education,  48  (Sept.)  (Young) 

Pity  the  Poor  Utilization  Committee,  29  (Sept.)  (Editorial) 
Placebos,  Emotions,  and  Statistics!,  28  (Feb.)  (Editorial) 
Plague,  33  (Sept.)  (Johnson) 

Plantar  Warts,  Treatment  of,  42  (Oct.)  (Manilla,  Hood,  Eakin) 

Poisoning  in  Pediatric  Practice,  55  (Oct.)  (Connell) 

Pollution  Paradox,  The,  30  (Oct.)  (Editorial) 

Postsystolic  Myocardial  Augmentation,  37  (Oct.)  (Watkins, 
Callaghan) 

POTPOURRI,  6 (May),  20  (June),  24  (Sept.),  74  (Oct.) 


Pregnancy,  Use  of  Progestational  Agents  in,  31  (August) 
(Allen) 

Prescription  Drug  Industry,  1964-65,  25  (March)  (Editorial) 

Preservation  of  Integrity,  27  (Sept.)  (Editorial) 

Presidential  Address,  31  (Nov.)  (Hildebrand) 

Problem  Worthy  of  a Solution,  26  (July)  (Editorial) 

Progestational  Agents  in  Pregnancy,  Use  of,  31  (August) 
(Allen) 

Progress  Against  Cancer,  43  (Nov.)  (Day) 

RADIOLOGIC  REFLECTIONS  (Shadow  or  Substance),  14 
(Jan.),  6 (Feb.),  4 (March),  9 (May),  13  (Sept.) 

Recent  Developments  in  Virus-Cancer  Research,  29  (June) 
(Stanley) 

Rehabilitation  of  Stroke  Victims,  36  (June)  (Fountain) 

Resignation  of  British  Doctors  from  the  NHS,  26  (June) 
(Editorial) 

Retinoblastoma,  39  (Dec.)  (Jackson,  Long) 

Retraction,  24  (Jan.),  (Editorial) 

Rocky  Mountain  Cancer  Conference  Program,  14  (June) 

Rocky  Mountain  Medical  Conference  Program,  57  (April) 

St.  Vincent  Hospital  Celebrates  100th  Anniversary,  28  (Sept.) 
(Editorial) 

Salicylate  Intoxication,  Peritoneal  Dialysis  in,  55  (Nov.) 

( Etchart) 

Senility — A Definition,  51  (Nov.)  (Kassel) 

Skimania,  26  (Jan.)  (Rose) 

Small  Community  Fluoridation  Program  in  New  Mexico,  39 
(Sept.)  (Atkins) 

Small  Vessel  Surgery  in  a Small  Community  Hospital,  27 
(March)  (Goodrich) 

Speaking  of  Honor  Codes,  29  (Dec.)  (Editorial) 

State  and  Regional  Medical  Journals — Traditional  Assets  to 
Be  Preserved!,  25  (April)  (Editorial) 

Stroke  Victims,  Rehabilitation  of,  36  (June)  (Fountain) 

Survey  of  Hospitalized  Patients,  27  (Feb.)  (Editorial) 

Syndromes,  Particularly  of  the  Gastro-intestinal  Tract,  On 
the  Nature  and  Terminology  of,  34  (April)  (Smith) 

Takayasu’s  Disease  in  a Negro  Female,  35  (Dec.)  (Carter) 

Thyroid,  Papillary  Carcinoma  of  the,  33  (Oct.)  (Woodruff) 

To  Clear  Up  a Misunderstanding,  25  (June)  (Editorial) 

To  Do  or  Not  to  Do,  29  (Nov.)  (Editorial) 

Treatment  of  Common  Foot  Disorders,  36  (August)  (Hamsa) 

Treatment  of  Plantar  Warts,  42  (Oct.)  (Manilla,  Hood,  Eakin) 

Tuberculin  Test  Survey,  37  (Nov.)  (Murray) 

Unconscious  Patient,  Evaluation  of  the,  54  (August)  (Hill) 

Use  of  Progestational  Agents  in  Pregnancy,  31  (August) 
(Allen) 

Use  of  the  Circle  Bed,  39  (March)  (Magill) 

UTAH,  48  (Jan.),  48  (March),  53  (April),  44  (May),  41 
(June) , 60  (Dec.) 
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UTAH,  Annual  Session  Program,  68  (August) 

OBITUARIES,  VOLUME  LXJ1 

UTAH,  Committee  List,  72  (April),  93  (Dec.) 

Anderson,  Murl  O.  (Mont.),  51  (April) 

UTAH,  House  of  Delegates  Proceedings,  41  (June),  60  (Dec.) 

Barber,  Wilford  W.  (Colo.),  80  (Oct.) 

Utilization  Committee,  Pity  the  Poor,  29  (Sept.)  (Editorial) 

Biehn,  Ralph  Henry  (Mont.),  51  (April) 

Ventricular  Fibrillation:  A Case  of  Spontaneous  Reversion,  51 

Cantrell,  William  B.  (New  Mexico),  78  (August) 

(Sept.)  (Clark) 

Carey,  James  D.  (Colo.),  51  (April 

Virus-Cancer  Research,  Recent  Developments  in,  29  (June) 

( Stanley) 

Cary,  Guy  C.  (Colo.),  80  (Oct.) 

WASHINGTON  SCENE,  12  (Jan.),  10  (Feb.),  11  (March),  16 
(April),  22  (May),  14  (July),  9 (Aug.),  71  (Sept.),  17  (Oct), 

Cleary,  James  A.  (Utah),  48  (Jan.) 

26  (Nov.),  6 (Dec.) 

Davis,  Thomas  A.  (Colo.),  78  (Nov.) 

We  Need  Your  Help,  28  (Feb.)  (Editorial) 

Drew,  Harry  O.  (Mont.),  51  (April) 

What  Can  One  Man  Do?,  40  (April)  (Becker) 

Frisbie,  Evelyn  F.  (N.  M.),  50  (June) 

Why  Not  a “Super-AMA”?,  33  (Nov.)  (Sethman) 

Gordon,  Robert  W.  (Colo.),  64  (July) 

Widening  of  the  Ankle  Mortice  Without  Disruption  of  the 

Haigler,  Samuel  Hartley  (Colo.),  51  (April) 

Tibiofibular  Joint,  49  (July)  (Kline) 

Halley,  William  Henry  (Colo.),  88  (Dec.) 

Wilms'  Tumors,  43  (April)  (Reiquam,  Prosper,  Akers,  Allen, 
Beatty) 

Harline,  Alden  K.  (Utah),  54  (April) 

World  Is  Poorer,  The,  24  (Jan.)  (Editorial) 

Honaker,  Walker  (Mont.),  75  (Sept.) 

WYOMING,  57  (July),  64  (August),  59  (Nov.) 

Hubbard,  Ethelbert  J.  (N.  M.),  50  (June) 

WYOMING  Annual  Session  Program,  71  (August) 

Jones,  William  Jack  (Utah),  54  (April) 

WYOMING,  Committee  List,  72  (July) 

Lanier,  Virginia  Singleton  (Utah),  78  (August) 

WYOMING,  House  of  Delegates  Proceedings,  59  (Nov.) 

Low,  John  Edward  (Mont.),  47  (Jan.) 

WYOMING.  Special  Edition  Celebrating  75  Years  of  Statehood 

McVey,  Emerson  K.  (Mont.),  51  (April) 

(July) 

Montgomery,  Eugene  Porter  (Colo.),  52  (April) 

BOOK  REVIEWS,  VOLUME  I. XII 

Petsch,  Kenneth  Ray  (Wyo.),  75  (Sept.) 

Atlas  of  the  Fundus  of  the  Eye,  Hans-Walther  Larsen,  MD,  77 
(Oct.) 

Place,  Benoni  Austin  (Mont.),  48  (March) 

Biochemical  Diseases,  I.  Newton  Kugelmass,  MD,  67  (July) 

Pollock,  Louis  A.  (Colo.),  44  (May) 

Chelation  Therapy,  Alfred  Soffer,  MD,  52  (March) 

Rae,  Harold  B.  (Wyo.),  78  (Nov.) 

Clinical  Neurology,  Frank  A.  Elliott,  78  (Oct.) 

Ross,  Orlindo  Louis  (Utah),  50  (June) 

Disaster  Handbook,  Solomon  Garb,  MD,  and  Evelyn  Eng,  RN, 

Routledge,  George  Lawson  (Mont.),  51  (April) 

79  (Oct.) 

Mammography,  Robert  L.  Egan,  MD,  52  (June) 

Scott,  Harry  S.  (Utah),  54  (April) 

Mask  of  Sanity,  The,  Hervey  Cleckley,  MD,  67  (July) 

Sears,  Thaddeus,  P.  (Colo.),  74  (Sept.) 

Mentally  111  Employee:  Treatment  and  Rehabilitation,  The,  78 

Seitz,  Roy  Ernest  (Mont.),  47  (Jan.) 

(Oct.) 

Shmugar,  Meyer  (Colo.),  52  (April) 

Obstructing  Acromion:  Underlying  Diseases,  Clinical  Develop- 
ment and  Surgery,  Bernard  Diamond,  MD,  52  (June) 

Skolfield,  Mazel  (Utah),  50  (June) 

On  Diabetes  Mellitus;  Selected  Topics  for  Students  and 
Clinicians,  William  F.  U.  Jackson,  MD,  78  (Oct.) 

Smith,  Robert  Dewey  (N.  M.),  78  (August) 

Patients  Who  Trouble  You,  William  A.  Steigler,  MD.  and 

Snow,  Burke  M.  (Utah),  48  (Jan.) 

A.  Victor  Hansen,  Jr.,  MD,  82  (Dec.) 

Spencer,  Robert  Tisdale  (N.  M.),  50  (June) 

Pediatric  Neurology,  Thomas  W.  Farmer,  67  (July) 

Respiratory  Function  in  Disease,  David  C.  Bates  and  Ronald 

Sunderland,  O.  R.  (Colo.),  78  (Aug.) 

V.  Christie,  78  (Oct.) 

Taylor,  Arthur  G.  (Colo.),  44  (May) 

Septic  Shock,  Hiroshi  Hayasaka,  MD,  and  John  M.  Howard, 
MD,  77  (Oct.) 

Turman,  Benjamin  (Utah),  88  (Dec.) 

Signs  and  Symptoms:  Edited  by  Cyril  M.  MacBryde,  52 

Van  Der  Schouw,  George  E.  (Colo.),  48  (Feb.) 

( March ) 

Ward,  Emery  M.  (Colo.),  64  (July) 

Surgery  of  the  Biliary  Passages  and  the  Pancreas,  Walter 
Hess,  66  (Nov.) 

Whitney,  Roger  Sherman  (Colo.),  74  (Sept.) 

Tropical  Disease  in  Temperate  Climates,  Kevin  M.  Kahili,  MD. 

Wittwer,  William  F.  (N.  M.),  64  (July) 

77  (Oct.) 

Woolley.  LeGrand  (Utah),  88  (Dec.) 
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Step  1. 
one  drop  of 
capillary  or 
venous  blood 


Step  2. 

wash  away  blood 
at  exactly 
one  minute 


Step  3. 
immediately 
compare  with 
color  chart 


NEW 


DEXTROSTIX 

BRAND  REAGENT  STRIPS 


for  quantitative  blood-glucose  estimations 


With  Dextrostix,  quantitative  blood-glucose 
estimations  are  possible  in  one  minute.  Utiliz- 
ing one  drop  of  either  capillary  or  venous 
blood,  testing  can  be  completed  while  the  pa- 
tient is  still  in  the  office.  Thus  with  Dextrostix 
you  have  a diagnostic  aid  of  great  versatility. 
A clinically  significant  range  of  readings  is 
available  with  easy-to-use  Dextrostix,  mak- 
ing this  new  test  invaluable  in  physical  exam- 
inations, routine  checkups  of  your  diabetic 
patients,  and  in  emergencies. 


Dextrostix  provides  fast,  simple  screening 
for  diabetes  in  its  earliest  stages.  Recent  inves- 
tigation has  indicated  that  “...there  is  a large 
group  of  patients  with  mild,  asymptomatic, 
diabetes  mellitus  who  remain  undetected  un- 
less blood  tests  are  employed  routinely.”* 

Available:  No.  2888  Bottle  of  25  Reagent 
Strips  (color  chart  provided  on  bottle  label). 

AMES  COMPANY,  INC  • Elkhart,  Indiana 
*Spaulding,  W.  B. ; Spitzer,  W.  O.,  and 
Truscott,  E W.:  Canad.  M.  A.  J.  S9:329,  1963.  AMES 
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cLROCHE^ 


for 

The  Age  of 
Anxiety 


LIBRIUM' 

(chlordiazepoxide 

HGI) 


In  prescribing:  Dosage— Adults:  Mild  io  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Cautions  — Occasional  side  effects,  often  dose-related,  are 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregular- 
ities, nausea  and  constipation.  Paradoxical  reactions  may 
occasionally  occur  in  psychiatric  patients.  Individual  mainte- 
nance dosages  should  be  determined.  Advise  patients  against 
possibly  hazardous  procedures  until  maintenance  dosage  is 
established. Though  compatible  with  most  drugs,  use  care  in 
combining  with  other  psychotropics,  particularly  MAO  inhibi- 
tors or  phenothiazines;  warn  patients  of  possible  combined 
effects  with  alcohol.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supplied- Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of 
50  and  500. 
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UTAH 


WYO  MING 


the  difference  between  cough  and  relief 

Benylin*  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
per  cent  alcohol. 

for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-like  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz., 

16  oz.,  and  1 gallon  ^ 72165 

PARKE-DAVIS 


PARKE,  DAVIS  A COMPANY,  Detroit,  Michigan  40232 


“My  cooking  agrees  with  everyone  but  me” 


She  complains  about  her  upset  stomach  and  blames  her  cooking... you 
diagnose  functional  G.l.  disturbance  and  associated  stress... as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic-Antispasmodic-Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM  15  mg  (V4  gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (33/4  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Vs  gr) 

to  reduce  smooth-muscie  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana  AMES 
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The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 

Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a “somatic  mask”— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient’s  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotit reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis, 

2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/ day 
initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Valium  (diazepam) 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  of 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50, 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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